
Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  

Last modified : March 28, 2002 

Page 2 of 21Q/2001 Inspection Findings - Robinson 2



Robinson 2 

Initiating Events 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  

Last modified : March 27, 2002 
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  

Last modified : March 26, 2002 
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 5.0 was 
identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a partial draindown of the 
CCW system. The safety significance was very low because of the options available to the operators to mitigate the consequences of the partial 
draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to maintain the 
reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety significance because the pressurizer 
and loops remained vented and the decrease in vessel level was less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater than the 
Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical Specification Table 3.3.1-1, item 
9 requires three flow channels in each RCS loop to be operable during power operation. One flow channel in RCS loop 3 was found inoperable for 
greater than the allowed time of six hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE TUBE 
EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 inches) be locked to 
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prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the Containment Vessel Sump flapper valves 
in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube 
retraction. The licensee failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 000 
mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse Condition Investigation report 
30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 20.1501 and Part 
1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to evaluate the radiological hazards. 
49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping radioactive material. The licensee failed to perform 
adequate surveys, to control dose and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action program (CAP) was 
acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending was extensive and informative with 
an appropriate focus on human performance. The licensee was generally effective at identifying problems and placing them into the CAP as 
evidenced by the inspectors' review of problem identification programs/processes, audits and self-assessments, external operating experience, and 
through plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee audits and 
assessments were found to be effective. In addition, observations identified by the audits and assessments were consistent with the team's 
observations. The licensee appropriately evaluated individual problems and established acceptable schedules for implementing corrective actions. 
Corrective actions were generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the 
equipment problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope and depth of 
corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems identified. However, one AR was 
assigned an incorrect priority and two ARs were identified with corrective actions that did not match the apparent cause of the problem. Interviews 
of plant personnel indicated that they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  

Last modified : March 01, 2002 
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical Specification 
5.0 was identified. This resulted in a component cooling water (CCW) system relief valve not reseating following a relief, causing a 
partial draindown of the CCW system. The safety significance was very low because of the options available to the operators to 
mitigate the consequences of the partial draindown to maintain decay heat removal. 
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING REFUELING PREPARATIONS
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate procedures to 
maintain the reactor vessel head vented during refueling preparations. This finding was determined to be of very low safety 
significance because the pressurizer and loops remained vented and the decrease in vessel level was less than two feet (Section 
1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL INOPERABLE FOR GREATER 
THAN TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable for greater 
than the Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 27677. Technical 
Specification Table 3.3.1-1, item 9 requires three flow channels in each RCS loop to be operable during power operation. One flow 
channel in RCS loop 3 was found inoperable for greater than the allowed time of six hours. This is being treated as a Non-Cited 
Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED FLUX THIMBLE GUIDE 
TUBE EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 centimeters (12 
inches) be locked to prevent unauthorized entry into such areas. On April 12, 2001, a radiological survey around the top of the 
Containment Vessel Sump flapper valves in "B" RCP Bay, detected dose rates of 2,500 mrem/hr. Dose rates increased in the work 
area following a planned flux thimble guide tube retraction. The licensee failed to meet the TS 5.7 requirements for controlling 
access to a high radiation area having dose rates greater than 1, 000 mrem /hr. The area had been unlocked or controlled. The 
licensee documented the event in Significant Adverse Condition Investigation report 30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS RESULTED IN RELEASE OF 
CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 CFR Part 
20.1501 and Part 1802 requires that licensee's perform adequate surveys to control byproduct material contamination and to 
evaluate the radiological hazards. 49CFR Part 173 specifies the Department of Transportation (DOT) requirements for shipping 
radioactive material. The licensee failed to perform adequate surveys, to control dose and to meet DOT shipping requirements 
resulting in a contaminated lifeline being shipped offsite in June, 2000. Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 
Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective action 
program (CAP) was acceptable with concerns noted. Management oversight was evident in all aspects of the program, and trending 
was extensive and informative with an appropriate focus on human performance. The licensee was generally effective at identifying 
problems and placing them into the CAP as evidenced by the inspectors' review of problem identification programs/processes, 
audits and self-assessments, external operating experience, and through plant tours. However, several instances where the licensee 
had not initiated action requests (ARs) were noted. Licensee audits and assessments were found to be effective. In addition, 
observations identified by the audits and assessments were consistent with the team's observations. The licensee appropriately 
evaluated individual problems and established acceptable schedules for implementing corrective actions. Corrective actions were 
generally implemented in a timely manner. Apparent cause determinations appeared to accurately identify why the equipment 
problems occurred. The inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal 
process for use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the scope 
and depth of corrective actions assigned by the licensee were appropriate for the severity and risk significance of the problems 
identified. However, one AR was assigned an incorrect priority and two ARs were identified with corrective actions that did not match 
the apparent cause of the problem. Interviews of plant personnel indicated that they felt free to input safety issues and conditions 
adverse to quality into the CAP. A safety conscious work environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  

Last modified : July 22, 2002 
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical 
Specification 5.0 was identified. This resulted in a component cooling water (CCW) system relief valve not reseating 
following a relief, causing a partial draindown of the CCW system. The safety significance was very low because of the 
options available to the operators to mitigate the consequences of the partial draindown to maintain decay heat removal.
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING 
REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate 
procedures to maintain the reactor vessel head vented during refueling preparations. This finding was determined to be 
of very low safety significance because the pressurizer and loops remained vented and the decrease in vessel level was 
less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL 
INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable 
for greater than the Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 
27677. Technical Specification Table 3.3.1-1, item 9 requires three flow channels in each RCS loop to be operable 
during power operation. One flow channel in RCS loop 3 was found inoperable for greater than the allowed time of six 
hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED 
FLUX THIMBLE GUIDE TUBE EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 
centimeters (12 inches) be locked to prevent unauthorized entry into such areas. On April 12, 2001, a radiological 
survey around the top of the Containment Vessel Sump flapper valves in "B" RCP Bay, detected dose rates of 2,500 
mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube retraction. The licensee 
failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 
000 mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse 
Condition Investigation report 30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS 
RESULTED IN RELEASE OF CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 
CFR Part 20.1501 and Part 1802 requires that licensee's perform adequate surveys to control byproduct material 
contamination and to evaluate the radiological hazards. 49CFR Part 173 specifies the Department of Transportation 
(DOT) requirements for shipping radioactive material. The licensee failed to perform adequate surveys, to control dose 
and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 
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Miscellaneous 
Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective 
action program (CAP) was acceptable with concerns noted. Management oversight was evident in all aspects of the 
program, and trending was extensive and informative with an appropriate focus on human performance. The licensee 
was generally effective at identifying problems and placing them into the CAP as evidenced by the inspectors' review 
of problem identification programs/processes, audits and self-assessments, external operating experience, and through 
plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee 
audits and assessments were found to be effective. In addition, observations identified by the audits and assessments 
were consistent with the team's observations. The licensee appropriately evaluated individual problems and established 
acceptable schedules for implementing corrective actions. Corrective actions were generally implemented in a timely 
manner. Apparent cause determinations appeared to accurately identify why the equipment problems occurred. The 
inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal process for 
use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the 
scope and depth of corrective actions assigned by the licensee were appropriate for the severity and risk significance of 
the problems identified. However, one AR was assigned an incorrect priority and two ARs were identified with 
corrective actions that did not match the apparent cause of the problem. Interviews of plant personnel indicated that 
they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  

Last modified : August 29, 2002 
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Robinson 2 

Initiating Events 

Significance:  Sep 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
CCW RELIEF VALVE LIFT DURING SHUTDOWN 
A non-cited violation for failure to follow a maintenance procedure during a refueling outage as required by Technical 
Specification 5.0 was identified. This resulted in a component cooling water (CCW) system relief valve not reseating 
following a relief, causing a partial draindown of the CCW system. The safety significance was very low because of the 
options available to the operators to mitigate the consequences of the partial draindown to maintain decay heat removal.
Inspection Report# : 2001004(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR MAINTAINING REACTOR VESSEL HEAD VENTED DURING 
REFUELING PREPARATIONS 
Green. The inspectors identified a Non-cited Violation of Technical Specification 5.4.1. for failure to provide adequate 
procedures to maintain the reactor vessel head vented during refueling preparations. This finding was determined to be 
of very low safety significance because the pressurizer and loops remained vented and the decrease in vessel level was 
less than two feet (Section 1R20). 
Inspection Report# : 2001003(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
REACTOR PROTECTION SYSTEM LOW REACTOR COOLANT SYSTEM FLOW CHANNEL 
INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE TIME 
GREEN. Reactor protection system low reactor coolant system (RCS) loop 3 flow comparator FC-434 was inoperable 
for greater than the Technical Specification 3.3.1 allowable time, as described in licensee corrective action report AR 
27677. Technical Specification Table 3.3.1-1, item 9 requires three flow channels in each RCS loop to be operable 
during power operation. One flow channel in RCS loop 3 was found inoperable for greater than the allowed time of six 
hours. This is being treated as a Non-Cited Violation. This issue was reported as LER 50-261/2001-001-00. 
Inspection Report# : 2000006(pdf)  

Barrier Integrity 
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL ACCESS TO B REACTOR COOLANT PUMP BAY FOLLOWING PLANNED 
FLUX THIMBLE GUIDE TUBE EXTRACTION. 
Licensee TS 5.7 required each high radiation area having radiation intensity greater than 1,000 mRem/hr at 30 
centimeters (12 inches) be locked to prevent unauthorized entry into such areas. On April 12, 2001, a radiological 
survey around the top of the Containment Vessel Sump flapper valves in "B" RCP Bay, detected dose rates of 2,500 
mrem/hr. Dose rates increased in the work area following a planned flux thimble guide tube retraction. The licensee 
failed to meet the TS 5.7 requirements for controlling access to a high radiation area having dose rates greater than 1, 
000 mrem /hr. The area had been unlocked or controlled. The licensee documented the event in Significant Adverse 
Condition Investigation report 30704 (Green). 
Inspection Report# : 2001003(pdf)  

Public Radiation Safety 

Significance:  Dec 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM SURVEYS, CONTROL DOSE AND MEET SHIPPING REQUIREMENTS 
RESULTED IN RELEASE OF CONTAMINATED LIFELINE 
10 CFR Part 20.1301 requires that licensed operations limit dose to members of the public to allowable limits and 10 
CFR Part 20.1501 and Part 1802 requires that licensee's perform adequate surveys to control byproduct material 
contamination and to evaluate the radiological hazards. 49CFR Part 173 specifies the Department of Transportation 
(DOT) requirements for shipping radioactive material. The licensee failed to perform adequate surveys, to control dose 
and to meet DOT shipping requirements resulting in a contaminated lifeline being shipped offsite in June, 2000. 
Reference Condition Report 0020327. 
Inspection Report# : 2000005(pdf)  

Physical Protection 

Miscellaneous 
Significance: N/A Aug 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION
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The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution as evidenced by the inspectors' review of maintenance records, site programs, audits, assessments, external 
operating experience, and through plant tours. No deficiencies were identified which were not contained within the 
CAP. Oversight of the CAP was effective with the self evaluation group tracking program completion activities, 
grading action requests (ARs) to monitor quality, and using performance indicators to track CAP performance. CAP 
rollup meetings were good at identifying the causes of deficiencies and examining the potential for common causes and 
trends. Three examples were noted where ARs were rejected to resolve deficiencies outside of the CAP which were 
subsequently not initiated. The inspectors determined that the licensee generally classified discrepant conditions 
correctly, but had not yet implemented its plan to incorporate a formal process for using risk significance in 
classifying / prioritizing ARs. Two examples of incorrect AR classification were noted which were corrected by the 
licensee. Root cause investigations were generally thorough and corrective actions were appropriate to the root and 
contributing causes. One case was noted where the root cause was not comprehensive which was identified during the 
licensee's AR effectiveness review. One example was identified where a corrective action assignment was signed off 
before it had been completed. Licensee audits and assessments were determined to be effective with all identified 
deficiencies noted to have been included within the CAP. Employee concerns reviewed were properly substantiated and 
entered into the CAP for resolution. All personnel interviewed felt free to input safety findings into the CAP for 
problem resolution. The team noted corrective action program ownership at every level and in all plant departments 
observed. 
Inspection Report# : 2002005(pdf)  

Significance: N/A Mar 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION & RESOLUTION 
Based on the results of the inspection, no findings of significance were identified. The implementation of the corrective 
action program (CAP) was acceptable with concerns noted. Management oversight was evident in all aspects of the 
program, and trending was extensive and informative with an appropriate focus on human performance. The licensee 
was generally effective at identifying problems and placing them into the CAP as evidenced by the inspectors' review 
of problem identification programs/processes, audits and self-assessments, external operating experience, and through 
plant tours. However, several instances where the licensee had not initiated action requests (ARs) were noted. Licensee 
audits and assessments were found to be effective. In addition, observations identified by the audits and assessments 
were consistent with the team's observations. The licensee appropriately evaluated individual problems and established 
acceptable schedules for implementing corrective actions. Corrective actions were generally implemented in a timely 
manner. Apparent cause determinations appeared to accurately identify why the equipment problems occurred. The 
inspectors determined that the licensee properly classified discrepant conditions, but did not have a formal process for 
use of risk significance when classifying/assigning prioritization of these items. The inspectors concluded that the 
scope and depth of corrective actions assigned by the licensee were appropriate for the severity and risk significance of 
the problems identified. However, one AR was assigned an incorrect priority and two ARs were identified with 
corrective actions that did not match the apparent cause of the problem. Interviews of plant personnel indicated that 
they felt free to input safety issues and conditions adverse to quality into the CAP. A safety conscious work 
environment was evident at Robinson.  
Inspection Report# : 2001002(pdf)  

Last modified : December 02, 2002 
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Robinson 2 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure OPS-NGGC-1301, Equipment Clearances 
Green. A failure to adequately implement an equipment clearance procedure resulted in an extended unavailability and inoperability of the B 
motor driven auxiliary feedwater (MDAFW) pump. A non-cited violation of Technical Specification (TS) 5.4.1 was identified. This finding is 
greater than minor as the clearance error extended the total unavailability and inoperability of the B MDAFW pump beyond that originally 
planned. The finding is of very low safety significance as the total inoperability of the B MDAFW pump did not exceed TS allowed outage 
time and both the A MDAFW train and the steam driven auxiliary feedwater pump were operable. 
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Aug 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for resolution as evidenced by 
the inspectors' review of maintenance records, site programs, audits, assessments, external operating experience, and through plant tours. No 
deficiencies were identified which were not contained within the CAP. Oversight of the CAP was effective with the self evaluation group 
tracking program completion activities, grading action requests (ARs) to monitor quality, and using performance indicators to track CAP 
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performance. CAP rollup meetings were good at identifying the causes of deficiencies and examining the potential for common causes and 
trends. Three examples were noted where ARs were rejected to resolve deficiencies outside of the CAP which were subsequently not initiated. 
The inspectors determined that the licensee generally classified discrepant conditions correctly, but had not yet implemented its plan to 
incorporate a formal process for using risk significance in classifying / prioritizing ARs. Two examples of incorrect AR classification were 
noted which were corrected by the licensee. Root cause investigations were generally thorough and corrective actions were appropriate to the 
root and contributing causes. One case was noted where the root cause was not comprehensive which was identified during the licensee's AR 
effectiveness review. One example was identified where a corrective action assignment was signed off before it had been completed. Licensee 
audits and assessments were determined to be effective with all identified deficiencies noted to have been included within the CAP. Employee 
concerns reviewed were properly substantiated and entered into the CAP for resolution. All personnel interviewed felt free to input safety 
findings into the CAP for problem resolution. The team noted corrective action program ownership at every level and in all plant departments 
observed. 
Inspection Report# : 2002005(pdf)  

Last modified : March 25, 2003 
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Robinson 2 
1Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure OPS-NGGC-1301, Equipment Clearances 
Green. A failure to adequately implement an equipment clearance procedure resulted in an extended unavailability and 
inoperability of the B motor driven auxiliary feedwater (MDAFW) pump. A non-cited violation of Technical 
Specification (TS) 5.4.1 was identified. This finding is greater than minor as the clearance error extended the total 
unavailability and inoperability of the B MDAFW pump beyond that originally planned. The finding is of very low 
safety significance as the total inoperability of the B MDAFW pump did not exceed TS allowed outage time and both 
the A MDAFW train and the steam driven auxiliary feedwater pump were operable. 
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Miscellaneous 
Significance: N/A Aug 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution as evidenced by the inspectors' review of maintenance records, site programs, audits, assessments, external 
operating experience, and through plant tours. No deficiencies were identified which were not contained within the 
CAP. Oversight of the CAP was effective with the self evaluation group tracking program completion activities, 
grading action requests (ARs) to monitor quality, and using performance indicators to track CAP performance. CAP 
rollup meetings were good at identifying the causes of deficiencies and examining the potential for common causes and 
trends. Three examples were noted where ARs were rejected to resolve deficiencies outside of the CAP which were 
subsequently not initiated. The inspectors determined that the licensee generally classified discrepant conditions 
correctly, but had not yet implemented its plan to incorporate a formal process for using risk significance in 
classifying / prioritizing ARs. Two examples of incorrect AR classification were noted which were corrected by the 
licensee. Root cause investigations were generally thorough and corrective actions were appropriate to the root and 
contributing causes. One case was noted where the root cause was not comprehensive which was identified during the 
licensee's AR effectiveness review. One example was identified where a corrective action assignment was signed off 
before it had been completed. Licensee audits and assessments were determined to be effective with all identified 
deficiencies noted to have been included within the CAP. Employee concerns reviewed were properly substantiated and 
entered into the CAP for resolution. All personnel interviewed felt free to input safety findings into the CAP for 
problem resolution. The team noted corrective action program ownership at every level and in all plant departments 
observed. 
Inspection Report# : 2002005(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement a Safety Injection and Containment Vessel Spray System Operating 
Procedure 
Green. A failure to adequately implement an operating procedure resulted in the mispositioning of a vent valve in the 
safety injection (SI) system. A non-cited violation of Technical Specification 5.4.1 was identified. This finding is 
greater than minor and had credible impact on safety. The finding had the potential for affecting the mitigating systems 
cornerstone equipment, including, loss of reactor water storage tank level, flooding of the SI pump room and 
subsequent loss of SI and containment spray pumps due to flooding. The finding is of very low safety significance 
(Green) because any significant leakage would have caused the auxiliary building sump level to increase, alerting the 
control room. Further, the pipe cap downstream of the mispositioned valve had not exhibited any leakage. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Load Rejection Abnormal Opeating Procedure 
Green. A failure to follow an abnormal operating procedure resulted in an improper increase in turbine load for the 
purpose of temperature control. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to 
follow Abnormal Operating Procedure (AOP)-15, Secondary Load Rejection. The procedure requires, under specific 
conditions, the operators to either insert control rods or borate the reactor coolant system for the purposes of 
temperature control. However, subsequent to receipt of a turbine runback, increasing turbine load was used for 
temperature control. This finding affected mitigating systems cornerstone equipment. The finding had a credible impact 
on safety and is greater than minor because the turbine load action was non-conservative. The finding was determined 
to be of very low safety significance (Green) because TS limits were not exceeded and the power increase from the 
turbine load increase following the runbacks was very small and did not approach reactor protection system setpoints. 
Inspection Report# : 2003004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure OPS-NGGC-1301, Equipment Clearances 
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Green. A failure to adequately implement an equipment clearance procedure resulted in an extended unavailability and 
inoperability of the B motor driven auxiliary feedwater (MDAFW) pump. A non-cited violation of Technical 
Specification (TS) 5.4.1 was identified. This finding is greater than minor as the clearance error extended the total 
unavailability and inoperability of the B MDAFW pump beyond that originally planned. The finding is of very low 
safety significance as the total inoperability of the B MDAFW pump did not exceed TS allowed outage time and both 
the A MDAFW train and the steam driven auxiliary feedwater pump were operable. 
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Aug 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The licensee was effective at identifying problems and entering them into the corrective action program (CAP) for 
resolution as evidenced by the inspectors' review of maintenance records, site programs, audits, assessments, external 
operating experience, and through plant tours. No deficiencies were identified which were not contained within the 
CAP. Oversight of the CAP was effective with the self evaluation group tracking program completion activities, 
grading action requests (ARs) to monitor quality, and using performance indicators to track CAP performance. CAP 
rollup meetings were good at identifying the causes of deficiencies and examining the potential for common causes and 
trends. Three examples were noted where ARs were rejected to resolve deficiencies outside of the CAP which were 
subsequently not initiated. The inspectors determined that the licensee generally classified discrepant conditions 
correctly, but had not yet implemented its plan to incorporate a formal process for using risk significance in 
classifying / prioritizing ARs. Two examples of incorrect AR classification were noted which were corrected by the 
licensee. Root cause investigations were generally thorough and corrective actions were appropriate to the root and 
contributing causes. One case was noted where the root cause was not comprehensive which was identified during the 
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licensee's AR effectiveness review. One example was identified where a corrective action assignment was signed off 
before it had been completed. Licensee audits and assessments were determined to be effective with all identified 
deficiencies noted to have been included within the CAP. Employee concerns reviewed were properly substantiated and 
entered into the CAP for resolution. All personnel interviewed felt free to input safety findings into the CAP for 
problem resolution. The team noted corrective action program ownership at every level and in all plant departments 
observed. 
Inspection Report# : 2002005(pdf)  

Last modified : September 04, 2003 
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Robinson 2 
3Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement a Safety Injection and Containment Vessel Spray System Operating 
Procedure 
Green. A failure to adequately implement an operating procedure resulted in the mispositioning of a vent valve in the 
safety injection (SI) system. A non-cited violation of Technical Specification 5.4.1 was identified. This finding is 
greater than minor and had credible impact on safety. The finding had the potential for affecting the mitigating systems 
cornerstone equipment, including, loss of reactor water storage tank level, flooding of the SI pump room and 
subsequent loss of SI and containment spray pumps due to flooding. The finding is of very low safety significance 
(Green) because any significant leakage would have caused the auxiliary building sump level to increase, alerting the 
control room. Further, the pipe cap downstream of the mispositioned valve had not exhibited any leakage. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Load Rejection Abnormal Opeating Procedure 
Green. A failure to follow an abnormal operating procedure resulted in an improper increase in turbine load for the 
purpose of temperature control. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to 
follow Abnormal Operating Procedure (AOP)-15, Secondary Load Rejection. The procedure requires, under specific 
conditions, the operators to either insert control rods or borate the reactor coolant system for the purposes of 
temperature control. However, subsequent to receipt of a turbine runback, increasing turbine load was used for 
temperature control. This finding affected mitigating systems cornerstone equipment. The finding had a credible impact 
on safety and is greater than minor because the turbine load action was non-conservative. The finding was determined 
to be of very low safety significance (Green) because TS limits were not exceeded and the power increase from the 
turbine load increase following the runbacks was very small and did not approach reactor protection system setpoints. 
Inspection Report# : 2003004(pdf)  

Significance:  Dec 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure OPS-NGGC-1301, Equipment Clearances 

Page 1 of 33Q/2003 Inspection Findings - Robinson 2

01/12/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\ROB2\rob2_pim.html



Green. A failure to adequately implement an equipment clearance procedure resulted in an extended unavailability and 
inoperability of the B motor driven auxiliary feedwater (MDAFW) pump. A non-cited violation of Technical 
Specification (TS) 5.4.1 was identified. This finding is greater than minor as the clearance error extended the total 
unavailability and inoperability of the B MDAFW pump beyond that originally planned. The finding is of very low 
safety significance as the total inoperability of the B MDAFW pump did not exceed TS allowed outage time and both 
the A MDAFW train and the steam driven auxiliary feedwater pump were operable. 
Inspection Report# : 2002004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Aug 22, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH DOT REQUIREMENTS FOR NON-FIXED, EXTERNAL RADIOACTIVE 
CONTAMINATION LIMITS FOR A SPENT FUEL SHIPMENT PACKAGE 
Green. A self-revealing non-cited violation of 10 CFR 71.5(a), 10 CFR 71.87(i) and 49 CFR 173.443(b) was identified 
because the licensee transported a shipment of spent fuel, as exclusive use, to the Harris plant with levels of removable 
radioactive contamination which were approximately two times the Department of Transportation (DOT) regulatory 
limit. This finding is greater than minor because it was associated with the transportation packaging attribute of the 
Public Radiation Safety Cornerstone and adversely effected the cornerstone objective to ensure adequate protection of 
the public health and safety from exposure to radioactive materials released into the public domain. The finding is of 
very low safety significance because the location of the contamination was inaccessible to the public during transport 
and the contamination found was less than 5 times the regulatory limit.  
 
Inspection Report# : 2003010(pdf)  

Public Radiation Safety 

Physical Protection 
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Miscellaneous 
Last modified : December 01, 2003 
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Robinson 2 
4Q/2003 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement a Safety Injection and Containment Vessel Spray System Operating 
Procedure 
Green. A failure to adequately implement an operating procedure resulted in the mispositioning of a vent valve in the 
safety injection (SI) system. A non-cited violation of Technical Specification 5.4.1 was identified. This finding is 
greater than minor and had credible impact on safety. The finding had the potential for affecting the mitigating systems 
cornerstone equipment, including, loss of reactor water storage tank level, flooding of the SI pump room and 
subsequent loss of SI and containment spray pumps due to flooding. The finding is of very low safety significance 
(Green) because any significant leakage would have caused the auxiliary building sump level to increase, alerting the 
control room. Further, the pipe cap downstream of the mispositioned valve had not exhibited any leakage. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Load Rejection Abnormal Opeating Procedure 
Green. A failure to follow an abnormal operating procedure resulted in an improper increase in turbine load for the 
purpose of temperature control. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to 
follow Abnormal Operating Procedure (AOP)-15, Secondary Load Rejection. The procedure requires, under specific 
conditions, the operators to either insert control rods or borate the reactor coolant system for the purposes of 
temperature control. However, subsequent to receipt of a turbine runback, increasing turbine load was used for 
temperature control. This finding affected mitigating systems cornerstone equipment. The finding had a credible impact 
on safety and is greater than minor because the turbine load action was non-conservative. The finding was determined 
to be of very low safety significance (Green) because TS limits were not exceeded and the power increase from the 
turbine load increase following the runbacks was very small and did not approach reactor protection system setpoints. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 
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Emergency Preparedness 

Significance:  Dec 13, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE ON-SITE STAFF FOR EMERGENCY PLAN IMPLEMENTATION
Green. The inspectors identified a non-cited violation of 10 CFR 50.47(b)(2), "Emergency Plans", for failure to 
maintain, at all times, adequate on-site staffing to provide initial facility accident response in the Emergency Action 
Levels following a seismic event. This finding is greater than minor because it is associated with the Emergency 
Preparedness Cornerstone attribute of Emergency Response Organization Readiness to ensure that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was evaluated using the Emergency Preparedness SDP and was determined to be of very low 
safety significance because it did not result in a complete loss of any planning standard function required by 10 CFR 
50.47 (b)(2). 
Inspection Report# : 2003006(pdf)  

Occupational Radiation Safety 

Significance:  Aug 22, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH DOT REQUIREMENTS FOR NON-FIXED, EXTERNAL RADIOACTIVE 
CONTAMINATION LIMITS FOR A SPENT FUEL SHIPMENT PACKAGE 
Green. A self-revealing non-cited violation of 10 CFR 71.5(a), 10 CFR 71.87(i) and 49 CFR 173.443(b) was identified 
because the licensee transported a shipment of spent fuel, as exclusive use, to the Harris plant with levels of removable 
radioactive contamination which were approximately two times the Department of Transportation (DOT) regulatory 
limit. This finding is greater than minor because it was associated with the transportation packaging attribute of the 
Public Radiation Safety Cornerstone and adversely effected the cornerstone objective to ensure adequate protection of 
the public health and safety from exposure to radioactive materials released into the public domain. The finding is of 
very low safety significance because the location of the contamination was inaccessible to the public during transport 
and the contamination found was less than 5 times the regulatory limit.  
 
Inspection Report# : 2003010(pdf)  

Public Radiation Safety 

Physical Protection 

Page 2 of 34Q/2003 Inspection Findings - Robinson 2

04/22/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\ROB2\rob2_pim.html



Miscellaneous 
Last modified : March 02, 2004 

Page 3 of 34Q/2003 Inspection Findings - Robinson 2

04/22/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\ROB2\rob2_pim.html



Robinson 2 
1Q/2004 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Implement a Safety Injection and Containment Vessel Spray System Operating Procedure 
Green. A failure to adequately implement an operating procedure resulted in the mispositioning of a vent valve in the safety injection (SI) 
system. A non-cited violation of Technical Specification 5.4.1 was identified. This finding is greater than minor and had credible impact on 
safety. The finding had the potential for affecting the mitigating systems cornerstone equipment, including, loss of reactor water storage tank 
level, flooding of the SI pump room and subsequent loss of SI and containment spray pumps due to flooding. The finding is of very low safety 
significance (Green) because any significant leakage would have caused the auxiliary building sump level to increase, alerting the control 
room. Further, the pipe cap downstream of the mispositioned valve had not exhibited any leakage. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 14, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Load Rejection Abnormal Opeating Procedure 
Green. A failure to follow an abnormal operating procedure resulted in an improper increase in turbine load for the purpose of temperature 
control. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to follow Abnormal Operating Procedure (AOP)-
15, Secondary Load Rejection. The procedure requires, under specific conditions, the operators to either insert control rods or borate the reactor 
coolant system for the purposes of temperature control. However, subsequent to receipt of a turbine runback, increasing turbine load was used 
for temperature control. This finding affected mitigating systems cornerstone equipment. The finding had a credible impact on safety and is 
greater than minor because the turbine load action was non-conservative. The finding was determined to be of very low safety significance 
(Green) because TS limits were not exceeded and the power increase from the turbine load increase following the runbacks was very small and 
did not approach reactor protection system setpoints. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 13, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE ON-SITE STAFF FOR EMERGENCY PLAN IMPLEMENTATION 
Green. The inspectors identified a non-cited violation of 10 CFR 50.47(b)(2), "Emergency Plans", for failure to maintain, at all times, adequate 
on-site staffing to provide initial facility accident response in the Emergency Action Levels following a seismic event. This finding is greater 
than minor because it is associated with the Emergency Preparedness Cornerstone attribute of Emergency Response Organization Readiness to 
ensure that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the event of a 
radiological emergency. The finding was evaluated using the Emergency Preparedness SDP and was determined to be of very low safety 
significance because it did not result in a complete loss of any planning standard function required by 10 CFR 50.47 (b)(2).
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Inspection Report# : 2003006(pdf)  

Occupational Radiation Safety 

Significance:  Aug 22, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH DOT REQUIREMENTS FOR NON-FIXED, EXTERNAL RADIOACTIVE CONTAMINATION 
LIMITS FOR A SPENT FUEL SHIPMENT PACKAGE 
Green. A self-revealing non-cited violation of 10 CFR 71.5(a), 10 CFR 71.87(i) and 49 CFR 173.443(b) was identified because the licensee 
transported a shipment of spent fuel, as exclusive use, to the Harris plant with levels of removable radioactive contamination which were 
approximately two times the Department of Transportation (DOT) regulatory limit. This finding is greater than minor because it was associated 
with the transportation packaging attribute of the Public Radiation Safety Cornerstone and adversely effected the cornerstone objective to 
ensure adequate protection of the public health and safety from exposure to radioactive materials released into the public domain. The finding 
is of very low safety significance because the location of the contamination was inaccessible to the public during transport and the 
contamination found was less than 5 times the regulatory limit.  
 
Inspection Report# : 2003010(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 13, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE ON-SITE STAFF FOR EMERGENCY PLAN IMPLEMENTATION 
Green. The inspectors identified a non-cited violation of 10 CFR 50.47(b)(2), "Emergency Plans", for failure to maintain, at all times, adequate on-site 
staffing to provide initial facility accident response in the Emergency Action Levels following a seismic event. This finding is greater than minor 
because it is associated with the Emergency Preparedness Cornerstone attribute of Emergency Response Organization Readiness to ensure that the 
licensee is capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological emergency. The 
finding was evaluated using the Emergency Preparedness SDP and was determined to be of very low safety significance because it did not result in a 
complete loss of any planning standard function required by 10 CFR 50.47 (b)(2). 
Inspection Report# : 2003006(pdf)  

Occupational Radiation Safety 

Significance:  Aug 22, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH DOT REQUIREMENTS FOR NON-FIXED, EXTERNAL RADIOACTIVE CONTAMINATION LIMITS 
FOR A SPENT FUEL SHIPMENT PACKAGE 
Green. A self-revealing non-cited violation of 10 CFR 71.5(a), 10 CFR 71.87(i) and 49 CFR 173.443(b) was identified because the licensee transported 
a shipment of spent fuel, as exclusive use, to the Harris plant with levels of removable radioactive contamination which were approximately two times 
the Department of Transportation (DOT) regulatory limit. This finding is greater than minor because it was associated with the transportation packaging 
attribute of the Public Radiation Safety Cornerstone and adversely effected the cornerstone objective to ensure adequate protection of the public health 
and safety from exposure to radioactive materials released into the public domain. The finding is of very low safety significance because the location of 
the contamination was inaccessible to the public during transport and the contamination found was less than 5 times the regulatory limit.  
 
Inspection Report# : 2003010(pdf)  

Public Radiation Safety 

Physical Protection 
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Physical Protection information not publicly available. 

Miscellaneous 

Last modified : September 08, 2004 
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Robinson 2 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNAPPROVED LOCAL MANUAL OPERATOR ACTIONS INSTEAD OF REQUIRED PHYSICAL PROTECTION OR 
SEPARATION OF CABLES TO PRECLUDE FIRE DAMAGE 
A non-cited violation of 10 CFR 50, Appendix R, Section III.G.2, was identified for relying on unapproved local manual operator actions 
instead of the required physical protection or separation of cables from fire damage. The operator actions were to be accomplished outside the 
main control room (MCR) and were relied on for hot safe shutdown from the MCR for a severe fire in the south cable vault or the B emergency 
diesel generator room. The licensee entered this issue into its corrective action program. The operator actions could reasonably be 
accomplished and are acceptable as compensatory actions until full compliance with the regulation is restored. The finding adversely affected 
the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following a severe fire. The finding 
degraded the defense-in-depth for fire protection. The finding is greater than minor because it is associated with the protection against external 
factors attribute and degraded the reactor safety mitigating systems cornerstone objective. Because the manual actions could reasonably be 
accomplished, the finding was determined to have very low safety significance. 
Inspection Report# : 2004006(pdf)  

Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INOPERABLE FIRE BARRIER PENETRATION SEAL 
A non-cited violation of Operating License Condition E, Fire Protection Program, was identified for failure to identify and correct a through-
wall hole in a penetration seal fire barrier. The penetration seal was in a three-hour fire rated wall separating the Unit 2 cable spreading room 
from the turbine building. Upon discovery, the licensee declared the penetration seal inoperable, entered the issue into the corrective action 
program, and installed a temporary repair. The finding adversely affected the reliability and capability of equipment required to achieve and 
maintain a safe shutdown condition following a severe fire. The finding adversely affected the fire confinement defense-in-depth element of 
fire protection. The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the 
reactor safety mitigating systems cornerstone. Because the hole through the seal was small (less than about 1/8 inch in diameter), the finding 
was determined to have very low safety significance. 
Inspection Report# : 2004006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 13, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE ON-SITE STAFF FOR EMERGENCY PLAN IMPLEMENTATION 
Green. The inspectors identified a non-cited violation of 10 CFR 50.47(b)(2), "Emergency Plans", for failure to maintain, at all times, adequate 
on-site staffing to provide initial facility accident response in the Emergency Action Levels following a seismic event. This finding is greater 
than minor because it is associated with the Emergency Preparedness Cornerstone attribute of Emergency Response Organization Readiness to 
ensure that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the event of a 
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radiological emergency. The finding was evaluated using the Emergency Preparedness SDP and was determined to be of very low safety 
significance because it did not result in a complete loss of any planning standard function required by 10 CFR 50.47 (b)(2). 
Inspection Report# : 2003006(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : December 29, 2004 
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Robinson 2 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish and Maintain a Written Procedure Appropriate to the Circumstancesof Preplanning Valve Replacements 
Green. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to maintain a written procedure appropriate to the 
circumstances, involving the planning of maintenance work orders. This finding is more than minor because it affected the equipment 
performance attribute of the Initiating Events cornerstone objective of limiting the likelihood of events that upset plant stability and challenge 
critical safety functions, in that the finding resulted in a small loss of coolant within the capability of the RCS makeup systems. An inadequate 
work order developed from this procedure resulted in RCS Leakage PI becoming White because of packing leakage from valve RC-525, a 
pressurizer spray bypass valve. This finding contributed to a small reactor coolant system (RCS) leak which did not exceed the TS-identified 
RCS leakage limit, and did not affect any other mitigating systems equipment. The finding did not contribute to the likelihood of a reactor trip 
or affect any mitigating system functions and had no impact on external event initiators. Therefore this finding screened as Green in the 
Initiating Events Cornerstone in the Phase 1 worksheet, a finding of very low risk significance. 
Inspection Report# : 2004009(pdf)  

Mitigating Systems 

Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNAPPROVED LOCAL MANUAL OPERATOR ACTIONS INSTEAD OF REQUIRED PHYSICAL PROTECTION OR 
SEPARATION OF CABLES TO PRECLUDE FIRE DAMAGE 
A non-cited violation of 10 CFR 50, Appendix R, Section III.G.2, was identified for relying on unapproved local manual operator actions 
instead of the required physical protection or separation of cables from fire damage. The operator actions were to be accomplished outside the 
main control room (MCR) and were relied on for hot safe shutdown from the MCR for a severe fire in the south cable vault or the B emergency 
diesel generator room. The licensee entered this issue into its corrective action program. The operator actions could reasonably be 
accomplished and are acceptable as compensatory actions until full compliance with the regulation is restored. The finding adversely affected 
the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following a severe fire. The finding 
degraded the defense-in-depth for fire protection. The finding is greater than minor because it is associated with the protection against external 
factors attribute and degraded the reactor safety mitigating systems cornerstone objective. Because the manual actions could reasonably be 
accomplished, the finding was determined to have very low safety significance. 
Inspection Report# : 2004006(pdf)  

Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INOPERABLE FIRE BARRIER PENETRATION SEAL 
A non-cited violation of Operating License Condition E, Fire Protection Program, was identified for failure to identify and correct a through-
wall hole in a penetration seal fire barrier. The penetration seal was in a three-hour fire rated wall separating the Unit 2 cable spreading room 
from the turbine building. Upon discovery, the licensee declared the penetration seal inoperable, entered the issue into the corrective action 
program, and installed a temporary repair. The finding adversely affected the reliability and capability of equipment required to achieve and 
maintain a safe shutdown condition following a severe fire. The finding adversely affected the fire confinement defense-in-depth element of 
fire protection. The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the 
reactor safety mitigating systems cornerstone. Because the hole through the seal was small (less than about 1/8 inch in diameter), the finding 
was determined to have very low safety significance. 
Inspection Report# : 2004006(pdf)  
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Barrier Integrity 

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental Inspection for White RCS Leakage Performance Indicator 
This supplemental inspection was conducted to assess the licensee's evaluation associated with the Reactor Coolant System (RCS) Leakage 
Performance Indicator (PI) crossing the Green/White threshold during the 4th quarter of calendar year 2004. This PI is associated with the 
barrier integrity cornerstone. The PI became White because of excessive packing leakage from valve RC-525, a pressurizer spray bypass valve. 
Although the licensee's problem identification, extent-of-condition evaluation, and corrective actions were adequate, the inspectors identified 
some weaknesses in the licensee's root-cause evaluation. 
Inspection Report# : 2004009(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPLEMENTATION OF A CHANGE TO EAL-2 WHICH DECREASED THE EFFECTIVENESS OF THE EMERGENCY PLAN, 
REV. 54 
No Color. A severity level IV non-cited violation was identified for failure to meet the Emergency Plan change requirements of 10 CFR 50.54
(q). A change involving emergency classification of a seismic event, which decreased the effectiveness of the Emergency Plan, Revision 54, 
was implemented without prior NRC approval. The finding was evaluated using the NRC's Enforcement Policy because licensee reductions in 
the effectiveness of its emergency plan impact the regulatory process. This finding is more than minor because extending the time period 
required for appropriate emergency classification of a seismic event could adversely affect the performance of both onsite and offsite 
emergency actions. The finding was determined to be a severity level IV violation because it involved licensee failure to meet an emergency 
planning requirement not directly related to assessment and notification. 
Inspection Report# : 2004005(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 22, 2004 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The licensee was effective at identifying problems at a low threshold and entering them into the Corrective Action Program (CAP). 
Management's involvement in the review of issues documented in the program was timely and appropriate. Self-assessments and audits of the 
CAP, and trend reviews were critical, thorough, and effective in identifying program deficiencies. Although not reflective of the general 
assessment into licensee problem identification, the inspectors identified a case where equipment deficiencies in a plant area were not being 
appropriately identified. Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 
proposed corrective actions and timeliness were in a manner commensurate with the safety significance of the issue. The inspectors identified 
noteworthy deficiencies associated with five cause determinations. Although the inspector-identified discrepancies indicated some problems in 
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the evaluation of issues, overall, this area of the program was considered effective. The licensee had identified the site's evaluation of issues as 
an area of program focus. The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective 
management involvement in the process was evident. Outstanding corrective actions were tracked and delays in the implementation of 
corrective actions received the appropriate level of management attention. During the course of the inspection, the inspectors identified isolated 
problems with the implementation of corrective actions. However, these issues did not affect the overall assessment of corrective action 
implementation. Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward the CAP and a safety 
conscious work environment. Based on discussions conducted with licensee employees and a review of station activities, site personnel felt free 
to report safety concerns. 
Inspection Report# : 2004007(pdf)  

Last modified : March 09, 2005 

Page 3 of 34Q/2004 Inspection Findings - Robinson 2



Robinson 2 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish and Maintain a Written Procedure Appropriate to the Circumstancesof Preplanning Valve Replacements 
Green. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to maintain a written procedure appropriate to the 
circumstances, involving the planning of maintenance work orders. This finding is more than minor because it affected the equipment 
performance attribute of the Initiating Events cornerstone objective of limiting the likelihood of events that upset plant stability and challenge 
critical safety functions, in that the finding resulted in a small loss of coolant within the capability of the RCS makeup systems. An inadequate 
work order developed from this procedure resulted in RCS Leakage PI becoming White because of packing leakage from valve RC-525, a 
pressurizer spray bypass valve. This finding contributed to a small reactor coolant system (RCS) leak which did not exceed the TS-identified 
RCS leakage limit, and did not affect any other mitigating systems equipment. The finding did not contribute to the likelihood of a reactor trip 
or affect any mitigating system functions and had no impact on external event initiators. Therefore this finding screened as Green in the 
Initiating Events Cornerstone in the Phase 1 worksheet, a finding of very low risk significance. 
Inspection Report# : 2004009(pdf)  

Mitigating Systems 

Significance: SL-IV Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Fully Evaluate a Change to the DIscharge Path of Relief Valve SI-857A Which Potentially Involves an Unreviewed Safety 
Question 
The inspectors identified a Severity Level IV (SL IV) non-cited violation (NCV) of 10 CFR 50.59 requirements for the licensee's failure to 
fully evaluate a change to the plant which potentially involved an unreviewed safety question (USQ). Specifically, the licensee implemented a 
plant change in 1992 which directed the discharge of safety injection system (SIS) relief valve SI-857A to an open floor drain in the auxiliary 
building (contrary to the Updated Final Safety Analysis Report), without evaluating the effects on dose consequences. The potential USQ was 
related to an increase in the dose consequences, if valve SI-857A, which is located outside containment, were to lift (and potentially fail to 
reseat) during post-LOCA recirculation conditions. This finding was evaluated using traditional enforcement and is more than minor because it 
was a change to the facility which would require NRC review and approval prior to implementation. This finding affected the mitigating 
systems cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to preclude 
undesirable consequences. However, the technical issue was determined to be of very low safety significance, given the low likelihood of a 
scenario involving a loss of coolant accident and actuation of SI-857A. The licensee entered this issue into the corrective action program as 
Action Request 151238. 
Inspection Report# : 2005006(pdf)  

Significance:  Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Translate Design Inputs and Assumptions into Emergency Procedures 
Green: The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, for inadequate design control, in that, 
the licensee failed to assure that applicable design requirements were correctly translated into Procedure EPP-9, Transfer to Cold Leg 
Recirculation. Specifically, the licensee did not incorporate the postulated failure of a residual heat removal pump to stop on demand as a 
design input into Engineering Service Request ESR-99-00273, Large Break Loss of Coolant Accident Switchover Analysis. This finding is 
more than minor because it affected the design control attribute of the mitigating systems cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to preclude undesirable consequences. This finding was determined to be 
of very low safety significance because the licensee provided field validation information for Procedure EPP-9 which indicated that, under 
worst case conditions, margin was available to achieve the switchover to recirculation within the time assumed in the accident analyses. The 
licensee entered this issue into the corrective action program as Action Request 154571 and initiated a revision to Procedure EPP-9. 
Inspection Report# : 2005006(pdf)  
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Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNAPPROVED LOCAL MANUAL OPERATOR ACTIONS INSTEAD OF REQUIRED PHYSICAL PROTECTION OR 
SEPARATION OF CABLES TO PRECLUDE FIRE DAMAGE 
A non-cited violation of 10 CFR 50, Appendix R, Section III.G.2, was identified for relying on unapproved local manual operator actions 
instead of the required physical protection or separation of cables from fire damage. The operator actions were to be accomplished outside the 
main control room (MCR) and were relied on for hot safe shutdown from the MCR for a severe fire in the south cable vault or the B emergency 
diesel generator room. The licensee entered this issue into its corrective action program. The operator actions could reasonably be 
accomplished and are acceptable as compensatory actions until full compliance with the regulation is restored. The finding adversely affected 
the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following a severe fire. The finding 
degraded the defense-in-depth for fire protection. The finding is greater than minor because it is associated with the protection against external 
factors attribute and degraded the reactor safety mitigating systems cornerstone objective. Because the manual actions could reasonably be 
accomplished, the finding was determined to have very low safety significance. 
Inspection Report# : 2004006(pdf)  

Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INOPERABLE FIRE BARRIER PENETRATION SEAL 
A non-cited violation of Operating License Condition E, Fire Protection Program, was identified for failure to identify and correct a through-
wall hole in a penetration seal fire barrier. The penetration seal was in a three-hour fire rated wall separating the Unit 2 cable spreading room 
from the turbine building. Upon discovery, the licensee declared the penetration seal inoperable, entered the issue into the corrective action 
program, and installed a temporary repair. The finding adversely affected the reliability and capability of equipment required to achieve and 
maintain a safe shutdown condition following a severe fire. The finding adversely affected the fire confinement defense-in-depth element of 
fire protection. The finding is greater than minor because it is associated with the protection against external factors attribute and degraded the 
reactor safety mitigating systems cornerstone. Because the hole through the seal was small (less than about 1/8 inch in diameter), the finding 
was determined to have very low safety significance. 
Inspection Report# : 2004006(pdf)  

Barrier Integrity 

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental Inspection for White RCS Leakage Performance Indicator 
This supplemental inspection was conducted to assess the licensee's evaluation associated with the Reactor Coolant System (RCS) Leakage 
Performance Indicator (PI) crossing the Green/White threshold during the 4th quarter of calendar year 2004. This PI is associated with the 
barrier integrity cornerstone. The PI became White because of excessive packing leakage from valve RC-525, a pressurizer spray bypass valve. 
Although the licensee's problem identification, extent-of-condition evaluation, and corrective actions were adequate, the inspectors identified 
some weaknesses in the licensee's root-cause evaluation. 
Inspection Report# : 2004009(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPLEMENTATION OF A CHANGE TO EAL-2 WHICH DECREASED THE EFFECTIVENESS OF THE EMERGENCY PLAN, 
REV. 54 
No Color. A severity level IV non-cited violation was identified for failure to meet the Emergency Plan change requirements of 10 CFR 50.54
(q). A change involving emergency classification of a seismic event, which decreased the effectiveness of the Emergency Plan, Revision 54, 
was implemented without prior NRC approval. The finding was evaluated using the NRC's Enforcement Policy because licensee reductions in 
the effectiveness of its emergency plan impact the regulatory process. This finding is more than minor because extending the time period 
required for appropriate emergency classification of a seismic event could adversely affect the performance of both onsite and offsite 
emergency actions. The finding was determined to be a severity level IV violation because it involved licensee failure to meet an emergency 
planning requirement not directly related to assessment and notification. 
Inspection Report# : 2004005(pdf)  
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Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 22, 2004 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The licensee was effective at identifying problems at a low threshold and entering them into the Corrective Action Program (CAP). 
Management's involvement in the review of issues documented in the program was timely and appropriate. Self-assessments and audits of the 
CAP, and trend reviews were critical, thorough, and effective in identifying program deficiencies. Although not reflective of the general 
assessment into licensee problem identification, the inspectors identified a case where equipment deficiencies in a plant area were not being 
appropriately identified. Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 
proposed corrective actions and timeliness were in a manner commensurate with the safety significance of the issue. The inspectors identified 
noteworthy deficiencies associated with five cause determinations. Although the inspector-identified discrepancies indicated some problems in 
the evaluation of issues, overall, this area of the program was considered effective. The licensee had identified the site's evaluation of issues as 
an area of program focus. The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective 
management involvement in the process was evident. Outstanding corrective actions were tracked and delays in the implementation of 
corrective actions received the appropriate level of management attention. During the course of the inspection, the inspectors identified isolated 
problems with the implementation of corrective actions. However, these issues did not affect the overall assessment of corrective action 
implementation. Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward the CAP and a safety 
conscious work environment. Based on discussions conducted with licensee employees and a review of station activities, site personnel felt free 
to report safety concerns. 
Inspection Report# : 2004007(pdf)  

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

Initiating Events 

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH AND MAINTAIN A WRITTEN PROCEDURE APPROPRIATE TO THE CIRCUMSTANCES OF 
PREPLANNING VALVE REPLACEMENTS 
Green. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to maintain a written procedure appropriate to the 
circumstances, involving the planning of maintenance work orders. An inadequate work order developed from this procedure resulted in the 
RCS Leakage PI becoming White because of packing leakage from a pressurizer spray bypass valve. This finding contributed to a small reactor 
coolant system (RCS) leak which did not exceed the TS-identified RCS leakage limit, and did not affect any other mitigating systems 
equipment.  
 
This finding is more than minor because it affected the equipment performance attribute of the Initiating Events cornerstone objective of 
limiting the likelihood of events that upset plant stability and challenge critical safety functions, in that the finding resulted in a small loss of 
coolant within the capability of the RCS makeup systems. The finding did not contribute to the likelihood of a reactor trip or affect any 
mitigating system functions and had no impact on external event initiators. Therefore this finding screened as Green in the Initiating Events 
Cornerstone in the Phase 1 worksheet, a finding of very low risk significance. 
Inspection Report# : 2004009(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT A SURVEILLANCE PROCEDURE THAT UNACCEPTABLY PRECONDITIONS THE 
RESIDUAL HEAT REMOVAL PUMPS 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for failure to promptly 
identify and correct a condition adverse to quality, in that a surveillance procedure that directed unacceptable preconditioning of the residual 
heat removal (RHR) pumps was not identified and corrected from 1997 to 2005.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems Cornerstone and affects 
the cornerstone objective of ensuring the availability and reliability of systems that respond to events to prevent undesirable consequences. 
Unacceptable preconditioning of the RHR pump could mask a condition that renders the pump inoperable. The finding is of very low safety 
significance because it is not a design or qualification deficiency, does not represent an actual loss of safety function for a system or train, and 
is not risk significant due to a seismic, fire, flooding, or severe weather initiating event. 
Inspection Report# : 2005003(pdf)  

Significance: SL-IV Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FULLY EVALUATE A CHANGE TO THE DISCHARGE PATH OF A SAFETY INJECTION SYSTEM RELIEF 
VALVE WHICH POTENTIALLY INVOLVES AN UNREVIEWED SAFETY QUESTION 
The inspectors identified a Severity Level IV (SL IV) non-cited violation (NCV) of 10 CFR 50.59 requirements for the failure to fully evaluate 
a change to the plant which potentially involved an unreviewed safety question (USQ). Specifically, the licensee implemented a plant change in 
1992 which directed the discharge of a safety injection system (SIS) relief valve to an open floor drain in the auxiliary building (contrary to the 
Updated Final Safety Analysis Report), without evaluating the effects on dose consequences. The potential USQ was related to an increase in 
the dose consequences, if the relief valve, which is located outside containment, were to lift (and potentially fail to reseat) during post-LOCA 
recirculation conditions.  
 
This finding was evaluated using traditional enforcement and is more than minor because it was a change to the facility which would require 
NRC review and approval prior to implementation. This finding affected the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to preclude undesirable consequences. However, the technical 
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issue was determined to be of very low safety significance, given the low likelihood of a scenario involving a loss of coolant accident and 
actuation of the relief valve. 
Inspection Report# : 2005006(pdf)  

Significance:  Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND TRANSLATE DESIGN INPUTS AND ASSUMPTIONS INTO EMERGENCY PROCEDURES 
Green: The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, for the failure to assure that applicable 
design requirements were correctly translated into a residual heat removal (RHR) emergency procedure. Specifically, the licensee did not 
incorporate the postulated failure of an RHR pump to stop on demand as a design input into an engineering service request.  
 
This finding is more than minor because it affected the design control attribute of the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to preclude undesirable consequences. This finding was 
determined to be of very low safety significance because the licensee provided field validation information for the emergency procedure which 
indicated that, under worst case conditions, margin was available to achieve the switchover to recirculation within the time assumed in the 
accident analyses. The licensee entered this issue into the corrective action program and initiated a revision to the emergency procedure. 
Inspection Report# : 2005006(pdf)  

Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNAPPROVED LOCAL MANUAL OPERATOR ACTIONS INSTEAD OF REQUIRED PHYSICAL PROTECTION OR 
SEPARATION OF CABLES TO PRECLUDE FIRE DAMAGE 
A non-cited violation of 10 CFR 50, Appendix R, Section III.G.2, was identified for relying on unapproved local manual operator actions 
instead of the required physical protection or separation of cables from fire damage. The operator actions were to be accomplished outside the 
main control room (MCR) and were relied on for hot safe shutdown from the MCR for a severe fire in the south cable vault or the B emergency 
diesel generator room. The licensee entered this issue into its corrective action program. The operator actions could reasonably be 
accomplished and are acceptable as compensatory actions until full compliance with the regulation is restored.  
 
The finding adversely affected the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following 
a severe fire. The finding degraded the defense-in-depth for fire protection. The finding is greater than minor because it is associated with the 
protection against external factors attribute and degraded the reactor safety mitigating systems cornerstone objective. Because the manual 
actions could reasonably be accomplished, the finding was determined to have very low safety significance. 
Inspection Report# : 2004006(pdf)  

Significance:  Sep 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INOPERABLE FIRE BARRIER PENETRATION SEAL 
A non-cited violation of Operating License Condition E, Fire Protection Program, was identified for failure to identify and correct a through-
wall hole in a penetration seal fire barrier. The penetration seal was in a three-hour fire rated wall separating the Unit 2 cable spreading room 
from the turbine building. Upon discovery, the licensee declared the penetration seal inoperable, entered the issue into the corrective action 
program, and installed a temporary repair.  
 
The finding adversely affected the reliability and capability of equipment required to achieve and maintain a safe shutdown condition following 
a severe fire. The finding adversely affected the fire confinement defense-in-depth element of fire protection. The finding is greater than minor 
because it is associated with the protection against external factors attribute and degraded the reactor safety mitigating systems cornerstone. 
Because the hole through the seal was small (less than about 1/8 inch in diameter), the finding was determined to have very low safety 
significance. 
Inspection Report# : 2004006(pdf)  

Barrier Integrity 

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION CONCLUSION: WHITE RCS LEAKAGE PERFORMANCE INDICATOR 
This supplemental inspection was conducted to assess the licensee's evaluation associated with the Reactor Coolant System (RCS) Leakage 
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Performance Indicator (PI) crossing the Green/White threshold during the 4th quarter of calendar year 2004. This PI is associated with the 
barrier integrity cornerstone. The PI became White because of excessive packing leakage from valve a pressurizer spray bypass valve. 
Although the licensee's problem identification, extent-of-condition evaluation, and corrective actions were adequate, the inspectors identified 
some weaknesses in the licensee's root-cause evaluation. 
Inspection Report# : 2004009(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPLEMENTATION OF A CHANGE TO AN EMERGENCY ACTION LEVEL DECREASING EFFECTIVENESS OF THE 
EMERGENCY PLAN 
No Color. A severity level IV non-cited violation was identified for failure to meet the Emergency Plan change requirements of 10 CFR 50.54
(q). A change involving emergency classification of a seismic event, which decreased the effectiveness of the Emergency Plan, Revision 54, 
was implemented without prior NRC approval. The finding was evaluated using the NRC's Enforcement Policy because licensee reductions in 
the effectiveness of its emergency plan impact the regulatory process.  
 
This finding is more than minor because extending the time period required for appropriate emergency classification of a seismic event could 
adversely affect the performance of both onsite and offsite emergency actions. The finding was determined to be a severity level IV violation 
because it involved licensee failure to meet an emergency planning requirement not directly related to assessment and notification. 
Inspection Report# : 2004005(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 22, 2004 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION CONCLUSION 
The licensee was effective at identifying problems at a low threshold and entering them into the Corrective Action Program (CAP). 
Management's involvement in the review of issues documented in the program was timely and appropriate. Self-assessments and audits of the 
CAP, and trend reviews were critical, thorough, and effective in identifying program deficiencies. Although not reflective of the general 
assessment into licensee problem identification, the inspectors identified a case where equipment deficiencies in a plant area were not being 
appropriately identified. Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 
proposed corrective actions and timeliness were in a manner commensurate with the safety significance of the issue. The inspectors identified 
noteworthy deficiencies associated with five cause determinations. Although the inspector-identified discrepancies indicated some problems in 
the evaluation of issues, overall, this area of the program was considered effective. The licensee had identified the site's evaluation of issues as 
an area of program focus. The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective 
management involvement in the process was evident. Outstanding corrective actions were tracked and delays in the implementation of 
corrective actions received the appropriate level of management attention. During the course of the inspection, the inspectors identified isolated 
problems with the implementation of corrective actions. However, these issues did not affect the overall assessment of corrective action 
implementation. Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
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appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward the CAP and a safety 
conscious work environment. Based on discussions conducted with licensee employees and a review of station activities, site personnel felt free 
to report safety concerns. 
Inspection Report# : 2004007(pdf)  

Last modified : August 24, 2005 
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Robinson 2 
3Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 17, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH AND MAINTAIN A WRITTEN PROCEDURE APPROPRIATE TO THE CIRCUMSTANCES OF 
PREPLANNING VALVE REPLACEMENTS 
Green. A non-cited violation of Technical Specification (TS) 5.4.1 was identified for failure to maintain a written procedure appropriate to the 
circumstances, involving the planning of maintenance work orders. An inadequate work order developed from this procedure resulted in the 
RCS Leakage PI becoming White because of packing leakage from a pressurizer spray bypass valve. This finding contributed to a small reactor 
coolant system (RCS) leak which did not exceed the TS-identified RCS leakage limit, and did not affect any other mitigating systems 
equipment.  
 
This finding is more than minor because it affected the equipment performance attribute of the Initiating Events cornerstone objective of 
limiting the likelihood of events that upset plant stability and challenge critical safety functions, in that the finding resulted in a small loss of 
coolant within the capability of the RCS makeup systems. The finding did not contribute to the likelihood of a reactor trip or affect any 
mitigating system functions and had no impact on external event initiators. Therefore this finding screened as Green in the Initiating Events 
Cornerstone in the Phase 1 worksheet, a finding of very low risk significance. 
Inspection Report# : 2004009(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT A SURVEILLANCE PROCEDURE THAT UNACCEPTABLY PRECONDITIONS THE 
RESIDUAL HEAT REMOVAL PUMPS 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for failure to promptly 
identify and correct a condition adverse to quality, in that a surveillance procedure that directed unacceptable preconditioning of the residual 
heat removal (RHR) pumps was not identified and corrected from 1997 to 2005.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems Cornerstone and affects 
the cornerstone objective of ensuring the availability and reliability of systems that respond to events to prevent undesirable consequences. 
Unacceptable preconditioning of the RHR pump could mask a condition that renders the pump inoperable. The finding is of very low safety 
significance because it is not a design or qualification deficiency, does not represent an actual loss of safety function for a system or train, and 
is not risk significant due to a seismic, fire, flooding, or severe weather initiating event. 
Inspection Report# : 2005003(pdf)  

Significance: SL-IV Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FULLY EVALUATE A CHANGE TO THE DISCHARGE PATH OF A SAFETY INJECTION SYSTEM RELIEF 
VALVE WHICH POTENTIALLY INVOLVES AN UNREVIEWED SAFETY QUESTION 
The inspectors identified a Severity Level IV (SL IV) non-cited violation (NCV) of 10 CFR 50.59 requirements for the failure to fully evaluate 
a change to the plant which potentially involved an unreviewed safety question (USQ). Specifically, the licensee implemented a plant change in 
1992 which directed the discharge of a safety injection system (SIS) relief valve to an open floor drain in the auxiliary building (contrary to the 
Updated Final Safety Analysis Report), without evaluating the effects on dose consequences. The potential USQ was related to an increase in 
the dose consequences, if the relief valve, which is located outside containment, were to lift (and potentially fail to reseat) during post-LOCA 
recirculation conditions.  
 
This finding was evaluated using traditional enforcement and is more than minor because it was a change to the facility which would require 
NRC review and approval prior to implementation. This finding affected the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to preclude undesirable consequences. However, the technical 
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issue was determined to be of very low safety significance, given the low likelihood of a scenario involving a loss of coolant accident and 
actuation of the relief valve. 
Inspection Report# : 2005006(pdf)  

Significance:  Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND TRANSLATE DESIGN INPUTS AND ASSUMPTIONS INTO EMERGENCY PROCEDURES 
Green: The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, for the failure to assure that applicable 
design requirements were correctly translated into a residual heat removal (RHR) emergency procedure. Specifically, the licensee did not 
incorporate the postulated failure of an RHR pump to stop on demand as a design input into an engineering service request.  
 
This finding is more than minor because it affected the design control attribute of the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to preclude undesirable consequences. This finding was 
determined to be of very low safety significance because the licensee provided field validation information for the emergency procedure which 
indicated that, under worst case conditions, margin was available to achieve the switchover to recirculation within the time assumed in the 
accident analyses. The licensee entered this issue into the corrective action program and initiated a revision to the emergency procedure. 
Inspection Report# : 2005006(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Two Procedures to Have Appropriate Aceptance Criteria for Restoration of Reactor Coolant Pump (RCP) Seal Cooling 
The inspectors identified a green non-cited violation of 10 CFR 50, Appendix B, Criterion V for two procedures which included instructions 
for restoring reactor coolant pump seal cooling but did not include any requirement or precaution regarding the time at which seal cooling is 
restored, even though information provided by the Westinghouse Owners' Group indicated that restoration of RCP seal cooling was time-
critical.  
 
This finding was more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone objective of providing 
reasonable assurance that the reactor coolant system protects the public from radionuclide releases caused by accidents or events. The finding 
was evaluated using Appendix A to Manual Chapter 0609, Significance Determination Process. Because the finding affects a Barrier Integrity 
Cornerstone objective, the Phase 1 worksheet requires a Phase 3 risk evaluation be completed. A Phase 3 screening analysis was conducted and 
determined that because of the low likelihood of a station blackout, and the probable recovery of an offsite or onsite alternating-current power 
source prior to core damage, the finding was determined to be of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Significance: N/A Dec 17, 2004 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION CONCLUSION: WHITE RCS LEAKAGE PERFORMANCE INDICATOR 
This supplemental inspection was conducted to assess the licensee's evaluation associated with the Reactor Coolant System (RCS) Leakage 
Performance Indicator (PI) crossing the Green/White threshold during the 4th quarter of calendar year 2004. This PI is associated with the 
barrier integrity cornerstone. The PI became White because of excessive packing leakage from valve a pressurizer spray bypass valve. 
Although the licensee's problem identification, extent-of-condition evaluation, and corrective actions were adequate, the inspectors identified 
some weaknesses in the licensee's root-cause evaluation. 
Inspection Report# : 2004009(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
IMPLEMENTATION OF A CHANGE TO AN EMERGENCY ACTION LEVEL DECREASING EFFECTIVENESS OF THE 
EMERGENCY PLAN 
No Color. A severity level IV non-cited violation was identified for failure to meet the Emergency Plan change requirements of 10 CFR 50.54
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(q). A change involving emergency classification of a seismic event, which decreased the effectiveness of the Emergency Plan, Revision 54, 
was implemented without prior NRC approval. The finding was evaluated using the NRC's Enforcement Policy because licensee reductions in 
the effectiveness of its emergency plan impact the regulatory process.  
 
This finding is more than minor because extending the time period required for appropriate emergency classification of a seismic event could 
adversely affect the performance of both onsite and offsite emergency actions. The finding was determined to be a severity level IV violation 
because it involved licensee failure to meet an emergency planning requirement not directly related to assessment and notification. 
Inspection Report# : 2004005(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 22, 2004 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION CONCLUSION 
The licensee was effective at identifying problems at a low threshold and entering them into the Corrective Action Program (CAP). 
Management's involvement in the review of issues documented in the program was timely and appropriate. Self-assessments and audits of the 
CAP, and trend reviews were critical, thorough, and effective in identifying program deficiencies. Although not reflective of the general 
assessment into licensee problem identification, the inspectors identified a case where equipment deficiencies in a plant area were not being 
appropriately identified. Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 
proposed corrective actions and timeliness were in a manner commensurate with the safety significance of the issue. The inspectors identified 
noteworthy deficiencies associated with five cause determinations. Although the inspector-identified discrepancies indicated some problems in 
the evaluation of issues, overall, this area of the program was considered effective. The licensee had identified the site's evaluation of issues as 
an area of program focus. The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective 
management involvement in the process was evident. Outstanding corrective actions were tracked and delays in the implementation of 
corrective actions received the appropriate level of management attention. During the course of the inspection, the inspectors identified isolated 
problems with the implementation of corrective actions. However, these issues did not affect the overall assessment of corrective action 
implementation. Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward the CAP and a safety 
conscious work environment. Based on discussions conducted with licensee employees and a review of station activities, site personnel felt free 
to report safety concerns. 
Inspection Report# : 2004007(pdf)  

Last modified : November 30, 2005 
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Robinson 2 
4Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT A SURVEILLANCE PROCEDURE THAT UNACCEPTABLY PRECONDITIONS THE 
RESIDUAL HEAT REMOVAL PUMPS 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for failure to promptly 
identify and correct a condition adverse to quality, in that a surveillance procedure that directed unacceptable preconditioning of the residual 
heat removal (RHR) pumps was not identified and corrected from 1997 to 2005.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems Cornerstone and affects 
the cornerstone objective of ensuring the availability and reliability of systems that respond to events to prevent undesirable consequences. 
Unacceptable preconditioning of the RHR pump could mask a condition that renders the pump inoperable. The finding is of very low safety 
significance because it is not a design or qualification deficiency, does not represent an actual loss of safety function for a system or train, and 
is not risk significant due to a seismic, fire, flooding, or severe weather initiating event. 
Inspection Report# : 2005003(pdf)  

Significance: SL-IV Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FULLY EVALUATE A CHANGE TO THE DISCHARGE PATH OF A SAFETY INJECTION SYSTEM RELIEF 
VALVE WHICH POTENTIALLY INVOLVES AN UNREVIEWED SAFETY QUESTION 
The inspectors identified a Severity Level IV (SL IV) non-cited violation (NCV) of 10 CFR 50.59 requirements for the failure to fully evaluate 
a change to the plant which potentially involved an unreviewed safety question (USQ). Specifically, the licensee implemented a plant change in 
1992 which directed the discharge of a safety injection system (SIS) relief valve to an open floor drain in the auxiliary building (contrary to the 
Updated Final Safety Analysis Report), without evaluating the effects on dose consequences. The potential USQ was related to an increase in 
the dose consequences, if the relief valve, which is located outside containment, were to lift (and potentially fail to reseat) during post-LOCA 
recirculation conditions.  
 
This finding was evaluated using traditional enforcement and is more than minor because it was a change to the facility which would require 
NRC review and approval prior to implementation. This finding affected the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to preclude undesirable consequences. However, the technical 
issue was determined to be of very low safety significance, given the low likelihood of a scenario involving a loss of coolant accident and 
actuation of the relief valve. 
Inspection Report# : 2005006(pdf)  

Significance:  Mar 24, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND TRANSLATE DESIGN INPUTS AND ASSUMPTIONS INTO EMERGENCY PROCEDURES 
Green: The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, for the failure to assure that applicable 
design requirements were correctly translated into a residual heat removal (RHR) emergency procedure. Specifically, the licensee did not 
incorporate the postulated failure of an RHR pump to stop on demand as a design input into an engineering service request.  
 
This finding is more than minor because it affected the design control attribute of the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to preclude undesirable consequences. This finding was 
determined to be of very low safety significance because the licensee provided field validation information for the emergency procedure which 
indicated that, under worst case conditions, margin was available to achieve the switchover to recirculation within the time assumed in the 
accident analyses. The licensee entered this issue into the corrective action program and initiated a revision to the emergency procedure. 
Inspection Report# : 2005006(pdf)  
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Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Two Procedures to Have Appropriate Aceptance Criteria for Restoration of Reactor Coolant Pump (RCP) Seal Cooling 
The inspectors identified a green non-cited violation of 10 CFR 50, Appendix B, Criterion V for two procedures which included instructions 
for restoring reactor coolant pump seal cooling but did not include any requirement or precaution regarding the time at which seal cooling is 
restored, even though information provided by the Westinghouse Owners' Group indicated that restoration of RCP seal cooling was time-
critical.  
 
This finding was more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone objective of providing 
reasonable assurance that the reactor coolant system protects the public from radionuclide releases caused by accidents or events. The finding 
was evaluated using Appendix A to Manual Chapter 0609, Significance Determination Process. Because the finding affects a Barrier Integrity 
Cornerstone objective, the Phase 1 worksheet requires a Phase 3 risk evaluation be completed. A Phase 3 screening analysis was conducted and 
determined that because of the low likelihood of a station blackout, and the probable recovery of an offsite or onsite alternating-current power 
source prior to core damage, the finding was determined to be of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : March 03, 2006 
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Robinson 2 
1Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Performance of Safety-Related Breaker Effectively Controlled 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of a safety-related breaker 
was being effectively controlled through the performance of appropriate preventive maintenance, in that repetitive failures that caused a 
performance criteria to be exceeded were not identified and, as a result goal setting and monitoring was not conducted as required by 10 CFR 
50.65(a)(1).  
 
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating Systems Cornerstone and 
affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The failure to identify and properly account for repetitive failures of a safety-related valve 
breaker resulted in goal setting and monitoring not being performed between the period of October 2005 and March 2006. This finding was of 
very low safety significance because it is not a design or qualification deficiency, does not represent an actual loss of safety function for a 
system or train, and is not risk significant due to a seismic, fire, flooding, or severe weather initiating event.. The cause of this finding is 
inattention to detail during validation and verification of assumptions made during the MR evaluations, and is therefore, identified as a 
performance aspect of the Human Performance cross-cutting area. (Section 1R12)  
 
 
Inspection Report# : 2006002(pdf)  

Significance:  Jun 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND CORRECT A SURVEILLANCE PROCEDURE THAT UNACCEPTABLY PRECONDITIONS THE 
RESIDUAL HEAT REMOVAL PUMPS 
Green. The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for failure to promptly 
identify and correct a condition adverse to quality, in that a surveillance procedure that directed unacceptable preconditioning of the residual 
heat removal (RHR) pumps was not identified and corrected from 1997 to 2005.  
 
The finding is greater than minor because it is associated with the procedure quality attribute of the Mitigating Systems Cornerstone and affects 
the cornerstone objective of ensuring the availability and reliability of systems that respond to events to prevent undesirable consequences. 
Unacceptable preconditioning of the RHR pump could mask a condition that renders the pump inoperable. The finding is of very low safety 
significance because it is not a design or qualification deficiency, does not represent an actual loss of safety function for a system or train, and 
is not risk significant due to a seismic, fire, flooding, or severe weather initiating event. 
Inspection Report# : 2005003(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Two Procedures to Have Appropriate Aceptance Criteria for Restoration of Reactor Coolant Pump (RCP) Seal Cooling 
The inspectors identified a green non-cited violation of 10 CFR 50, Appendix B, Criterion V for two procedures which included instructions 
for restoring reactor coolant pump seal cooling but did not include any requirement or precaution regarding the time at which seal cooling is 
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restored, even though information provided by the Westinghouse Owners' Group indicated that restoration of RCP seal cooling was time-
critical.  
 
This finding was more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone objective of providing 
reasonable assurance that the reactor coolant system protects the public from radionuclide releases caused by accidents or events. The finding 
was evaluated using Appendix A to Manual Chapter 0609, Significance Determination Process. Because the finding affects a Barrier Integrity 
Cornerstone objective, the Phase 1 worksheet requires a Phase 3 risk evaluation be completed. A Phase 3 screening analysis was conducted and 
determined that because of the low likelihood of a station blackout, and the probable recovery of an offsite or onsite alternating-current power 
source prior to core damage, the finding was determined to be of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Performance of Safety-Related Breaker Effectively Controlled 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of a safety-related breaker was 
being effectively controlled through the performance of appropriate preventive maintenance, in that repetitive failures that caused a performance 
criteria to be exceeded were not identified and, as a result goal setting and monitoring was not conducted as required by 10 CFR 50.65(a)(1).  
 
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating Systems Cornerstone and 
affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The failure to identify and properly account for repetitive failures of a safety-related valve breaker 
resulted in goal setting and monitoring not being performed between the period of October 2005 and March 2006. This finding was of very low 
safety significance because it is not a design or qualification deficiency, does not represent an actual loss of safety function for a system or train, and 
is not risk significant due to a seismic, fire, flooding, or severe weather initiating event.. The cause of this finding is inattention to detail during 
validation and verification of assumptions made during the MR evaluations, and is therefore, identified as a performance aspect of the Human 
Performance cross-cutting area. (Section 1R12)  
 
 
Inspection Report# : 2006002(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Two Procedures to Have Appropriate Aceptance Criteria for Restoration of Reactor Coolant Pump (RCP) Seal Cooling 
The inspectors identified a green non-cited violation of 10 CFR 50, Appendix B, Criterion V for two procedures which included instructions for 
restoring reactor coolant pump seal cooling but did not include any requirement or precaution regarding the time at which seal cooling is restored, 
even though information provided by the Westinghouse Owners' Group indicated that restoration of RCP seal cooling was time-critical.  
 
This finding was more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone objective of providing 
reasonable assurance that the reactor coolant system protects the public from radionuclide releases caused by accidents or events. The finding was 
evaluated using Appendix A to Manual Chapter 0609, Significance Determination Process. Because the finding affects a Barrier Integrity 
Cornerstone objective, the Phase 1 worksheet requires a Phase 3 risk evaluation be completed. A Phase 3 screening analysis was conducted and 
determined that because of the low likelihood of a station blackout, and the probable recovery of an offsite or onsite alternating-current power 
source prior to core damage, the finding was determined to be of very low safety significance. 
Inspection Report# : 2005004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Technical Specification Requirements for Radiation Protection Manager Qualification 
The inspectors identified a non-cited violation (NCV) of Technical Specifications (TS) 5.3.1 for failure to ensure the Manager of Radiation Control 
function met the minimum qualification requirements specified in ANSI/ANS 3.1-1981, American National Standard for Selection, Qualification, 
and Training of Personnel for Nuclear Power Plants.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute of Program and Process and 
adversely affected the cornerstone objective of ensuring the adequate protection of the worker health and safety from exposure to radiation from 
radioactive material during routine civilian nuclear reactor operation. This finding was evaluated using the Occupational Radiation Safety SDP and 
was determined to be of very low safety significance because there were supervisors in the Radiation Protection department who met the minimum 
qualification requirements for this position and these individuals provided advise and assistance to the assigned Manager of Radiation Control. This 
finding was entered into the corrective action program as Action Requests (ARs) 187587 and 196260 (Section 2OS1).  
 
Inspection Report# : 2006003(pdf)  

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : August 25, 2006 
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Robinson 2 
3Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Performance of Safety-Related Breaker Effectively Controlled 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of a 
safety-related breaker was being effectively controlled through the performance of appropriate preventive maintenance, in 
that repetitive failures that caused a performance criteria to be exceeded were not identified and, as a result goal setting and 
monitoring was not conducted as required by 10 CFR 50.65(a)(1).  
 
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences (i.e., core damage). The failure to identify and 
properly account for repetitive failures of a safety-related valve breaker resulted in goal setting and monitoring not being 
performed between the period of October 2005 and March 2006. This finding was of very low safety significance because 
it is not a design or qualification deficiency, does not represent an actual loss of safety function for a system or train, and is 
not risk significant due to a seismic, fire, flooding, or severe weather initiating event.. The cause of this finding is 
inattention to detail during validation and verification of assumptions made during the MR evaluations, and is therefore, 
identified as a performance aspect of the Human Performance cross-cutting area. (Section 1R12)  
 
 
Inspection Report# : 2006002(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Technical Specification Requirements for Radiation Protection Manager Qualification 
The inspectors identified a non-cited violation (NCV) of Technical Specifications (TS) 5.3.1 for failure to ensure the 
Manager of Radiation Control function met the minimum qualification requirements specified in ANSI/ANS 3.1-1981, 
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American National Standard for Selection, Qualification, and Training of Personnel for Nuclear Power Plants.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute of 
Program and Process and adversely affected the cornerstone objective of ensuring the adequate protection of the worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. 
This finding was evaluated using the Occupational Radiation Safety SDP and was determined to be of very low safety 
significance because there were supervisors in the Radiation Protection department who met the minimum qualification 
requirements for this position and these individuals provided advise and assistance to the assigned Manager of Radiation 
Control. This finding was entered into the corrective action program as Action Requests (ARs) 187587 and 196260 
(Section 2OS1).  
 
Inspection Report# : 2006003(pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : December 21, 2006 
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Robinson 2 
4Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Repetitive Failure of a Safety-Related Pump’s Motor Controller 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for failure to 
identify the cause and take corrective action to prevent recurrence for a significant condition adverse to quality, in that the 
licensee failed to prevent a repetitive failure of a safety-related pump’s motor controller when the effects of temperature 
which reduced the life expectancy of wiring and insulation were not identified.  
 
This finding is greater than minor because it is 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 
events to prevent undesirable consequences. The failure to identify in 2004 that the effects of temperature had reduced the 
life expectancy of the coil insulation in the motor controller for a service water booster pump resulted in a repetitive failure 
in 2006. The inspectors determined that the finding was of very low safety significance (Green) because it was not an 
actual loss of safety function because the redundant system was available. The finding has a cross-cutting aspect in the area 
of problem identification and resolution. (Section 1R12)  
 
Inspection Report# : 2006005 (pdf)  

Significance:  Mar 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate Performance of Safety-Related Breaker Effectively Controlled 
The inspectors identified a non-cited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of a 
safety-related breaker was being effectively controlled through the performance of appropriate preventive maintenance, in 
that repetitive failures that caused a performance criteria to be exceeded were not identified and, as a result goal setting and 
monitoring was not conducted as required by 10 CFR 50.65(a)(1).  
 
The finding is greater than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences (i.e., core damage). The failure to identify and 
properly account for repetitive failures of a safety-related valve breaker resulted in goal setting and monitoring not being 
performed between the period of October 2005 and March 2006. This finding was of very low safety significance because 
it is not a design or qualification deficiency, does not represent an actual loss of safety function for a system or train, and is 
not risk significant due to a seismic, fire, flooding, or severe weather initiating event.. The cause of this finding is 
inattention to detail during validation and verification of assumptions made during the MR evaluations, and is therefore, 
identified as a performance aspect of the Human Performance cross-cutting area. (Section 1R12)  
 
 
Inspection Report# : 2006002 (pdf)  
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Barrier Integrity 

Emergency Preparedness 
Significance: N/A Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.54(q) Evaluation for Emergency Plan Rev. 33 
A Severity Level IV non-cited violation was identified for implementing a change to the emergency plan without 
appropriate justification, contrary to the requirements of 10 CFR 50.54(q). The finding was evaluated under the NRC’s 
Enforcement Policy using the traditional enforcement process because licensee reductions in the effectiveness of its 
emergency plan impact the regulatory process. The finding was determined to be a non-cited Severity Level IV violation 
because it involved licensee failure to meet an emergency planning requirement not directly related to assessment or 
notification (Section 4OA5).  
 
Inspection Report# : 2006005 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Technical Specification Requirements for Radiation Protection Manager Qualification 
The inspectors identified a non-cited violation (NCV) of Technical Specifications (TS) 5.3.1 for failure to ensure the 
Manager of Radiation Control function met the minimum qualification requirements specified in ANSI/ANS 3.1-1981, 
American National Standard for Selection, Qualification, and Training of Personnel for Nuclear Power Plants.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute of 
Program and Process and adversely affected the cornerstone objective of ensuring the adequate protection of the worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. 
This finding was evaluated using the Occupational Radiation Safety SDP and was determined to be of very low safety 
significance because there were supervisors in the Radiation Protection department who met the minimum qualification 
requirements for this position and these individuals provided advise and assistance to the assigned Manager of Radiation 
Control. This finding was entered into the corrective action program as Action Requests (ARs) 187587 and 196260 
(Section 2OS1).  
 
Inspection Report# : 2006003 (pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 
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Miscellaneous 
Significance: N/A Oct 20, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
No findings of significance were identified. The licensee was effective at identifying problems at a low threshold and 
entering them into the Corrective Action Program (CAP). The licensee properly prioritized issues and routinely performed 
adequate evaluations that were technically accurate and of sufficient depth. Management’s involvement in the review of 
issues documented in the program was timely and appropriate. Self-assessments and audits of the CAP, and trend reviews 
were critical, thorough, and effective in identifying program deficiencies. Although not reflective of the general assessment 
into licensee problem identification, the inspectors identified a trend that was not identified by the licensee. The trend 
involves equipment failures where the root or contributing cause was identified as vendor-related.  
 
Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 
proposed corrective actions and timeliness were commensurate with the safety significance of the issue. The inspectors 
identified only minor deficiencies associated with cause determinations. Overall, this area of the program was considered to 
be effective.  
 
The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective management 
involvement in the process was evident. Outstanding corrective actions were tracked and delays in the implementation of 
corrective actions received the appropriate level of management attention. During the course of the inspection, the 
inspectors identified isolated problems with the implementation of corrective actions. However, these issues did not affect 
the overall assessment of corrective action implementation.  
 
Operating Experience (OE), from within the Progress nuclear fleet, the industry, and the NRC, was being effectively used 
in the CAP. OE was evaluated for applicability at the station and was also used in the assessment of issues that occurred at 
Robinson. However, during the inspection the inspectors identified several instances where the licensee did not comply 
with the requirements of their procedure to enter issues identified by the OE program into the CAP. These instances had no 
safety impact and, therefore, were considered to be minor. Furthermore, these issues did not affect the overall assessment of 
the use of OE.  
 
Self-assessments were effective in identifying issues, and prioritizing and evaluating them in accordance with their risk 
significance for operability, reportability, common cause, generic concerns, extent of condition, and extent of cause. 
Resulting corrective actions were generally effective to prevent recurrence.  
 
Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward the 
CAP and a safety-conscious work environment. Based on discussions conducted with licensee and contract employees and 
a review of station activities, site personnel felt free to report safety concerns. 
Inspection Report# : 2006009 (pdf)  

Last modified : March 01, 2007 
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Robinson 2 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Repetitive Failure of a Safety-Related Pump’s Motor Controller 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for failure to 
identify the cause and take corrective action to prevent recurrence for a significant condition adverse to quality, in that the 
licensee failed to prevent a repetitive failure of a safety-related pump’s motor controller when the effects of temperature 
which reduced the life expectancy of wiring and insulation were not identified.  
 
This finding is greater than minor because it is 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 
events to prevent undesirable consequences. The failure to identify in 2004 that the effects of temperature had reduced the 
life expectancy of the coil insulation in the motor controller for a service water booster pump resulted in a repetitive failure 
in 2006. The inspectors determined that the finding was of very low safety significance (Green) because it was not an 
actual loss of safety function because the redundant system was available. The finding has a cross-cutting aspect in the area 
of problem identification and resolution. (Section 1R12)  
 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate 
respiratory protection equipment for emergency response, compromising the protective actions developed for the plume 
exposure pathway for emergency workers. An adequate quantity of small and large sized self-contained breathing 
apparatus (SCBA) respirator masks were not available in the control room for licensed plant operators that were fit-tested 
for said sizes. This issue was entered into the licensee’s corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of 
Response Organization Performance and adversely affects the cornerstone objective of ensuring the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological emergency. 
The finding was evaluated using Sheet 1, Failure to Comply, of the Emergency Preparedness SDP. The issue described was 
a planning standard problem, was not a risk-significant planning standard problem, and did not involve a planning standard 



function failure. Therefore, the finding is of very low safety significance (Green). This finding has a cross-cutting aspect in 
the area of human performance because the procedure used for managing SCBA equipment did not contain information 
regarding the mask sizes required to be staged in the control room based on fit-test results for emergency responders, 
resulting an inadequate number of large and small sized masks being available. (Section 2OS3)  
 
Inspection Report# : 2007002 (pdf)  

Significance: N/A Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.54(q) Evaluation for Emergency Plan Rev. 33 
A Severity Level IV non-cited violation was identified for implementing a change to the emergency plan without 
appropriate justification, contrary to the requirements of 10 CFR 50.54(q). The finding was evaluated under the NRC’s 
Enforcement Policy using the traditional enforcement process because licensee reductions in the effectiveness of its 
emergency plan impact the regulatory process. The finding was determined to be a non-cited Severity Level IV violation 
because it involved licensee failure to meet an emergency planning requirement not directly related to assessment or 
notification (Section 4OA5).  
 
Inspection Report# : 2006005 (pdf)  

Occupational Radiation Safety 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet Technical Specification Requirements for Radiation Protection Manager Qualification 
The inspectors identified a non-cited violation (NCV) of Technical Specifications (TS) 5.3.1 for failure to ensure the 
Manager of Radiation Control function met the minimum qualification requirements specified in ANSI/ANS 3.1-1981, 
American National Standard for Selection, Qualification, and Training of Personnel for Nuclear Power Plants.  
 
The finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute of 
Program and Process and adversely affected the cornerstone objective of ensuring the adequate protection of the worker 
health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor operation. 
This finding was evaluated using the Occupational Radiation Safety SDP and was determined to be of very low safety 
significance because there were supervisors in the Radiation Protection department who met the minimum qualification 
requirements for this position and these individuals provided advise and assistance to the assigned Manager of Radiation 
Control. This finding was entered into the corrective action program as Action Requests (ARs) 187587 and 196260 
(Section 2OS1).  
 
Inspection Report# : 2006003 (pdf)  

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 



Miscellaneous 
Significance: N/A Oct 20, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
No findings of significance were identified. The licensee was effective at identifying problems at a low threshold and 
entering them into the Corrective Action Program (CAP). The licensee properly prioritized issues and routinely performed 
adequate evaluations that were technically accurate and of sufficient depth. Management’s involvement in the review of 
issues documented in the program was timely and appropriate. Self-assessments and audits of the CAP, and trend reviews 
were critical, thorough, and effective in identifying program deficiencies. Although not reflective of the general assessment 
into licensee problem identification, the inspectors identified a trend that was not identified by the licensee. The trend 
involves equipment failures where the root or contributing cause was identified as vendor-related.  
 
Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 
proposed corrective actions and timeliness were commensurate with the safety significance of the issue. The inspectors 
identified only minor deficiencies associated with cause determinations. Overall, this area of the program was considered to 
be effective.  
 
The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective management 
involvement in the process was evident. Outstanding corrective actions were tracked and delays in the implementation of 
corrective actions received the appropriate level of management attention. During the course of the inspection, the 
inspectors identified isolated problems with the implementation of corrective actions. However, these issues did not affect 
the overall assessment of corrective action implementation.  
 
Operating Experience (OE), from within the Progress nuclear fleet, the industry, and the NRC, was being effectively used 
in the CAP. OE was evaluated for applicability at the station and was also used in the assessment of issues that occurred at 
Robinson. However, during the inspection the inspectors identified several instances where the licensee did not comply 
with the requirements of their procedure to enter issues identified by the OE program into the CAP. These instances had no 
safety impact and, therefore, were considered to be minor. Furthermore, these issues did not affect the overall assessment 
of the use of OE.  
 
Self-assessments were effective in identifying issues, and prioritizing and evaluating them in accordance with their risk 
significance for operability, reportability, common cause, generic concerns, extent of condition, and extent of cause. 
Resulting corrective actions were generally effective to prevent recurrence.  
 
Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward the 
CAP and a safety-conscious work environment. Based on discussions conducted with licensee and contract employees and 
a review of station activities, site personnel felt free to report safety concerns. 
Inspection Report# : 2006009 (pdf)  

Last modified : June 01, 2007 



Robinson 2 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Repetitive Failure of a Safety-Related Pump’s Motor Controller 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for 
failure to identify the cause and take corrective action to prevent recurrence for a significant condition adverse to 
quality, in that the licensee failed to prevent a repetitive failure of a safety-related pump’s motor controller when the 
effects of temperature which reduced the life expectancy of wiring and insulation were not identified.  
 
This finding is greater than minor because it is 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 events to prevent undesirable consequences. The failure to identify in 2004 that the effects of 
temperature had reduced the life expectancy of the coil insulation in the motor controller for a service water booster 
pump resulted in a repetitive failure in 2006. The inspectors determined that the finding was of very low safety 
significance (Green) because it was not an actual loss of safety function because the redundant system was available. 
The finding has a cross-cutting aspect in the area of problem identification and resolution. (Section 1R12)  
 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate 
respiratory protection equipment for emergency response, compromising the protective actions developed for the 
plume exposure pathway for emergency workers. An adequate quantity of small and large sized self-contained 
breathing apparatus (SCBA) respirator masks were not available in the control room for licensed plant operators that 
were fit-tested for said sizes. This issue was entered into the licensee’s corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of 
Response Organization Performance and adversely affects the cornerstone objective of ensuring the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was evaluated using Sheet 1, Failure to Comply, of the Emergency Preparedness SDP. The 
issue described was a planning standard problem, was not a risk-significant planning standard problem, and did not 



involve a planning standard function failure. Therefore, the finding is of very low safety significance (Green). This 
finding has a cross-cutting aspect in the area of human performance because the procedure used for managing SCBA 
equipment did not contain information regarding the mask sizes required to be staged in the control room based on fit-
test results for emergency responders, resulting an inadequate number of large and small sized masks being available. 
(Section 2OS3)  
 
Inspection Report# : 2007002 (pdf)  

Significance: N/A Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.54(q) Evaluation for Emergency Plan Rev. 33 
A Severity Level IV non-cited violation was identified for implementing a change to the emergency plan without 
appropriate justification, contrary to the requirements of 10 CFR 50.54(q). The finding was evaluated under the 
NRC’s Enforcement Policy using the traditional enforcement process because licensee reductions in the effectiveness 
of its emergency plan impact the regulatory process. The finding was determined to be a non-cited Severity Level IV 
violation because it involved licensee failure to meet an emergency planning requirement not directly related to 
assessment or notification (Section 4OA5).  
 
Inspection Report# : 2006005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Oct 20, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
No findings of significance were identified. The licensee was effective at identifying problems at a low threshold and 
entering them into the Corrective Action Program (CAP). The licensee properly prioritized issues and routinely 
performed adequate evaluations that were technically accurate and of sufficient depth. Management’s involvement in 
the review of issues documented in the program was timely and appropriate. Self-assessments and audits of the CAP, 
and trend reviews were critical, thorough, and effective in identifying program deficiencies. Although not reflective of 
the general assessment into licensee problem identification, the inspectors identified a trend that was not identified by 
the licensee. The trend involves equipment failures where the root or contributing cause was identified as vendor-
related.  
 
Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 



proposed corrective actions and timeliness were commensurate with the safety significance of the issue. The 
inspectors identified only minor deficiencies associated with cause determinations. Overall, this area of the program 
was considered to be effective.  
 
The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective 
management involvement in the process was evident. Outstanding corrective actions were tracked and delays in the 
implementation of corrective actions received the appropriate level of management attention. During the course of the 
inspection, the inspectors identified isolated problems with the implementation of corrective actions. However, these 
issues did not affect the overall assessment of corrective action implementation.  
 
Operating Experience (OE), from within the Progress nuclear fleet, the industry, and the NRC, was being effectively 
used in the CAP. OE was evaluated for applicability at the station and was also used in the assessment of issues that 
occurred at Robinson. However, during the inspection the inspectors identified several instances where the licensee 
did not comply with the requirements of their procedure to enter issues identified by the OE program into the CAP. 
These instances had no safety impact and, therefore, were considered to be minor. Furthermore, these issues did not 
affect the overall assessment of the use of OE.  
 
Self-assessments were effective in identifying issues, and prioritizing and evaluating them in accordance with their 
risk significance for operability, reportability, common cause, generic concerns, extent of condition, and extent of 
cause. Resulting corrective actions were generally effective to prevent recurrence.  
 
Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward 
the CAP and a safety-conscious work environment. Based on discussions conducted with licensee and contract 
employees and a review of station activities, site personnel felt free to report safety concerns. 
Inspection Report# : 2006009 (pdf)  

Last modified : August 24, 2007 



Robinson 2 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Aug 17, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Failure to install Thermal Overload (TOL) protection on the ‘D’ deep well pump 
The team identified a finding having very low safety significance (Green) involving the failure of the licensee to meet 
a self imposed standard. The licensee committed in modification package EC 59037, “Install ‘D’ Deep Well Pump,” 
to meet or exceed the requirements in the Electrical Power Distribution System Design Basis Document (DBD), 
DBD/R87038/SD16. DBD sections 4.3.1.c and 4.5.1.20 specified that overload protection be provided. The vendor 
technical manual for the ‘D’ deep well pump motor, which is included in the facility technical manual 762-209-103 
for the ‘D’ deep well pump, specified that Thermal Overload (TOL) protection be provided. The vendor technical 
manual for the ‘D’ deep well pump motor was referenced in modification package, EC 59037. Contrary to the above, 
the licensee failed to install TOL protection for the “D” deep well pump.  
 
This finding was more than minor based on the fact that it is associated with the reactor safety mitigation cornerstone 
aspect of design control. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. 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). Since the ‘D’ deep well pump 
is not safety related equipment per Chapter 15 of the UFSAR, this finding does not represent a violation of any NRC 
requirements. The team did not identify any cross cutting aspects associated with this finding. This issue is 
documented in the corrective action program as nuclear condition report (NCR) 239915. (Section 1R21.2.9.)  
 
Inspection Report# : 2007006 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Prevent a Repetitive Failure of a Safety-Related Pump’s Motor Controller 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Actions, for 
failure to identify the cause and take corrective action to prevent recurrence for a significant condition adverse to 
quality, in that the licensee failed to prevent a repetitive failure of a safety-related pump’s motor controller when the 
effects of temperature which reduced the life expectancy of wiring and insulation were not identified.  
 
This finding is greater than minor because it is 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 events to prevent undesirable consequences. The failure to identify in 2004 that the effects of 
temperature had reduced the life expectancy of the coil insulation in the motor controller for a service water booster 
pump resulted in a repetitive failure in 2006. The inspectors determined that the finding was of very low safety 
significance (Green) because it was not an actual loss of safety function because the redundant system was available. 
The finding has a cross-cutting aspect in the area of problem identification and resolution. (Section 1R12)  
 
Inspection Report# : 2006005 (pdf)  



Barrier Integrity 

Emergency Preparedness 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate 
respiratory protection equipment for emergency response, compromising the protective actions developed for the 
plume exposure pathway for emergency workers. An adequate quantity of small and large sized self-contained 
breathing apparatus (SCBA) respirator masks were not available in the control room for licensed plant operators that 
were fit-tested for said sizes. This issue was entered into the licensee’s corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of 
Response Organization Performance and adversely affects the cornerstone objective of ensuring the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was evaluated using Sheet 1, Failure to Comply, of the Emergency Preparedness SDP. The 
issue described was a planning standard problem, was not a risk-significant planning standard problem, and did not 
involve a planning standard function failure. Therefore, the finding is of very low safety significance (Green). This 
finding has a cross-cutting aspect in the area of human performance because the procedure used for managing SCBA 
equipment did not contain information regarding the mask sizes required to be staged in the control room based on fit-
test results for emergency responders, resulting an inadequate number of large and small sized masks being available. 
(Section 2OS3)  
 
Inspection Report# : 2007002 (pdf)  

Significance: N/A Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.54(q) Evaluation for Emergency Plan Rev. 33 
A Severity Level IV non-cited violation was identified for implementing a change to the emergency plan without 
appropriate justification, contrary to the requirements of 10 CFR 50.54(q). The finding was evaluated under the 
NRC’s Enforcement Policy using the traditional enforcement process because licensee reductions in the effectiveness 
of its emergency plan impact the regulatory process. The finding was determined to be a non-cited Severity Level IV 
violation because it involved licensee failure to meet an emergency planning requirement not directly related to 
assessment or notification (Section 4OA5).  
 
Inspection Report# : 2006005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 



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

Miscellaneous 
Significance: N/A Oct 20, 2006 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
No findings of significance were identified. The licensee was effective at identifying problems at a low threshold and 
entering them into the Corrective Action Program (CAP). The licensee properly prioritized issues and routinely 
performed adequate evaluations that were technically accurate and of sufficient depth. Management’s involvement in 
the review of issues documented in the program was timely and appropriate. Self-assessments and audits of the CAP, 
and trend reviews were critical, thorough, and effective in identifying program deficiencies. Although not reflective of 
the general assessment into licensee problem identification, the inspectors identified a trend that was not identified by 
the licensee. The trend involves equipment failures where the root or contributing cause was identified as vendor-
related.  
 
Prioritization and evaluation of problems in the CAP were effective. The technical adequacy and depth of evaluations, 
proposed corrective actions and timeliness were commensurate with the safety significance of the issue. The 
inspectors identified only minor deficiencies associated with cause determinations. Overall, this area of the program 
was considered to be effective.  
 
The CAP was effective in correcting problems consistent with the importance to safety of the issues. Effective 
management involvement in the process was evident. Outstanding corrective actions were tracked and delays in the 
implementation of corrective actions received the appropriate level of management attention. During the course of the 
inspection, the inspectors identified isolated problems with the implementation of corrective actions. However, these 
issues did not affect the overall assessment of corrective action implementation.  
 
Operating Experience (OE), from within the Progress nuclear fleet, the industry, and the NRC, was being effectively 
used in the CAP. OE was evaluated for applicability at the station and was also used in the assessment of issues that 
occurred at Robinson. However, during the inspection the inspectors identified several instances where the licensee 
did not comply with the requirements of their procedure to enter issues identified by the OE program into the CAP. 
These instances had no safety impact and, therefore, were considered to be minor. Furthermore, these issues did not 
affect the overall assessment of the use of OE.  
 
Self-assessments were effective in identifying issues, and prioritizing and evaluating them in accordance with their 
risk significance for operability, reportability, common cause, generic concerns, extent of condition, and extent of 
cause. Resulting corrective actions were generally effective to prevent recurrence.  
 
Individuals actively utilized the CAP and employee concerns program (ECP). Issues entered into the ECP received the 
appropriate level of management involvement. Management demonstrated sensitivity to organizational attitude toward 
the CAP and a safety-conscious work environment. Based on discussions conducted with licensee and contract 
employees and a review of station activities, site personnel felt free to report safety concerns. 
Inspection Report# : 2006009 (pdf)  

Last modified : December 07, 2007 



Robinson 2 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Determine the Cause of a Failure of the Steam-Driven Auxiliary Feedwater Pump to Start  
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI for the licensee’s failure in 
2005 to determine the cause of a failure of the steam-driven auxiliary feedwater pump to start, thereby allowing a 
subsequent similar failure in 2007.  
 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
Mitigating Systems cornerstone. Specifically, the performance deficiency decreased the reliability of the SDAFW 
pump by increasing the probability that the pump’s governor air supply solenoid valve would fail to open on demand. 
This finding was determined to have very low safety significance because it was not a design or qualification 
deficiency and did not represent the loss of a system safety function. This finding has a cross-cutting aspect in the area 
of Human Performance because the licensee did not ensure that personnel, equipment, procedures, and other resources 
were available and adequate to assure nuclear safety, in that the licensee did not ensure that resources were available 
and adequate to produce a complete investigation for a significant condition adverse to quality. 
Inspection Report# : 2007005 (pdf)  

Significance:  Aug 17, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Failure to install Thermal Overload (TOL) protection on the ‘D’ deep well pump 
The team identified a finding having very low safety significance (Green) involving the failure of the licensee to meet 
a self imposed standard. The licensee committed in modification package EC 59037, “Install ‘D’ Deep Well Pump,” 
to meet or exceed the requirements in the Electrical Power Distribution System Design Basis Document (DBD), 
DBD/R87038/SD16. DBD sections 4.3.1.c and 4.5.1.20 specified that overload protection be provided. The vendor 
technical manual for the ‘D’ deep well pump motor, which is included in the facility technical manual 762-209-103 
for the ‘D’ deep well pump, specified that Thermal Overload (TOL) protection be provided. The vendor technical 
manual for the ‘D’ deep well pump motor was referenced in modification package, EC 59037. Contrary to the above, 
the licensee failed to install TOL protection for the “D” deep well pump.  
 
This finding was more than minor based on the fact that it is associated with the reactor safety mitigation cornerstone 
aspect of design control. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. 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). Since the ‘D’ deep well pump 
is not safety related equipment per Chapter 15 of the UFSAR, this finding does not represent a violation of any NRC 
requirements. The team did not identify any cross cutting aspects associated with this finding. This issue is 
documented in the corrective action program as nuclear condition report (NCR) 239915. (Section 1R21.2.9.)  
 
Inspection Report# : 2007006 (pdf)  



Barrier Integrity 

Emergency Preparedness 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Respiratory Protection Equipment for Emergency Response 
An NRC-identified non-cited violation of 10 CFR 50.47(b)(10) was identified for the failure to provide adequate 
respiratory protection equipment for emergency response, compromising the protective actions developed for the 
plume exposure pathway for emergency workers. An adequate quantity of small and large sized self-contained 
breathing apparatus (SCBA) respirator masks were not available in the control room for licensed plant operators that 
were fit-tested for said sizes. This issue was entered into the licensee’s corrective action program.  
 
This finding is greater than minor because it is associated with the Emergency Preparedness cornerstone attribute of 
Response Organization Performance and adversely affects the cornerstone objective of ensuring the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was evaluated using Sheet 1, Failure to Comply, of the Emergency Preparedness SDP. The 
issue described was a planning standard problem, was not a risk-significant planning standard problem, and did not 
involve a planning standard function failure. Therefore, the finding is of very low safety significance (Green). This 
finding has a cross-cutting aspect in the area of human performance because the procedure used for managing SCBA 
equipment did not contain information regarding the mask sizes required to be staged in the control room based on fit-
test results for emergency responders, resulting an inadequate number of large and small sized masks being available. 
(Section 2OS3)  
 
Inspection Report# : 2007002 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : February 04, 2008 



Robinson 2 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Determine the Cause of a Failure of the Steam-Driven Auxiliary Feedwater Pump to Start  
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI for the licensee’s failure in 
2005 to determine the cause of a failure of the steam-driven auxiliary feedwater pump to start, thereby allowing a 
subsequent similar failure in 2007.  
 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
Mitigating Systems cornerstone. Specifically, the performance deficiency decreased the reliability of the SDAFW 
pump by increasing the probability that the pump’s governor air supply solenoid valve would fail to open on demand. 
This finding was determined to have very low safety significance because it was not a design or qualification 
deficiency and did not represent the loss of a system safety function. This finding has a cross-cutting aspect in the area 
of Human Performance because the licensee did not ensure that personnel, equipment, procedures, and other resources 
were available and adequate to assure nuclear safety, in that the licensee did not ensure that resources were available 
and adequate to produce a complete investigation for a significant condition adverse to quality. 
Inspection Report# : 2007005 (pdf)  

Significance:  Aug 17, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Failure to install Thermal Overload (TOL) protection on the ‘D’ deep well pump 
The team identified a finding having very low safety significance (Green) involving the failure of the licensee to meet 
a self imposed standard. The licensee committed in modification package EC 59037, “Install ‘D’ Deep Well Pump,” 
to meet or exceed the requirements in the Electrical Power Distribution System Design Basis Document (DBD), 
DBD/R87038/SD16. DBD sections 4.3.1.c and 4.5.1.20 specified that overload protection be provided. The vendor 
technical manual for the ‘D’ deep well pump motor, which is included in the facility technical manual 762-209-103 
for the ‘D’ deep well pump, specified that Thermal Overload (TOL) protection be provided. The vendor technical 
manual for the ‘D’ deep well pump motor was referenced in modification package, EC 59037. Contrary to the above, 
the licensee failed to install TOL protection for the “D” deep well pump.  
 
This finding was more than minor based on the fact that it is associated with the reactor safety mitigation cornerstone 
aspect of design control. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. 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). Since the ‘D’ deep well pump 
is not safety related equipment per Chapter 15 of the UFSAR, this finding does not represent a violation of any NRC 
requirements. The team did not identify any cross cutting aspects associated with this finding. This issue is 
documented in the corrective action program as nuclear condition report (NCR) 239915. (Section 1R21.2.9.)  
 
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:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the licensee to assess the increased risk resulting from removing a boric acid injection path from 
service 
The inspectors identified a Green non-cited violation of 10 CFR 50.65(a)(4) for the failure of the licensee to perform a 
risk assessment on March 10, 2008, before establishing maintenance boundaries which removed a boric acid injection 
flow path from service. This finding was more than minor because it is related to a risk assessment and management 
issue where the licensee failed to consider risk significant systems, structures, or components and support systems that 
were unavailable during maintenance. The finding has a cross-cutting aspect in the area of Human Performance (H.3
(a)) because the operations staff did not appropriately plan the work activity of establishing maintenance boundaries 
by incorporating risk insights of the site’s risk model. 
Inspection Report# : 2008002 (pdf)  

Last modified : June 05, 2008 



Robinson 2 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to manage the increase in plant risk by failing to implement risk-management actions prior to 
performing switchyard maintenance activities 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure to protect the 
Emergency Diesel Generators (EDGs) and Auxiliary Feedwater (AFW) pumps during maintenance activities 
involving the operation of bucket trucks in the switchyard. The licensee determined that this activity would increase 
the Loss of Offsite Power event initiator and resulted in Yellow risk condition. As a result of failing to protect the 
EDGs and AFW pumps, the licensee failed to implement the appropriate risk-management actions prior to performing 
maintenance.  
 
The finding is more-than-minor because it is related to a risk-management issue where the licensee failed to 
implement the risk-management action, which the licensee determined to be a significant compensatory measure. The 
finding has a cross-cutting aspect in the area of Human Performance because the licensee did not ensure supervisory 
and management oversight of work activities such that nuclear safety is supported, in that supervisory oversight of 
work activities did not verify that risk-management actions were completed prior to conducting maintenance activities 
which increased nuclear risk.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Determine the Cause of a Failure of the Steam-Driven Auxiliary Feedwater Pump to Start  
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI for the licensee’s failure in 
2005 to determine the cause of a failure of the steam-driven auxiliary feedwater pump to start, thereby allowing a 
subsequent similar failure in 2007.  
 
The performance deficiency was more than minor because it affected the equipment performance attribute of the 
Mitigating Systems cornerstone. Specifically, the performance deficiency decreased the reliability of the SDAFW 
pump by increasing the probability that the pump’s governor air supply solenoid valve would fail to open on demand. 
This finding was determined to have very low safety significance because it was not a design or qualification 
deficiency and did not represent the loss of a system safety function. This finding has a cross-cutting aspect in the area 
of Human Performance because the licensee did not ensure that personnel, equipment, procedures, and other resources 
were available and adequate to assure nuclear safety, in that the licensee did not ensure that resources were available 
and adequate to produce a complete investigation for a significant condition adverse to quality. 
Inspection Report# : 2007005 (pdf)  

Significance:  Aug 17, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Failure to install Thermal Overload (TOL) protection on the ‘D’ deep well pump



The team identified a finding having very low safety significance (Green) involving the failure of the licensee to meet 
a self imposed standard. The licensee committed in modification package EC 59037, “Install ‘D’ Deep Well Pump,” 
to meet or exceed the requirements in the Electrical Power Distribution System Design Basis Document (DBD), 
DBD/R87038/SD16. DBD sections 4.3.1.c and 4.5.1.20 specified that overload protection be provided. The vendor 
technical manual for the ‘D’ deep well pump motor, which is included in the facility technical manual 762-209-103 
for the ‘D’ deep well pump, specified that Thermal Overload (TOL) protection be provided. The vendor technical 
manual for the ‘D’ deep well pump motor was referenced in modification package, EC 59037. Contrary to the above, 
the licensee failed to install TOL protection for the “D” deep well pump.  
 
This finding was more than minor based on the fact that it is associated with the reactor safety mitigation cornerstone 
aspect of design control. It impacted the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. 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). Since the ‘D’ deep well pump 
is not safety related equipment per Chapter 15 of the UFSAR, this finding does not represent a violation of any NRC 
requirements. The team did not identify any cross cutting aspects associated with this finding. This issue is 
documented in the corrective action program as nuclear condition report (NCR) 239915. (Section 1R21.2.9.)  
 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to barricade and conspicuously post a High Radiation Area during refueling outage 24 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.7.1 for the failure to barricade 
and conspicuously post a High Radiation Area (HRA) during refueling outage 24.  
 
The finding is more-than-minor because the area radiation levels within the boundaries exceeded the levels (greater 
than 100 mr/hr) such that the area was required to be barricaded and conspicuously posted as a HRA. The finding has 
a cross-cutting aspect in the area of Problem Identification and Resolution because the licensee did not thoroughly 
evaluate problems such that the resolutions address causes and extent of conditions, in that the root cause 
investigations had failed to thoroughly evaluate the recurring nature of these issues and had failed to establish 
effective corrective actions that addressed the root cause and failed to prevent recurrence of these issues. 
Inspection Report# : 2008003 (pdf)  

Public Radiation Safety 

Physical Protection 



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

Miscellaneous 

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the licensee to assess the increased risk resulting from removing a boric acid injection path from 
service 
The inspectors identified a Green non-cited violation of 10 CFR 50.65(a)(4) for the failure of the licensee to perform a 
risk assessment on March 10, 2008, before establishing maintenance boundaries which removed a boric acid injection 
flow path from service. This finding was more than minor because it is related to a risk assessment and management 
issue where the licensee failed to consider risk significant systems, structures, or components and support systems that 
were unavailable during maintenance. The finding has a cross-cutting aspect in the area of Human Performance (H.3
(a)) because the operations staff did not appropriately plan the work activity of establishing maintenance boundaries 
by incorporating risk insights of the site’s risk model. 
Inspection Report# : 2008002 (pdf)  

Last modified : August 29, 2008 



Robinson 2 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess risk when assuming availability prior to performing post maintenance testing. 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure on August 14 to adequately assess plant 
risk as Yellow after post-maintenance valve lineups failed to restore service water cooling to the B emergency diesel generator (EDG). As a 
result, the licensee incorrectly assumed that the B EDG was available to perform its safety function prior to performing a post maintenance 
test, and thereby performed an inadequate risk assessment which lowered plant risk from Yellow to Green status. As an immediate corrective 
action, the licensee implemented Operations Night Order 08-10 which required interim measures be performed to ensure that plant risk will 
not be downgraded until the component being returned to service has been proven to be available by performing a functional verification. The 
licensee also plans to proceduralize this interim measure into procedure OMM-048, Work Coordination and Risk Assessment. This issue was 
entered into the licensee’s corrective action (CA) program for resolution. 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain emergency diesel generator service water valve configuration control 
The inspectors identified a Green NCV of Technical Specification 5.4.1 for the failure on August 11 to maintain configuration control of the 
service water system for the B emergency diesel generator (EDG) when a service-water isolation valve to the EDG was closed outside of an 
approved process. The failure to maintain equipment configuration control of the closed service water isolation valve is contrary to 
Regulatory Guide 1.33 which requires the licensee to implement procedures affecting quality, which includes procedures maintaining 
equipment configuration control. This failure directly led to this valve remaining closed after the licensee electrically aligned the EDG for 
automatic start and declared it available on August 14. With this valve closed and the EDG aligned for auto-start, the EDG would have started 
without cooling water, rendering the EDG incapable of meeting its designed safety functions. As immediate corrective actions, the licensee 
performed a comprehensive valve and switch line-up on the EDG and issued an operations night order which required operators to perform 
certain interim measures when operating components without procedural guidance or clearance order control, to ensure that a positive means 
of control has been established. The licensee also plans to revise appropriate operating procedures to clarify requirements for performing 
valve and switch line-ups after maintenance activities. This issue was entered into the licensee CA program for resolution. 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to manage the increase in plant risk by failing to implement risk-management actions prior to performing switchyard 
maintenance activities 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure to protect the Emergency Diesel Generators 
(EDGs) and Auxiliary Feedwater (AFW) pumps during maintenance activities involving the operation of bucket trucks in the switchyard. The 
licensee determined that this activity would increase the Loss of Offsite Power event initiator and resulted in Yellow risk condition. As a 
result of failing to protect the EDGs and AFW pumps, the licensee failed to implement the appropriate risk-management actions prior to 
performing maintenance.  
 
The finding is more-than-minor because it is related to a risk-management issue where the licensee failed to implement the risk-management 
action, which the licensee determined to be a significant compensatory measure. The finding has a cross-cutting aspect in the area of Human 
Performance because the licensee did not ensure supervisory and management oversight of work activities such that nuclear safety is 
supported, in that supervisory oversight of work activities did not verify that risk-management actions were completed prior to conducting 
maintenance activities which increased nuclear risk.  
 



Inspection Report# : 2008003 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Determine the Cause of a Failure of the Steam-Driven Auxiliary Feedwater Pump to Start  
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI for the licensee’s failure in 2005 to determine the 
cause of a failure of the steam-driven auxiliary feedwater pump to start, thereby allowing a subsequent similar failure in 2007.  
 
The performance deficiency was more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone. Specifically, the performance deficiency decreased the reliability of the SDAFW pump by increasing the probability that the 
pump’s governor air supply solenoid valve would fail to open on demand. This finding was determined to have very low safety significance 
because it was not a design or qualification deficiency and did not represent the loss of a system safety function. This finding has a cross-
cutting aspect in the area of Human Performance because the licensee did not ensure that personnel, equipment, procedures, and other 
resources were available and adequate to assure nuclear safety, in that the licensee did not ensure that resources were available and adequate 
to produce a complete investigation for a significant condition adverse to quality. 
Inspection Report# : 2007005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to barricade and conspicuously post a High Radiation Area during refueling outage 24 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.7.1 for the failure to barricade and conspicuously post 
a High Radiation Area (HRA) during refueling outage 24.  
 
The finding is more-than-minor because the area radiation levels within the boundaries exceeded the levels (greater than 100 mr/hr) such that 
the area was required to be barricaded and conspicuously posted as a HRA. The finding has a cross-cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not thoroughly evaluate problems such that the resolutions address causes and extent of 
conditions, in that the root cause investigations had failed to thoroughly evaluate the recurring nature of these issues and had failed to 
establish effective corrective actions that addressed the root cause and failed to prevent recurrence of these issues. 
Inspection Report# : 2008003 (pdf)  

Public Radiation Safety 

Physical Protection 

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



Miscellaneous 

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the licensee to assess the increased risk resulting from removing a boric acid injection path from service 
The inspectors identified a Green non-cited violation of 10 CFR 50.65(a)(4) for the failure of the licensee to perform a risk assessment on 
March 10, 2008, before establishing maintenance boundaries which removed a boric acid injection flow path from service. This finding was 
more than minor because it is related to a risk assessment and management issue where the licensee failed to consider risk significant systems, 
structures, or components and support systems that were unavailable during maintenance. The finding has a cross-cutting aspect in the area of 
Human Performance (H.3(a)) because the operations staff did not appropriately plan the work activity of establishing maintenance boundaries 
by incorporating risk insights of the site’s risk model. 
Inspection Report# : 2008002 (pdf)  

Last modified : November 26, 2008 



Robinson 2 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess risk when assuming availability prior to performing post maintenance testing. 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure on August 14 to 
adequately assess plant risk as Yellow after post-maintenance valve lineups failed to restore service water cooling to 
the B emergency diesel generator (EDG). As a result, the licensee incorrectly assumed that the B EDG was available 
to perform its safety function prior to performing a post maintenance test, and thereby performed an inadequate risk 
assessment which lowered plant risk from Yellow to Green status. As an immediate corrective action, the licensee 
implemented Operations Night Order 08-10 which required interim measures be performed to ensure that plant risk 
will not be downgraded until the component being returned to service has been proven to be available by performing a 
functional verification. The licensee also plans to proceduralize this interim measure into procedure OMM-048, Work 
Coordination and Risk Assessment. This issue was entered into the licensee’s corrective action (CA) program for 
resolution. 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain emergency diesel generator service water valve configuration control 
The inspectors identified a Green NCV of Technical Specification 5.4.1 for the failure on August 11 to maintain 
configuration control of the service water system for the B emergency diesel generator (EDG) when a service-water 
isolation valve to the EDG was closed outside of an approved process. The failure to maintain equipment 
configuration control of the closed service water isolation valve is contrary to Regulatory Guide 1.33 which requires 
the licensee to implement procedures affecting quality, which includes procedures maintaining equipment 
configuration control. This failure directly led to this valve remaining closed after the licensee electrically aligned the 
EDG for automatic start and declared it available on August 14. With this valve closed and the EDG aligned for auto-
start, the EDG would have started without cooling water, rendering the EDG incapable of meeting its designed safety 
functions. As immediate corrective actions, the licensee performed a comprehensive valve and switch line-up on the 
EDG and issued an operations night order which required operators to perform certain interim measures when 
operating components without procedural guidance or clearance order control, to ensure that a positive means of 
control has been established. The licensee also plans to revise appropriate operating procedures to clarify requirements 
for performing valve and switch line-ups after maintenance activities. This issue was entered into the licensee CA 
program for resolution. 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to manage the increase in plant risk by failing to implement risk-management actions prior to 



performing switchyard maintenance activities 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure to protect the 
Emergency Diesel Generators (EDGs) and Auxiliary Feedwater (AFW) pumps during maintenance activities 
involving the operation of bucket trucks in the switchyard. The licensee determined that this activity would increase 
the Loss of Offsite Power event initiator and resulted in Yellow risk condition. As a result of failing to protect the 
EDGs and AFW pumps, the licensee failed to implement the appropriate risk-management actions prior to performing 
maintenance.  
 
The finding is more-than-minor because it is related to a risk-management issue where the licensee failed to 
implement the risk-management action, which the licensee determined to be a significant compensatory measure. The 
finding has a cross-cutting aspect in the area of Human Performance because the licensee did not ensure supervisory 
and management oversight of work activities such that nuclear safety is supported, in that supervisory oversight of 
work activities did not verify that risk-management actions were completed prior to conducting maintenance activities 
which increased nuclear risk.  
 
Inspection Report# : 2008003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to barricade and conspicuously post a High Radiation Area during refueling outage 24 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.7.1 for the failure to barricade 
and conspicuously post a High Radiation Area (HRA) during refueling outage 24.  
 
The finding is more-than-minor because the area radiation levels within the boundaries exceeded the levels (greater 
than 100 mr/hr) such that the area was required to be barricaded and conspicuously posted as a HRA. The finding has 
a cross-cutting aspect in the area of Problem Identification and Resolution because the licensee did not thoroughly 
evaluate problems such that the resolutions address causes and extent of conditions, in that the root cause 
investigations had failed to thoroughly evaluate the recurring nature of these issues and had failed to establish 
effective corrective actions that addressed the root cause and failed to prevent recurrence of these issues. 
Inspection Report# : 2008003 (pdf)  

Public Radiation Safety 

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



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

Miscellaneous 

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the licensee to assess the increased risk resulting from removing a boric acid injection path from 
service 
The inspectors identified a Green non-cited violation of 10 CFR 50.65(a)(4) for the failure of the licensee to perform a 
risk assessment on March 10, 2008, before establishing maintenance boundaries which removed a boric acid injection 
flow path from service. This finding was more than minor because it is related to a risk assessment and management 
issue where the licensee failed to consider risk significant systems, structures, or components and support systems that 
were unavailable during maintenance. The finding has a cross-cutting aspect in the area of Human Performance (H.3
(a)) because the operations staff did not appropriately plan the work activity of establishing maintenance boundaries 
by incorporating risk insights of the site’s risk model. 
Inspection Report# : 2008002 (pdf)  

Last modified : April 07, 2009 



Robinson 2 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate procedures produced conditions which caused a reactor trip 
Green. A self-revealing finding was documented for the licensee’s failure to provide adequate procedures for 
maintenance and installation of the main generator and exciter. As a result, work activities using those procedures 
produced conditions which led to high turbine vibration, which on November 17, 2008, prompted control-room 
operators to manually initiate a reactor trip. This failure was a performance deficiency with respect to a self-imposed 
licensee policy which requires Managers and Supervisors to ensure that procedures are adequate to assure nuclear 
safety. This finding is addressed in the licensee’s corrective action program within Action Request 306903. In that 
Action Request, one corrective action is to correct the affected procedures.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Initiating Events 
cornerstone, and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability 
during power operations. When evaluated per Attachment 4 of Manual Chapter 0609, this finding screened to very 
low safety significance (Green) because it did not contribute to both an initiating event and the likelihood of a loss of 
mitigating equipment or functions. This finding has a cross-cutting aspect of supervisory and management oversight, 
as described in the Work Practices component of the Human Performance cross cutting area because the licensee 
failed to provide adequate oversight to the work activities associated with turbine-generator reassembly (H.4(c)).  
 
Inspection Report# : 2009002 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the required actions of TS 3.8.1 for condition B 
Green. The inspectors identified a Green non-cited violation of Technical Specification 3.8.1, for the licensee’s failure 
to meet the required actions of TS 3.8.1 for one inoperable emergency diesel generator (EDG), which are, in part, that 
within 24 hours of discovering the inoperable EDG, the licensee must either verify that the other EDG starts from 
standby conditions and achieves acceptable steady-state conditions, or determine that the other EDG is not inoperable 
due to a common cause. The licensee has entered this finding into their corrective action program as Action Request 
327363, and plans to insert into the appropriate procedure criteria to describe the required attributes of an adequate 
determination that an EDG is not inoperable due to a common cause.  
 
This finding is more-than-minor because if left uncorrected, this finding would become a more significant safety and 
regulatory concern, in that following a common-cause inoperability of both EDGs and the discovery of the 
inoperability of one EDG, if left uncorrected this violation could result in the licensee correcting the discovered 
inoperability of one EDG without correcting the undiscovered inoperability of the other EDG, such that the other 
EDG could remain inoperable for longer than its allowed outage time. Using Appendix A of IMC 0609, the 
significance of this violation was determined to be of very low safety significance (GREEN), because although the 
violation could degrade the Emergency AC power function in the Mitigating Systems cornerstone, the violation was 



not a design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent 
a loss of system safety function, did not represent actual loss of safety function of a single train, did not represent an 
actual loss of safety function of one or more non-TS Trains of equipment designated as risk-significant, and did not 
screen as potentially risk significant due to a seismic, flooding, or severe-weather initiating event. This finding has a 
cross-cutting aspect in the area of Human Performance because the licensee did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety (H.2(c)).  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess risk when assuming availability prior to performing post maintenance testing. 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure on August 14 to 
adequately assess plant risk as Yellow after post-maintenance valve lineups failed to restore service water cooling to 
the B emergency diesel generator (EDG). As a result, the licensee incorrectly assumed that the B EDG was available 
to perform its safety function prior to performing a post maintenance test, and thereby performed an inadequate risk 
assessment which lowered plant risk from Yellow to Green status. As an immediate corrective action, the licensee 
implemented Operations Night Order 08-10 which required interim measures be performed to ensure that plant risk 
will not be downgraded until the component being returned to service has been proven to be available by performing a 
functional verification. The licensee also plans to proceduralize this interim measure into procedure OMM-048, Work 
Coordination and Risk Assessment. This issue was entered into the licensee’s corrective action (CA) program for 
resolution. 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain emergency diesel generator service water valve configuration control 
The inspectors identified a Green NCV of Technical Specification 5.4.1 for the failure on August 11 to maintain 
configuration control of the service water system for the B emergency diesel generator (EDG) when a service-water 
isolation valve to the EDG was closed outside of an approved process. The failure to maintain equipment 
configuration control of the closed service water isolation valve is contrary to Regulatory Guide 1.33 which requires 
the licensee to implement procedures affecting quality, which includes procedures maintaining equipment 
configuration control. This failure directly led to this valve remaining closed after the licensee electrically aligned the 
EDG for automatic start and declared it available on August 14. With this valve closed and the EDG aligned for auto-
start, the EDG would have started without cooling water, rendering the EDG incapable of meeting its designed safety 
functions. As immediate corrective actions, the licensee performed a comprehensive valve and switch line-up on the 
EDG and issued an operations night order which required operators to perform certain interim measures when 
operating components without procedural guidance or clearance order control, to ensure that a positive means of 
control has been established. The licensee also plans to revise appropriate operating procedures to clarify requirements 
for performing valve and switch line-ups after maintenance activities. This issue was entered into the licensee CA 
program for resolution. 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to manage the increase in plant risk by failing to implement risk-management actions prior to 
performing switchyard maintenance activities 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure to protect the 
Emergency Diesel Generators (EDGs) and Auxiliary Feedwater (AFW) pumps during maintenance activities 
involving the operation of bucket trucks in the switchyard. The licensee determined that this activity would increase 



the Loss of Offsite Power event initiator and resulted in Yellow risk condition. As a result of failing to protect the 
EDGs and AFW pumps, the licensee failed to implement the appropriate risk-management actions prior to performing 
maintenance.  
 
The finding is more-than-minor because it is related to a risk-management issue where the licensee failed to 
implement the risk-management action, which the licensee determined to be a significant compensatory measure. The 
finding has a cross-cutting aspect in the area of Human Performance because the licensee did not ensure supervisory 
and management oversight of work activities such that nuclear safety is supported, in that supervisory oversight of 
work activities did not verify that risk-management actions were completed prior to conducting maintenance activities 
which increased nuclear risk.  
 
Inspection Report# : 2008003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to barricade and conspicuously post a High Radiation Area during refueling outage 24 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.7.1 for the failure to barricade 
and conspicuously post a High Radiation Area (HRA) during refueling outage 24.  
 
The finding is more-than-minor because the area radiation levels within the boundaries exceeded the levels (greater 
than 100 mr/hr) such that the area was required to be barricaded and conspicuously posted as a HRA. The finding has 
a cross-cutting aspect in the area of Problem Identification and Resolution because the licensee did not thoroughly 
evaluate problems such that the resolutions address causes and extent of conditions, in that the root cause 
investigations had failed to thoroughly evaluate the recurring nature of these issues and had failed to establish 
effective corrective actions that addressed the root cause and failed to prevent recurrence of these issues. 
Inspection Report# : 2008003 (pdf)  

Public Radiation Safety 

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



Miscellaneous 
Last modified : May 28, 2009 



Robinson 2 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to address environmental conditions associated with freeze-protection temperature sensors 
A green self-revealing finding was identified for the licensee’s failure to identify the environmental conditions that 
temperature sensors in certain freeze-protection circuits could experience after routine installation of cold-weather 
enclosures during cold-weather operation. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to the licensee’s procedure EGR-NGGC-0005 (“Engineering 
Change”) which requires, in part, that the licensee identify the functional performance requirements of each structure, 
system and component being modified in all possible operational configurations. In this circumstance, the licensee’s 
modification to the freeze-protection circuits for the steam generator power operated relief valve sensing lines, 
installed the freeze-protection temperature sensors in a location where a heated enclosure is routinely installed for 
cold-weather protection. With the heated enclosure surrounding the temperature sensors the freeze protection circuitry 
failed to energize during freezing conditions and subsequently allowed the sensing line for the B steam generator 
power operated relief valve to freeze, which in turn caused the B steam generator power operated relief to open at full 
power operation. This finding is in the licensee’s corrective action program as AR 339914. At the end of this 
inspection period, the licensee had not yet completed their evaluation of this finding, and had consequently not yet 
developed corresponding corrective actions.  
 
This finding is more-than-minor because it is associated with the Equipment Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations, in that this finding created conditions which 
caused an event that upset plant stability during power operations. Using Appendix A of the Significance 
Determination Process (SDP) described in MC 0609, this finding did not screen as green because it was a transient 
initiator contributor and because the finding contributed to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions will not be available, in that this finding created  
conditions that caused a S/G PORV to open during power operation, and rendered inoperable the automatic functions 
of that PORV. A regional Senior Reactor Analyst performed a Phase 3 evaluation under the Significance 
Determination Process. The performance deficiency was determined to be of very low safety significance (Green). 
The evaluation was accomplished using the NRC’s Probabilistic Risk Assessment computer model of the plant with 
basic event MSS-ADV-CC-RV1-2, FAILURE OF SG-B PORV RV1-2, set to always fail. The model was quantified 
with a one day exposure period. The dominant accident sequences involved Steam Generator Tube Ruptures with 
complications, partially due to the finding, in depressurizing and cooling down. Consequently, the Residual Heat 
Removal System was not placed into service resulting in core damage and a Large Early Release. The major 
assumptions included that recovery of the failed component was possible and common cause inclusion was not 
appropriate. This finding has a cross-cutting aspect in the Resources component of the Human Performance area 
because the licensee did not provide and ensure that complete, accurate, up-to-date design documentation were 
available and adequate to plant personnel, in that the licensee did not ensure that Attachment 7 to EGR-NGGC-005 
was adequate to enable engineers to identify a potential interference between the modification described in EC 70032 
and the program described in OP-925 (“Cold Weather Preparations”).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 



Inadequate procedures produced conditions which caused a reactor trip 
Green. A self-revealing finding was documented for the licensee’s failure to provide adequate procedures for 
maintenance and installation of the main generator and exciter. As a result, work activities using those procedures 
produced conditions which led to high turbine vibration, which on November 17, 2008, prompted control-room 
operators to manually initiate a reactor trip. This failure was a performance deficiency with respect to a self-imposed 
licensee policy which requires Managers and Supervisors to ensure that procedures are adequate to assure nuclear 
safety. This finding is addressed in the licensee’s corrective action program within Action Request 306903. In that 
Action Request, one corrective action is to correct the affected procedures.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Initiating Events 
cornerstone, and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability 
during power operations. When evaluated per Attachment 4 of Manual Chapter 0609, this finding screened to very 
low safety significance (Green) because it did not contribute to both an initiating event and the likelihood of a loss of 
mitigating equipment or functions. This finding has a cross-cutting aspect of supervisory and management oversight, 
as described in the Work Practices component of the Human Performance cross cutting area because the licensee 
failed to provide adequate oversight to the work activities associated with turbine-generator reassembly (H.4(c)).  
 
Inspection Report# : 2009002 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to properly restore service water to the evaporative air coolers resulting in emergency diesel generator 
inoperability 
A self-revealing finding was identified for the licensee’s failure to follow procedures while restoring auxiliary 
building evaporative air coolers to service. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to licensee procedure PRO-NGGC-0200, Procedure Use and 
Adherence, Rev. 10, which requires all personnel who use procedures to understand the impact of their actions on 
personnel or equipment before taking action. As a result, the A emergency diesel generator (EDG) was declared 
unavailable and inoperable. At the end of this inspection period, the licensee had not yet completed their evaluation of 
this finding, and had consequently not yet developed corresponding corrective actions. This finding is in the licensee’s 
corrective action program as AR 332970.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Mitigating Systems 
cornerstone, and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences, in that this finding resulted in unplanned 
unavailability of an emergency diesel generator. Using Attachment 4 of IMC 0609, the significance of this finding 
was determined to be of very low safety significance (GREEN), because although the finding could degrade the 
Emergency AC power function in the Mitigating Systems cornerstone, the finding was not a design or qualification 
deficiency confirmed not to result in loss of operability or functionality, did not represent a loss of system safety 
function, did not represent actual loss of safety function of a single train for longer than its TS Allowed Outage Time, 
did not represent an actual loss of safety function of one or more non-TS Trains of equipment designated as risk-
significant, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area 
because the licensee did not communicate human error prevention techniques such that work activities were 
performed safely, in that the licensee did not communicate instructions for the sequence of valve operations during the 
pre-job brief and the licensee proceeded in the face of uncertainty by operating system components when the current 
system alignment was not verified.  
 
Inspection Report# : 2009003 (pdf)  



Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedures while performing maintenance on an emergency diesel generator. 
The inspectors identified a green non-cited violation of Technical Specification (TS) 5.4.1, Administrative Controls 
(Procedures) associated with two events in which maintenance technicians performed maintenance on the A 
emergency diesel generator (EDG) without pre-planning and performing the activity in accordance with written 
procedures, documented instructions, or drawings appropriate to the circumstances. In both instances maintenance 
technicians tightened a fuel oil fitting on the A emergency diesel generator which caused increased leakage from that 
fitting and the unplanned unavailability and inoperability of the diesel generator. In response to this finding, the 
licensee revised their Maintenance Administration Program to clearly communicate that “skill of the craft” work on 
safety related equipment is prohibited without a procedure/work order, and held stand-down meetings to retrain all 
maintenance and planning personnel on work practices for safety related structures, systems and components. This 
finding is in the licensee’s corrective action program as AR 325384.  
 
This finding was more-than-minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the availability of the emergency diesel generator to respond to a loss of offsite 
power event. Using Attachment 4 of MC 0609, Significance Determination Process, this finding screened as having 
very low safety significance (Green) because the finding was not a design or qualification deficiency confirmed not to 
result in loss of operability or functionality, did not represent a loss of a system safety function, did not represent an 
actual loss of safety function of a single train, did not represent an actual loss of safety function of one or more non-
Tech Spec Trains of equipment designated as risk-significant, and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the Work Practices 
component of the Human Performance cross cutting area because personnel work practices did not support human 
performance, in that the licensee’s work practices did not ensure supervisory and management oversight of work 
activities such that nuclear safety is supported.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the required actions of TS 3.8.1 for condition B 
Green. The inspectors identified a Green non-cited violation of Technical Specification 3.8.1, for the licensee’s failure 
to meet the required actions of TS 3.8.1 for one inoperable emergency diesel generator (EDG), which are, in part, that 
within 24 hours of discovering the inoperable EDG, the licensee must either verify that the other EDG starts from 
standby conditions and achieves acceptable steady-state conditions, or determine that the other EDG is not inoperable 
due to a common cause. The licensee has entered this finding into their corrective action program as Action Request 
327363, and plans to insert into the appropriate procedure criteria to describe the required attributes of an adequate 
determination that an EDG is not inoperable due to a common cause.  
 
This finding is more-than-minor because if left uncorrected, this finding would become a more significant safety and 
regulatory concern, in that following a common-cause inoperability of both EDGs and the discovery of the 
inoperability of one EDG, if left uncorrected this violation could result in the licensee correcting the discovered 
inoperability of one EDG without correcting the undiscovered inoperability of the other EDG, such that the other 
EDG could remain inoperable for longer than its allowed outage time. Using Appendix A of IMC 0609, the 
significance of this violation was determined to be of very low safety significance (GREEN), because although the 
violation could degrade the Emergency AC power function in the Mitigating Systems cornerstone, the violation was 
not a design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent 
a loss of system safety function, did not represent actual loss of safety function of a single train, did not represent an 
actual loss of safety function of one or more non-TS Trains of equipment designated as risk-significant, and did not 
screen as potentially risk significant due to a seismic, flooding, or severe-weather initiating event. This finding has a 
cross-cutting aspect in the area of Human Performance because the licensee did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety (H.2(c)).  



 
Inspection Report# : 2009002 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess risk when assuming availability prior to performing post maintenance testing. 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for the failure on August 14 to 
adequately assess plant risk as Yellow after post-maintenance valve lineups failed to restore service water cooling to 
the B emergency diesel generator (EDG). As a result, the licensee incorrectly assumed that the B EDG was available 
to perform its safety function prior to performing a post maintenance test, and thereby performed an inadequate risk 
assessment which lowered plant risk from Yellow to Green status. As an immediate corrective action, the licensee 
implemented Operations Night Order 08-10 which required interim measures be performed to ensure that plant risk 
will not be downgraded until the component being returned to service has been proven to be available by performing a 
functional verification. The licensee also plans to proceduralize this interim measure into procedure OMM-048, Work 
Coordination and Risk Assessment. This issue was entered into the licensee’s corrective action (CA) program for 
resolution. 
Inspection Report# : 2008004 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain emergency diesel generator service water valve configuration control 
The inspectors identified a Green NCV of Technical Specification 5.4.1 for the failure on August 11 to maintain 
configuration control of the service water system for the B emergency diesel generator (EDG) when a service-water 
isolation valve to the EDG was closed outside of an approved process. The failure to maintain equipment 
configuration control of the closed service water isolation valve is contrary to Regulatory Guide 1.33 which requires 
the licensee to implement procedures affecting quality, which includes procedures maintaining equipment 
configuration control. This failure directly led to this valve remaining closed after the licensee electrically aligned the 
EDG for automatic start and declared it available on August 14. With this valve closed and the EDG aligned for auto-
start, the EDG would have started without cooling water, rendering the EDG incapable of meeting its designed safety 
functions. As immediate corrective actions, the licensee performed a comprehensive valve and switch line-up on the 
EDG and issued an operations night order which required operators to perform certain interim measures when 
operating components without procedural guidance or clearance order control, to ensure that a positive means of 
control has been established. The licensee also plans to revise appropriate operating procedures to clarify requirements 
for performing valve and switch line-ups after maintenance activities. This issue was entered into the licensee CA 
program for resolution. 
Inspection Report# : 2008004 (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 31, 2009 



Robinson 2 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to address environmental conditions associated with freeze-protection temperature sensors 
A green self-revealing finding was identified for the licensee’s failure to identify the environmental conditions that 
temperature sensors in certain freeze-protection circuits could experience after routine installation of cold-weather 
enclosures during cold-weather operation. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to the licensee’s procedure EGR-NGGC-0005 (“Engineering 
Change”) which requires, in part, that the licensee identify the functional performance requirements of each structure, 
system and component being modified in all possible operational configurations. In this circumstance, the licensee’s 
modification to the freeze-protection circuits for the steam generator power operated relief valve sensing lines, 
installed the freeze-protection temperature sensors in a location where a heated enclosure is routinely installed for 
cold-weather protection. With the heated enclosure surrounding the temperature sensors the freeze protection circuitry 
failed to energize during freezing conditions and subsequently allowed the sensing line for the B steam generator 
power operated relief valve to freeze, which in turn caused the B steam generator power operated relief to open at full 
power operation. This finding is in the licensee’s corrective action program as AR 339914. At the end of this 
inspection period, the licensee had not yet completed their evaluation of this finding, and had consequently not yet 
developed corresponding corrective actions.  
 
This finding is more-than-minor because it is associated with the Equipment Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations, in that this finding created conditions which 
caused an event that upset plant stability during power operations. Using Appendix A of the Significance 
Determination Process (SDP) described in MC 0609, this finding did not screen as green because it was a transient 
initiator contributor and because the finding contributed to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions will not be available, in that this finding created  
conditions that caused a S/G PORV to open during power operation, and rendered inoperable the automatic functions 
of that PORV. A regional Senior Reactor Analyst performed a Phase 3 evaluation under the Significance 
Determination Process. The performance deficiency was determined to be of very low safety significance (Green). 
The evaluation was accomplished using the NRC’s Probabilistic Risk Assessment computer model of the plant with 
basic event MSS-ADV-CC-RV1-2, FAILURE OF SG-B PORV RV1-2, set to always fail. The model was quantified 
with a one day exposure period. The dominant accident sequences involved Steam Generator Tube Ruptures with 
complications, partially due to the finding, in depressurizing and cooling down. Consequently, the Residual Heat 
Removal System was not placed into service resulting in core damage and a Large Early Release. The major 
assumptions included that recovery of the failed component was possible and common cause inclusion was not 
appropriate. This finding has a cross-cutting aspect in the Resources component of the Human Performance area 
because the licensee did not provide and ensure that complete, accurate, up-to-date design documentation were 
available and adequate to plant personnel, in that the licensee did not ensure that Attachment 7 to EGR-NGGC-005 
was adequate to enable engineers to identify a potential interference between the modification described in EC 70032 
and the program described in OP-925 (“Cold Weather Preparations”).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate procedures produced conditions which caused a reactor trip



Green. A self-revealing finding was documented for the licensee’s failure to provide adequate procedures for 
maintenance and installation of the main generator and exciter. As a result, work activities using those procedures 
produced conditions which led to high turbine vibration, which on November 17, 2008, prompted control-room 
operators to manually initiate a reactor trip. This failure was a performance deficiency with respect to a self-imposed 
licensee policy which requires Managers and Supervisors to ensure that procedures are adequate to assure nuclear 
safety. This finding is addressed in the licensee’s corrective action program within Action Request 306903. In that 
Action Request, one corrective action is to correct the affected procedures.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Initiating Events 
cornerstone, and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability 
during power operations. When evaluated per Attachment 4 of Manual Chapter 0609, this finding screened to very 
low safety significance (Green) because it did not contribute to both an initiating event and the likelihood of a loss of 
mitigating equipment or functions. This finding has a cross-cutting aspect of supervisory and management oversight, 
as described in the Work Practices component of the Human Performance cross cutting area because the licensee 
failed to provide adequate oversight to the work activities associated with turbine-generator reassembly (H.4(c)).  
 
Inspection Report# : 2009002 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to properly restore service water to the evaporative air coolers resulting in emergency diesel generator 
inoperability 
A self-revealing finding was identified for the licensee’s failure to follow procedures while restoring auxiliary 
building evaporative air coolers to service. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to licensee procedure PRO-NGGC-0200, Procedure Use and 
Adherence, Rev. 10, which requires all personnel who use procedures to understand the impact of their actions on 
personnel or equipment before taking action. As a result, the A emergency diesel generator (EDG) was declared 
unavailable and inoperable. At the end of this inspection period, the licensee had not yet completed their evaluation of 
this finding, and had consequently not yet developed corresponding corrective actions. This finding is in the licensee’s 
corrective action program as AR 332970.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Mitigating Systems 
cornerstone, and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences, in that this finding resulted in unplanned 
unavailability of an emergency diesel generator. Using Attachment 4 of IMC 0609, the significance of this finding 
was determined to be of very low safety significance (GREEN), because although the finding could degrade the 
Emergency AC power function in the Mitigating Systems cornerstone, the finding was not a design or qualification 
deficiency confirmed not to result in loss of operability or functionality, did not represent a loss of system safety 
function, did not represent actual loss of safety function of a single train for longer than its TS Allowed Outage Time, 
did not represent an actual loss of safety function of one or more non-TS Trains of equipment designated as risk-
significant, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area 
because the licensee did not communicate human error prevention techniques such that work activities were 
performed safely, in that the licensee did not communicate instructions for the sequence of valve operations during the 
pre-job brief and the licensee proceeded in the face of uncertainty by operating system components when the current 
system alignment was not verified.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedures while performing maintenance on an emergency diesel generator. 
The inspectors identified a green non-cited violation of Technical Specification (TS) 5.4.1, Administrative Controls 
(Procedures) associated with two events in which maintenance technicians performed maintenance on the A 
emergency diesel generator (EDG) without pre-planning and performing the activity in accordance with written 
procedures, documented instructions, or drawings appropriate to the circumstances. In both instances maintenance 
technicians tightened a fuel oil fitting on the A emergency diesel generator which caused increased leakage from that 
fitting and the unplanned unavailability and inoperability of the diesel generator. In response to this finding, the 
licensee revised their Maintenance Administration Program to clearly communicate that “skill of the craft” work on 
safety related equipment is prohibited without a procedure/work order, and held stand-down meetings to retrain all 
maintenance and planning personnel on work practices for safety related structures, systems and components. This 
finding is in the licensee’s corrective action program as AR 325384.  
 
This finding was more-than-minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the availability of the emergency diesel generator to respond to a loss of offsite 
power event. Using Attachment 4 of MC 0609, Significance Determination Process, this finding screened as having 
very low safety significance (Green) because the finding was not a design or qualification deficiency confirmed not to 
result in loss of operability or functionality, did not represent a loss of a system safety function, did not represent an 
actual loss of safety function of a single train, did not represent an actual loss of safety function of one or more non-
Tech Spec Trains of equipment designated as risk-significant, and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the Work Practices 
component of the Human Performance cross cutting area because personnel work practices did not support human 
performance, in that the licensee’s work practices did not ensure supervisory and management oversight of work 
activities such that nuclear safety is supported.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the required actions of TS 3.8.1 for condition B 
Green. The inspectors identified a Green non-cited violation of Technical Specification 3.8.1, for the licensee’s failure 
to meet the required actions of TS 3.8.1 for one inoperable emergency diesel generator (EDG), which are, in part, that 
within 24 hours of discovering the inoperable EDG, the licensee must either verify that the other EDG starts from 
standby conditions and achieves acceptable steady-state conditions, or determine that the other EDG is not inoperable 
due to a common cause. The licensee has entered this finding into their corrective action program as Action Request 
327363, and plans to insert into the appropriate procedure criteria to describe the required attributes of an adequate 
determination that an EDG is not inoperable due to a common cause.  
 
This finding is more-than-minor because if left uncorrected, this finding would become a more significant safety and 
regulatory concern, in that following a common-cause inoperability of both EDGs and the discovery of the 
inoperability of one EDG, if left uncorrected this violation could result in the licensee correcting the discovered 
inoperability of one EDG without correcting the undiscovered inoperability of the other EDG, such that the other 
EDG could remain inoperable for longer than its allowed outage time. Using Appendix A of IMC 0609, the 
significance of this violation was determined to be of very low safety significance (GREEN), because although the 
violation could degrade the Emergency AC power function in the Mitigating Systems cornerstone, the violation was 
not a design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent 
a loss of system safety function, did not represent actual loss of safety function of a single train, did not represent an 
actual loss of safety function of one or more non-TS Trains of equipment designated as risk-significant, and did not 
screen as potentially risk significant due to a seismic, flooding, or severe-weather initiating event. This finding has a 
cross-cutting aspect in the area of Human Performance because the licensee did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety (H.2(c)).  
 
Inspection Report# : 2009002 (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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Robinson 2 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to address environmental conditions associated with freeze-protection temperature sensors 
A green self-revealing finding was identified for the licensee’s failure to identify the environmental conditions that 
temperature sensors in certain freeze-protection circuits could experience after routine installation of cold-weather 
enclosures during cold-weather operation. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to the licensee’s procedure EGR-NGGC-0005 (“Engineering 
Change”) which requires, in part, that the licensee identify the functional performance requirements of each structure, 
system and component being modified in all possible operational configurations. In this circumstance, the licensee’s 
modification to the freeze-protection circuits for the steam generator power operated relief valve sensing lines, 
installed the freeze-protection temperature sensors in a location where a heated enclosure is routinely installed for 
cold-weather protection. With the heated enclosure surrounding the temperature sensors the freeze protection circuitry 
failed to energize during freezing conditions and subsequently allowed the sensing line for the B steam generator 
power operated relief valve to freeze, which in turn caused the B steam generator power operated relief to open at full 
power operation. This finding is in the licensee’s corrective action program as AR 339914. At the end of this 
inspection period, the licensee had not yet completed their evaluation of this finding, and had consequently not yet 
developed corresponding corrective actions.  
 
This finding is more-than-minor because it is associated with the Equipment Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations, in that this finding created conditions which 
caused an event that upset plant stability during power operations. Using Appendix A of the Significance 
Determination Process (SDP) described in MC 0609, this finding did not screen as green because it was a transient 
initiator contributor and because the finding contributed to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions will not be available, in that this finding created  
conditions that caused a S/G PORV to open during power operation, and rendered inoperable the automatic functions 
of that PORV. A regional Senior Reactor Analyst performed a Phase 3 evaluation under the Significance 
Determination Process. The performance deficiency was determined to be of very low safety significance (Green). 
The evaluation was accomplished using the NRC’s Probabilistic Risk Assessment computer model of the plant with 
basic event MSS-ADV-CC-RV1-2, FAILURE OF SG-B PORV RV1-2, set to always fail. The model was quantified 
with a one day exposure period. The dominant accident sequences involved Steam Generator Tube Ruptures with 
complications, partially due to the finding, in depressurizing and cooling down. Consequently, the Residual Heat 
Removal System was not placed into service resulting in core damage and a Large Early Release. The major 
assumptions included that recovery of the failed component was possible and common cause inclusion was not 
appropriate. This finding has a cross-cutting aspect in the Resources component of the Human Performance area 
because the licensee did not provide and ensure that complete, accurate, up-to-date design documentation were 
available and adequate to plant personnel, in that the licensee did not ensure that Attachment 7 to EGR-NGGC-005 
was adequate to enable engineers to identify a potential interference between the modification described in EC 70032 
and the program described in OP-925 (“Cold Weather Preparations”).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 31, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate procedures produced conditions which caused a reactor trip



Green. A self-revealing finding was documented for the licensee’s failure to provide adequate procedures for 
maintenance and installation of the main generator and exciter. As a result, work activities using those procedures 
produced conditions which led to high turbine vibration, which on November 17, 2008, prompted control-room 
operators to manually initiate a reactor trip. This failure was a performance deficiency with respect to a self-imposed 
licensee policy which requires Managers and Supervisors to ensure that procedures are adequate to assure nuclear 
safety. This finding is addressed in the licensee’s corrective action program within Action Request 306903. In that 
Action Request, one corrective action is to correct the affected procedures.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Initiating Events 
cornerstone, and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability 
during power operations. When evaluated per Attachment 4 of Manual Chapter 0609, this finding screened to very 
low safety significance (Green) because it did not contribute to both an initiating event and the likelihood of a loss of 
mitigating equipment or functions. This finding has a cross-cutting aspect of supervisory and management oversight, 
as described in the Work Practices component of the Human Performance cross cutting area because the licensee 
failed to provide adequate oversight to the work activities associated with turbine-generator reassembly (H.4(c)).  
 
Inspection Report# : 2009002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure To Identify Oil Leakage On A Operating Charging Pump 
The inspectors identified a Green finding for the licensee’s failure to identify an oil leak on the “A” charging pump. 
This failure was determined to be a performance deficiency with respect to licensee procedure OMM-001-11, 
“Logkeeping,” which requires oil leakage be identified and abnormal conditions reported to shift management. The 
licensee responded by stopping the “A” charging pump to verify proper oil level. An addition of 6.5 quarts was 
required to restore the oil level to normal. Additionally, to maintain operability, the licensee established a 
compensatory action to stop the “A” charging pump every three days to verify oil level until the oil leak was repaired. 
The licensee entered the issue into the corrective action program as AR 360876.  
 
The finding is more than minor because if left uncorrected the performance deficiency would have the potential to 
lead to a more significant safety concern. Given the history of continuous operation of the charging pumps for up to 
37 days, if the identified oil leak remained uncorrected, a loss of lubrication failure of the “A” charging pump would 
occur. The charging pumps are technical specification required equipment and are used in the emergency operating 
procedures to mitigate the consequences of an event. This finding was determined to be green because no loss of 
operability or functionality of the “A” charging pump resulted from the identified oil leakage. The apparent cause of 
this finding was a failure to implement a procedural requirement to identify and communicate an oil leak to shift 
management. The inspectors determined no cross-cutting aspect was associated with this performance deficiency.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to properly restore service water to the evaporative air coolers resulting in emergency diesel generator 
inoperability 
A self-revealing finding was identified for the licensee’s failure to follow procedures while restoring auxiliary 
building evaporative air coolers to service. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to licensee procedure PRO-NGGC-0200, Procedure Use and 
Adherence, Rev. 10, which requires all personnel who use procedures to understand the impact of their actions on 
personnel or equipment before taking action. As a result, the A emergency diesel generator (EDG) was declared 



unavailable and inoperable. At the end of this inspection period, the licensee had not yet completed their evaluation of 
this finding, and had consequently not yet developed corresponding corrective actions. This finding is in the licensee’s 
corrective action program as AR 332970.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Mitigating Systems 
cornerstone, and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences, in that this finding resulted in unplanned 
unavailability of an emergency diesel generator. Using Attachment 4 of IMC 0609, the significance of this finding 
was determined to be of very low safety significance (GREEN), because although the finding could degrade the 
Emergency AC power function in the Mitigating Systems cornerstone, the finding was not a design or qualification 
deficiency confirmed not to result in loss of operability or functionality, did not represent a loss of system safety 
function, did not represent actual loss of safety function of a single train for longer than its TS Allowed Outage Time, 
did not represent an actual loss of safety function of one or more non-TS Trains of equipment designated as risk-
significant, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area 
because the licensee did not communicate human error prevention techniques such that work activities were 
performed safely, in that the licensee did not communicate instructions for the sequence of valve operations during the 
pre-job brief and the licensee proceeded in the face of uncertainty by operating system components when the current 
system alignment was not verified.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedures while performing maintenance on an emergency diesel generator. 
The inspectors identified a green non-cited violation of Technical Specification (TS) 5.4.1, Administrative Controls 
(Procedures) associated with two events in which maintenance technicians performed maintenance on the A 
emergency diesel generator (EDG) without pre-planning and performing the activity in accordance with written 
procedures, documented instructions, or drawings appropriate to the circumstances. In both instances maintenance 
technicians tightened a fuel oil fitting on the A emergency diesel generator which caused increased leakage from that 
fitting and the unplanned unavailability and inoperability of the diesel generator. In response to this finding, the 
licensee revised their Maintenance Administration Program to clearly communicate that “skill of the craft” work on 
safety related equipment is prohibited without a procedure/work order, and held stand-down meetings to retrain all 
maintenance and planning personnel on work practices for safety related structures, systems and components. This 
finding is in the licensee’s corrective action program as AR 325384.  
 
This finding was more-than-minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the availability of the emergency diesel generator to respond to a loss of offsite 
power event. Using Attachment 4 of MC 0609, Significance Determination Process, this finding screened as having 
very low safety significance (Green) because the finding was not a design or qualification deficiency confirmed not to 
result in loss of operability or functionality, did not represent a loss of a system safety function, did not represent an 
actual loss of safety function of a single train, did not represent an actual loss of safety function of one or more non-
Tech Spec Trains of equipment designated as risk-significant, and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the Work Practices 
component of the Human Performance cross cutting area because personnel work practices did not support human 
performance, in that the licensee’s work practices did not ensure supervisory and management oversight of work 
activities such that nuclear safety is supported.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the required actions of TS 3.8.1 for condition B



Green. The inspectors identified a Green non-cited violation of Technical Specification 3.8.1, for the licensee’s failure 
to meet the required actions of TS 3.8.1 for one inoperable emergency diesel generator (EDG), which are, in part, that 
within 24 hours of discovering the inoperable EDG, the licensee must either verify that the other EDG starts from 
standby conditions and achieves acceptable steady-state conditions, or determine that the other EDG is not inoperable 
due to a common cause. The licensee has entered this finding into their corrective action program as Action Request 
327363, and plans to insert into the appropriate procedure criteria to describe the required attributes of an adequate 
determination that an EDG is not inoperable due to a common cause.  
 
This finding is more-than-minor because if left uncorrected, this finding would become a more significant safety and 
regulatory concern, in that following a common-cause inoperability of both EDGs and the discovery of the 
inoperability of one EDG, if left uncorrected this violation could result in the licensee correcting the discovered 
inoperability of one EDG without correcting the undiscovered inoperability of the other EDG, such that the other 
EDG could remain inoperable for longer than its allowed outage time. Using Appendix A of IMC 0609, the 
significance of this violation was determined to be of very low safety significance (GREEN), because although the 
violation could degrade the Emergency AC power function in the Mitigating Systems cornerstone, the violation was 
not a design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent 
a loss of system safety function, did not represent actual loss of safety function of a single train, did not represent an 
actual loss of safety function of one or more non-TS Trains of equipment designated as risk-significant, and did not 
screen as potentially risk significant due to a seismic, flooding, or severe-weather initiating event. This finding has a 
cross-cutting aspect in the area of Human Performance because the licensee did not ensure that personnel, equipment, 
procedures, and other resources were available and adequate to assure nuclear safety (H.2(c)).  
 
Inspection Report# : 2009002 (pdf)  
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Robinson 2 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to address environmental conditions associated with freeze-protection temperature sensors 
A green self-revealing finding was identified for the licensee’s failure to identify the environmental conditions that 
temperature sensors in certain freeze-protection circuits could experience after routine installation of cold-weather 
enclosures during cold-weather operation. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to the licensee’s procedure EGR-NGGC-0005 (“Engineering 
Change”) which requires, in part, that the licensee identify the functional performance requirements of each structure, 
system and component being modified in all possible operational configurations. In this circumstance, the licensee’s 
modification to the freeze-protection circuits for the steam generator power operated relief valve sensing lines, 
installed the freeze-protection temperature sensors in a location where a heated enclosure is routinely installed for 
cold-weather protection. With the heated enclosure surrounding the temperature sensors the freeze protection circuitry 
failed to energize during freezing conditions and subsequently allowed the sensing line for the B steam generator 
power operated relief valve to freeze, which in turn caused the B steam generator power operated relief to open at full 
power operation. This finding is in the licensee’s corrective action program as AR 339914. At the end of this 
inspection period, the licensee had not yet completed their evaluation of this finding, and had consequently not yet 
developed corresponding corrective actions.  
 
This finding is more-than-minor because it is associated with the Equipment Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations, in that this finding created conditions which 
caused an event that upset plant stability during power operations. Using Appendix A of the Significance 
Determination Process (SDP) described in MC 0609, this finding did not screen as green because it was a transient 
initiator contributor and because the finding contributed to both the likelihood of a reactor trip and the likelihood that 
mitigation equipment or functions will not be available, in that this finding created  
conditions that caused a S/G PORV to open during power operation, and rendered inoperable the automatic functions 
of that PORV. A regional Senior Reactor Analyst performed a Phase 3 evaluation under the Significance 
Determination Process. The performance deficiency was determined to be of very low safety significance (Green). 
The evaluation was accomplished using the NRC’s Probabilistic Risk Assessment computer model of the plant with 
basic event MSS-ADV-CC-RV1-2, FAILURE OF SG-B PORV RV1-2, set to always fail. The model was quantified 
with a one day exposure period. The dominant accident sequences involved Steam Generator Tube Ruptures with 
complications, partially due to the finding, in depressurizing and cooling down. Consequently, the Residual Heat 
Removal System was not placed into service resulting in core damage and a Large Early Release. The major 
assumptions included that recovery of the failed component was possible and common cause inclusion was not 
appropriate. This finding has a cross-cutting aspect in the Resources component of the Human Performance area 
because the licensee did not provide and ensure that complete, accurate, up-to-date design documentation were 
available and adequate to plant personnel, in that the licensee did not ensure that Attachment 7 to EGR-NGGC-005 
was adequate to enable engineers to identify a potential interference between the modification described in EC 70032 
and the program described in OP-925 (“Cold Weather Preparations”).  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 



Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Drawings Result In Loss of RWST Level Indication Due to Freezing 
A self-revealing non-cited violation of Technical Specification 5.4.1, Procedures, was identified in that the licensee 
used inaccurate drawings to hang clearances on freeze protection circuits which resulted in the Refueling Water 
Storage Tank (RWST) level instrument lines freezing. The licensee failed to properly translate the design of the freeze 
protection circuits to the drawings used in the clearances, causing the RWST  
level sensing line freeze protection to be unavailable. The licensee removed the clearance, re-energized the freeze 
protection and level indications were restored. The licensee entered the drawing discrepancy issue into the corrective 
action program as AR 374561  
 
The disabling of the RWST level instrument freeze protection during the RHR pump work is a performance 
deficiency. The finding is more than minor because it affected the mitigating systems cornerstone objective to ensure 
the availability, reliability and capability of systems that respond to initiating events. Specifically, the RWST level 
instrument line freezing caused the required post accident instrumentation of the RWST  
to be inoperable. Using Appendix A of the Significance Process (SDP) described in IMC 0609, Mitigating System 
Cornerstone, this finding was determined to have very low safety significance (Green) because no loss of operability 
or functionality of the RWST resulted from the level sensing line freezing. There is no cross-cutting aspect of this 
NCV since the incorrect drawing that resulted in the inaccurate clearance was last  
revised in 1986 and is not indicative of current licensee performance. 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
“A” Emergency Diesel Generator Fuel Oil Transfer Pump Power Supply Cable Subjected to Continuous 
Submersion in Water Design Deficiency 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, in that the licensee 
failed to maintain a safety-related cable in an environment for which it was designed. Specifically, the “A” Emergency 
Diesel (EDG) Fuel Oil Transfer Pump power supply cable was exposed to continuous submersion in  
water. The licensee removed the accumulated water from the hand hole, resealed, and reinstalled the hand hole cover. 
The licensee entered the issue into the corrective action program as AR 370343.  
 
Failure to maintain a safety related cable in an environment for which it was designed is a performance deficiency. 
The finding is more than minor in accordance with IMC 0612, Appendix B (Block 9, Figure 2), “Issue Screening,” 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, subjecting the “A” EDG fuel oil transfer pump cable to continuous  
submersion could, over time degrade the cable and result in failure. In accordance with IMC 0609 (Table 4a), “Phase 
1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The cause of the finding was directly related to the problem evaluation cross-cutting 
aspect in the corrective action program component of the Problem Identification and Resolution area because the 
licensee did not thoroughly evaluate the condition described in NRC Generic Letter 2007-01 Inaccessible or 
Underground Power Cable Failures that Disable Accident Mitigation Systems or Cause Plant Transients (P.1 (c)) 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure To Identify Oil Leakage On A Operating Charging Pump 
The inspectors identified a Green finding for the licensee’s failure to identify an oil leak on the “A” charging pump. 
This failure was determined to be a performance deficiency with respect to licensee procedure OMM-001-11, 
“Logkeeping,” which requires oil leakage be identified and abnormal conditions reported to shift management. The 



licensee responded by stopping the “A” charging pump to verify proper oil level. An addition of 6.5 quarts was 
required to restore the oil level to normal. Additionally, to maintain operability, the licensee established a 
compensatory action to stop the “A” charging pump every three days to verify oil level until the oil leak was repaired. 
The licensee entered the issue into the corrective action program as AR 360876.  
 
The finding is more than minor because if left uncorrected the performance deficiency would have the potential to 
lead to a more significant safety concern. Given the history of continuous operation of the charging pumps for up to 
37 days, if the identified oil leak remained uncorrected, a loss of lubrication failure of the “A” charging pump would 
occur. The charging pumps are technical specification required equipment and are used in the emergency operating 
procedures to mitigate the consequences of an event. This finding was determined to be green because no loss of 
operability or functionality of the “A” charging pump resulted from the identified oil leakage. The apparent cause of 
this finding was a failure to implement a procedural requirement to identify and communicate an oil leak to shift 
management. The inspectors determined no cross-cutting aspect was associated with this performance deficiency.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to properly restore service water to the evaporative air coolers resulting in emergency diesel generator 
inoperability 
A self-revealing finding was identified for the licensee’s failure to follow procedures while restoring auxiliary 
building evaporative air coolers to service. Although a violation of regulatory requirements was not identified, this 
failure was a performance deficiency with respect to licensee procedure PRO-NGGC-0200, Procedure Use and 
Adherence, Rev. 10, which requires all personnel who use procedures to understand the impact of their actions on 
personnel or equipment before taking action. As a result, the A emergency diesel generator (EDG) was declared 
unavailable and inoperable. At the end of this inspection period, the licensee had not yet completed their evaluation of 
this finding, and had consequently not yet developed corresponding corrective actions. This finding is in the licensee’s 
corrective action program as AR 332970.  
 
This finding is more-than-minor because it affected the Equipment Performance attribute of the Mitigating Systems 
cornerstone, and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences, in that this finding resulted in unplanned 
unavailability of an emergency diesel generator. Using Attachment 4 of IMC 0609, the significance of this finding 
was determined to be of very low safety significance (GREEN), because although the finding could degrade the 
Emergency AC power function in the Mitigating Systems cornerstone, the finding was not a design or qualification 
deficiency confirmed not to result in loss of operability or functionality, did not represent a loss of system safety 
function, did not represent actual loss of safety function of a single train for longer than its TS Allowed Outage Time, 
did not represent an actual loss of safety function of one or more non-TS Trains of equipment designated as risk-
significant, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the Work Practices component of the Human Performance area 
because the licensee did not communicate human error prevention techniques such that work activities were 
performed safely, in that the licensee did not communicate instructions for the sequence of valve operations during the 
pre-job brief and the licensee proceeded in the face of uncertainty by operating system components when the current 
system alignment was not verified.  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to follow procedures while performing maintenance on an emergency diesel generator. 
The inspectors identified a green non-cited violation of Technical Specification (TS) 5.4.1, Administrative Controls 
(Procedures) associated with two events in which maintenance technicians performed maintenance on the A 
emergency diesel generator (EDG) without pre-planning and performing the activity in accordance with written 



procedures, documented instructions, or drawings appropriate to the circumstances. In both instances maintenance 
technicians tightened a fuel oil fitting on the A emergency diesel generator which caused increased leakage from that 
fitting and the unplanned unavailability and inoperability of the diesel generator. In response to this finding, the 
licensee revised their Maintenance Administration Program to clearly communicate that “skill of the craft” work on 
safety related equipment is prohibited without a procedure/work order, and held stand-down meetings to retrain all 
maintenance and planning personnel on work practices for safety related structures, systems and components. This 
finding is in the licensee’s corrective action program as AR 325384.  
 
This finding was more-than-minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and affected the availability of the emergency diesel generator to respond to a loss of offsite 
power event. Using Attachment 4 of MC 0609, Significance Determination Process, this finding screened as having 
very low safety significance (Green) because the finding was not a design or qualification deficiency confirmed not to 
result in loss of operability or functionality, did not represent a loss of a system safety function, did not represent an 
actual loss of safety function of a single train, did not represent an actual loss of safety function of one or more non-
Tech Spec Trains of equipment designated as risk-significant, and did not screen as potentially risk significant due to 
a seismic, flooding, or severe weather initiating event. This finding has a cross-cutting aspect in the Work Practices 
component of the Human Performance cross cutting area because personnel work practices did not support human 
performance, in that the licensee’s work practices did not ensure supervisory and management oversight of work 
activities such that nuclear safety is supported.  
 
Inspection Report# : 2009003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : May 26, 2010 



Robinson 2 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to determine the cause of and take corrective actions to preclude repetition of an identified 
programmatic deficiency in foreign-material-exclusion controls. 
Green. The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XVI, for the licensee’s failure in 
2004 to determine the cause of a programmatic deficiency in foreign-material-exclusion (FME) controls, which 
resulted in steam generator tube leakage. This licensee entered the issue into the corrective action program as AR 
272388 following the issuance of URI 05000261/2008002-01. A revised extent of condition and all corrective actions 
to the FME program were implemented in 2008.  
 
Failure to evaluate FME programmatic deficiencies in AR 115704 or in any other NCR since 2004 until the issuance 
of URI 05000261/2008002-01 is a performance deficiency. The inspectors initially screened this issue in accordance 
with Inspection Manual Chapter 0609 Appendix J for URI 05000261/2008002-1. This screening directed an 
additional operating cycle be reviewed to provide a basis to evaluate the effectiveness of the licensee’s corrective 
actions. Based on the steam generator tube performance following the most recent refueling outage, with respect to no 
potential tube ruptures (all tubes sustained 3 times delta Pressure for normal operation) or tubes that should have been 
repaired as a result of previous inspections, the issue was screened in accordance with Manual Chapter 0609 
Appendix A. This finding is more-than-minor because it affects the “Equipment Performance” attribute of the 
Initiating Events Cornerstone, in that deficiencies in foreign-material-exclusion controls could allow foreign material 
to enter the steam generators, and the foreign material could initiate a steam generator tube leak or rupture. The 
finding has very low safety significance because no significant tube damage occurred during the extended significance 
determination review. The finding is not indicative of current performance in that the timeframe of the performance 
deficiency was 2004-2007 and therefore a cross-cutting aspect will not be assigned to this issue.  
 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Drawings Result In Loss of RWST Level Indication Due to Freezing 
A self-revealing non-cited violation of Technical Specification 5.4.1, Procedures, was identified in that the licensee 
used inaccurate drawings to hang clearances on freeze protection circuits which resulted in the Refueling Water 
Storage Tank (RWST) level instrument lines freezing. The licensee failed to properly translate the design of the freeze 
protection circuits to the drawings used in the clearances, causing the RWST  
level sensing line freeze protection to be unavailable. The licensee removed the clearance, re-energized the freeze 
protection and level indications were restored. The licensee entered the drawing discrepancy issue into the corrective 
action program as AR 374561  
 
The disabling of the RWST level instrument freeze protection during the RHR pump work is a performance 
deficiency. The finding is more than minor because it affected the mitigating systems cornerstone objective to ensure 
the availability, reliability and capability of systems that respond to initiating events. Specifically, the RWST level 



instrument line freezing caused the required post accident instrumentation of the RWST  
to be inoperable. Using Appendix A of the Significance Process (SDP) described in IMC 0609, Mitigating System 
Cornerstone, this finding was determined to have very low safety significance (Green) because no loss of operability 
or functionality of the RWST resulted from the level sensing line freezing. There is no cross-cutting aspect of this 
NCV since the incorrect drawing that resulted in the inaccurate clearance was last  
revised in 1986 and is not indicative of current licensee performance. 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
“A” Emergency Diesel Generator Fuel Oil Transfer Pump Power Supply Cable Subjected to Continuous 
Submersion in Water Design Deficiency 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, in that the licensee 
failed to maintain a safety-related cable in an environment for which it was designed. Specifically, the “A” Emergency 
Diesel (EDG) Fuel Oil Transfer Pump power supply cable was exposed to continuous submersion in  
water. The licensee removed the accumulated water from the hand hole, resealed, and reinstalled the hand hole cover. 
The licensee entered the issue into the corrective action program as AR 370343.  
 
Failure to maintain a safety related cable in an environment for which it was designed is a performance deficiency. 
The finding is more than minor in accordance with IMC 0612, Appendix B (Block 9, Figure 2), “Issue Screening,” 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, subjecting the “A” EDG fuel oil transfer pump cable to continuous  
submersion could, over time degrade the cable and result in failure. In accordance with IMC 0609 (Table 4a), “Phase 
1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The cause of the finding was directly related to the problem evaluation cross-cutting 
aspect in the corrective action program component of the Problem Identification and Resolution area because the 
licensee did not thoroughly evaluate the condition described in NRC Generic Letter 2007-01 Inaccessible or 
Underground Power Cable Failures that Disable Accident Mitigation Systems or Cause Plant Transients (P.1 (c)) 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure To Identify Oil Leakage On A Operating Charging Pump 
The inspectors identified a Green finding for the licensee’s failure to identify an oil leak on the “A” charging pump. 
This failure was determined to be a performance deficiency with respect to licensee procedure OMM-001-11, 
“Logkeeping,” which requires oil leakage be identified and abnormal conditions reported to shift management. The 
licensee responded by stopping the “A” charging pump to verify proper oil level. An addition of 6.5 quarts was 
required to restore the oil level to normal. Additionally, to maintain operability, the licensee established a 
compensatory action to stop the “A” charging pump every three days to verify oil level until the oil leak was repaired. 
The licensee entered the issue into the corrective action program as AR 360876.  
 
The finding is more than minor because if left uncorrected the performance deficiency would have the potential to 
lead to a more significant safety concern. Given the history of continuous operation of the charging pumps for up to 
37 days, if the identified oil leak remained uncorrected, a loss of lubrication failure of the “A” charging pump would 
occur. The charging pumps are technical specification required equipment and are used in the emergency operating 
procedures to mitigate the consequences of an event. This finding was determined to be green because no loss of 
operability or functionality of the “A” charging pump resulted from the identified oil leakage. The apparent cause of 
this finding was a failure to implement a procedural requirement to identify and communicate an oil leak to shift 
management. The inspectors determined no cross-cutting aspect was associated with this performance deficiency.  
 
Inspection Report# : 2009005 (pdf)  
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Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Robinson 2 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to have adequate work and post maintenance testing insturctions for the volume control tank 
comparator module 
A self revealing Green finding was identified for a failure to have adequate work orders to properly configure and post 
maintenance test the volume control tank (VCT) level comparator module. The licensee’s procedure ADM-NGGC-
0104, Work Implementation and Completion, required that work orders contain all work activities necessary to 
perform all related work activities including Post Maintenance Testing (PMT). The licensee’s work orders for 
installing a jumper on the VCT level comparator module and for post maintenance testing failed to contain adequate 
instructions to properly configure (place jumper in correct location) and post maintenance test the volume control tank 
level comparator module. This resulted in the failure of the charging pump suction to automatically transfer from the 
volume control tank to the refueling water storage tank (RWST) when the auto transfer VCT low level setpoint was 
reached. The licensee’s identified corrective actions included repairing the subject VCT level module, reviewing the 
adequacy of other replacement NUS modules that have non-safety control functions and revising the site specific 
PMT procedures to provide more specific guidance for ensuring that the control loop circuit is adequately tested.  
 
The failure to have adequate work order instructions to properly configure and post maintenance test the volume 
control tank level comparator module is a performance deficiency. This finding is greater than minor because the 
failure to auto transfer from the VCT to the RWST could cause a failure of the charging pump, resulting in the loss of 
seal injection which is a precursor to a seal LOCA. Using IMC 0609, “Significance Determination Process,” (SDP) 
Phase 1 Worksheet, the inspectors concluded that a Phase 2 evaluation was required since the finding could have 
likely affected other mitigation systems resulting in a total loss of their safety function. This issue was evaluated using 
IMC 0609, Appendix A (SDP Phase 2) as being potentially greater than green with loss of component cooling water 
(LOCCW) and loss of service water (LOSW) as the dominant sequences. A phase 3 SDP risk evaluation was 
performed by a regional senior reactor analyst in accordance with the guidance in IMC 0609 Appendix A utilizing the 
NRC’s Robinson Standardized Plant Analysis Risk (SPAR) model. The VCT level comparator module performance 
deficiency resulted in a core damage frequency increase of less than 1E-6, Green. The risk was mitigated by the 
availability of the letdown and normal makeup charging pump suction sources, which would be available under 
certain conditions reducing the likelihood of an autoswap demand. Another factor which mitigated the risk is that the 
fire shutdown procedures for most fire areas specify use of a manual RWST supply valve. The performance 
deficiency is characterized as Green, a finding of very low safety significance. This issue has a cross-cutting aspect in 
the resources component of the human performance area because the licensee did not provide complete, accurate, and 
up-to-date work packages for the configuration and testing of the VCT comparator module. (H.2.(c)) (Section 1R19) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to design and implement a simulator model that demonstrated reference plant response 
A self-revealing Green NCV of 10 CFR 55.46(c), “Simulation Facilities”, was identified for a plant referenced 
simulator used for administration of operating tests not correctly modeling the reference plant. A loss of electrical 
power that resulted in a loss of component cooling water (CCW) to the reactor coolant pump seals was not properly 
modeled in the simulator. When power to safety-related 480 volt bus E-2 was transferred to the emergency diesel 
generator in the reference-plant, FCV-626, thermal barrier heat exchanger outlet isolation flow control valve, closed. 
The simulator modeled FCV-626 to respond to CCW flow through the valve and did not model the effect of a loss of 



power to the valve operator and associated control circuit. Consequently, with a loss of power to bus E-2, the 
simulator model allowed this valve to remain open. The licensee documented the issue in Significant Adverse 
Condition Investigation Report, 390095. As corrective action the licensee changed the simulator modeling to match 
the plant configuration.  
 
The inspectors determined that the failure of the simulator to accurately demonstrate reference plant response was a 
performance deficiency. This finding was more than minor because it affected the human performance attribute of the 
initiating events cornerstone in that the unexpected closure of FCV-626 raises the likelihood of human error in 
response to a loss and subsequent re-energization of the E-2 Bus. This could challenge reactor coolant pump seal 
cooling and result in reactor coolant pump seal failure. The finding was evaluated using the Operator Requalification 
Human Performance SDP (MC 0609, Appendix I) because it was a requalification training issue related to simulator 
fidelity. The finding was of very low safety significance (Green) because the discrepancy did not have an impact on 
operator actions resulting in a total loss of RCP seal cooling and subsequent increase in reactor coolant system (RCS) 
leakage. There is not a cross-cutting aspect associated with the finding because the performance deficiency involving 
the simulator modeling occurred over 3 years ago and does not reflect current licensee performance. (Section 1R11.2) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Deficiencies in non safety-related cable installation result in fire and rector trip 
A self-revealing Green finding was identified for the licensee’s failure to adequately follow guidance in a design 
change package for the installation of non safety-related 4kV cables. This resulted in cables with design features 
inappropriate for the application being installed and eventually led to a fire and a reactor trip. Specifically, the licensee 
failed to follow the cable vendor recommendations and a self-imposed administrative requirement/standard for cable 
installation contained in cable specification L2-E-035, “Specification for 5,000 Volt Power Cable”. The licensee 
entered this into the CAP as NCR 390095. As corrective actions, the licensee replaced the cable, conduit and other 
damaged equipment, including evaluation on damage to cables in overhead, and the feeder cables to station service 
transformer (SST) 2E and 4kV bus 5.  
 
The failure to follow the guidance in the design change package to install non safety-related cables between Bus 4 and 
Bus 5 in accordance with their design change program and vendor and cable installation specifications was a 
performance deficiency. This finding was determined to be more than minor because it affected the Initiating Events 
Cornerstone objective of limiting events that upset plant stability, and was related to the attribute of Design Control 
(i.e., Plant Modifications). Specifically, the inadequate cable modification was determined to be the root cause of the 
reactor trip that occurred on March 28, 2010. This deficiency also paralleled Inspection Manual Chapter 0612, 
Appendix E, Example 2.e, as the licensee did not follow their own administrative requirements and vendor 
recommendations for cable installation. The performance deficiency was screened using Phase 1 of Inspection Manual 
Chapter 0609, Significance Determination Process, which determined that because the finding increases the likelihood 
of a fire, a Phase 3 SDP analysis was required. A phase 3 SDP risk evaluation was performed by a regional senior 
reactor analyst in accordance with the guidance in IMC 0609 Appendix F utilizing the NRC’s Robinson SPAR model. 
The Phase 3 analysis determined the finding to be of very low safety significance (Green) because the core damage 
frequency increase was less than 1E-6. There is not a cross-cutting aspect associated with the finding because the 
performance deficiency involving the cable installation occurred greater than 20 years ago and does not reflect current 
licensee performance. (Section 4OA5.11)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish an adequate PATH-1 emergency operating procedure 
The inspectors identified an apparent violation (AV) of Technical Specifications (TS) 5.4.1, “Procedures”, for the 
licensee’s failure to establish and maintain an adequate emergency procedure that ensured reactor coolant pump 



(RCP) seal cooling was maintained following a reactor trip. The licensee has entered this into the CAP as nuclear 
condition report (NCR) 423147. Corrective actions for this finding are still being evaluated.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 
accident (LOCA). Using Manual Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of 
Findings," the inspectors determined the finding required a Phase 2 analysis because the finding could result in RCS 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likely hood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding had a cross-cutting aspect of Documentation, 
Procedures, and Component Labeling, in the Resources component of the cross-cutting area of Human Performance, 
in that the licensee failed to ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2
(c)) (Section 4OA3.2)  
 
2010013 Report:  
The inspectors identified a green NCV of Technical Specifications (TS) 5.4.1, “Procedures”, for the licensee’s failure 
to establish and maintain an adequate emergency procedure that ensured reactor coolant pump (RCP) seal cooling was 
maintained following a reactor trip. The licensee has entered this into the corrective action program (CAP) as nuclear 
condition report (NCR) 423147. As a corrective action the licensee revised the Path1 procedure for verifying adequate 
seal cooling to the RCPs.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 
accident (LOCA). A Phase 3 analysis was performed utilizing the NRC’s Robinson Standardized Plant Analysis Risk 
(SPAR) model and developed an event tree to specifically evaluate the performance deficiency’s conditions. The 
result of the Phase 3 analysis was a core damage frequency increase of <1E-6/year a finding of very low safety 
significance. The cause of this finding had a cross-cutting aspect of Documentation, Procedures, and Component 
Labeling, in the Resources component of the cross-cutting area of Human Performance, in that the licensee failed to 
ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2(c)) (Section 4OA5.02)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  

Significance:  Aug 26, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Correct a Control Power Fuse Defect in 4kV Breaker 52/24  
A self-revealing finding of very low safety significance was identified for the licensee’s failure to follow the site’s 
CAP procedure, CAP-NGGC-0200, “Corrective Action Program,” Revision 26; in that a degraded control power 
condition for the non-vital 4kV Bus 5 feeder breaker 52/24 was not identified and evaluated through an NCR which 
resulted in inadequate corrective actions leading to a plant trip and a complicated plant fire. The licensee implemented 
corrective actions to replace the affected breaker and inspect all breakers potentially affected by the same degraded 
control power condition.  
 
This finding is more than minor because it is associated with Equipment Performance attribute of the Initiating Events 
Cornerstone and affects the cornerstone objective in that the failure to evaluate and correct the breaker position 
indicating light, which indicated the lack of breaker control power, resulted in the breaker failing to isolate an 
electrical fault, resulting in a reactor trip. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined that this finding 



contributed to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be 
available. Therefore, further significance determination analysis was performed in accordance with IMC 0609, 
Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations.” The inspectors 
conducted a Phase 3 analysis and determined this finding was of very low safety significance because the performance 
deficiency did not affect the mitigating capabilities of the auxiliary feedwater system and the feed and bleed safety 
function. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with 
the corrective action program component because the licensee failed to implement the corrective action program with 
a low threshold for identifying the issue, and ensuring that the issue was identified completely, accurately, and in a 
timely manner commensurate with its safety significance. (P.1.a)  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to determine the cause of and take corrective actions to preclude repetition of an identified 
programmatic deficiency in foreign-material-exclusion controls. 
Green. The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XVI, for the licensee’s failure in 
2004 to determine the cause of a programmatic deficiency in foreign-material-exclusion (FME) controls, which 
resulted in steam generator tube leakage. This licensee entered the issue into the corrective action program as AR 
272388 following the issuance of URI 05000261/2008002-01. A revised extent of condition and all corrective actions 
to the FME program were implemented in 2008.  
 
Failure to evaluate FME programmatic deficiencies in AR 115704 or in any other NCR since 2004 until the issuance 
of URI 05000261/2008002-01 is a performance deficiency. The inspectors initially screened this issue in accordance 
with Inspection Manual Chapter 0609 Appendix J for URI 05000261/2008002-1. This screening directed an 
additional operating cycle be reviewed to provide a basis to evaluate the effectiveness of the licensee’s corrective 
actions. Based on the steam generator tube performance following the most recent refueling outage, with respect to no 
potential tube ruptures (all tubes sustained 3 times delta Pressure for normal operation) or tubes that should have been 
repaired as a result of previous inspections, the issue was screened in accordance with Manual Chapter 0609 
Appendix A. This finding is more-than-minor because it affects the “Equipment Performance” attribute of the 
Initiating Events Cornerstone, in that deficiencies in foreign-material-exclusion controls could allow foreign material 
to enter the steam generators, and the foreign material could initiate a steam generator tube leak or rupture. The 
finding has very low safety significance because no significant tube damage occurred during the extended significance 
determination review. The finding is not indicative of current performance in that the timeframe of the performance 
deficiency was 2004-2007 and therefore a cross-cutting aspect will not be assigned to this issue.  
 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 
Significance: TBD Sep 30, 2010 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to correctly implement a systems approach to training for the licensed oeprator requalification 
program 
The inspectors identified an Apparent Violation (AV) of 10 CFR 55.59(c), “Requalification program requirements”, 
for the licensee’s failure to properly implement elements of a Commission approved program developed using a 
systems approach to training (SAT), that was implemented in lieu of meeting the requirements defined in 10 CFR 
55.59 (c). The finding was entered into the licensee’s corrective action program as NCR-423232, NCR-423238, and 
NCR-423239. Corrective actions for this finding are still being evaluated.  
 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 



Initiating Events Cornerstone and affected the cornerstone’s 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, the 
failure to implement training requirements for Path-1 and perform adequate retraining of operators that demonstrated 
areas of weakness during operating tests contributed to operators’ failure to identify and implement actions to mitigate 
a loss of seal cooling to the reactor coolant pumps (RCPs) during the events of March 28, 2010. Contrary to 
Augmented Inspection Team Report 05000261/2010009, further inspection revealed that RCP seal injection was not 
adequate coincident with a loss of cooling to the thermal barrier heat exchanger to the “B” RCP. Using Manual 
Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of Findings," the inspectors 
determined the finding required a Phase 2 analysis because the finding could result in reactor coolant system (RCS) 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likelihood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding was directly related to the cross cutting  
aspect of Personnel Training and Qualifications in the Resources component of the Human Performance area, in that 
the licensee failed to ensure the adequacy of the training provided to operators to assure nuclear safety. (H.2(b)) 
(Section 1R11.3)  
 
2010013 Report:  
The inspectors identified a problem associated with the implementation of the Commission approved requalification 
program developed using a system approach to training, which involves an apparent violation and an associated 
finding. Specifically, the AV of 10 CFR 55.59(c)4 involves the failure to adequately design and implement training 
based on learning objectives in that lesson material failed to identify the basis of a procedural action involving reactor 
coolant pump seal cooling in procedure Path-1, as required by the definition of systems approach to training, Element 
3 in 10 CFR 55.4. The associated finding involves the failure to meet Training Program Procedure TTP-200, 
“Licensed Operator/Shift Technical Advisor Continuing Training Program,” which is part of the systems approach to 
training, by not identifying, documenting, and evaluating operator weaknesses exhibited during evaluated scenarios. 
As corrective actions, the licensee trained all licensed operators on PATH-1-005 objective requirements and increased 
the rigor of their remediation program. The finding was entered into the licensee’s CAP as NCR-423232, NCR-
423238, and NCR-423239.  
 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
implement training requirements for Path-1 contributed to operators’ failure to identify and implement actions to 
mitigate a loss of seal cooling to the reactor coolant pumps during the events of March 28, 2010. A Phase 3 SDP 
analysis using the NRC’s Robinson SPAR model and input from the licensee’s full scope model resulted in this 
finding being characterized as preliminarily White, a finding of low to moderate safety significance. The cause of this 
finding was directly related to the cross cutting aspect of Personnel Training and Qualifications in the Resources 
component of the Human Performance area, in that the licensee failed to ensure the adequacy of the training provided 
to operators to assure nuclear safety. (H.2(b)) (Section 4OA5.03)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  

Significance:  Aug 26, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Correct a Condition Adverse to Quality in “B” Emergency Diesel Generator Output Breaker 52/27B 
The NRC identified an apparent violation (AV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action” 
for the licensee’s failure to promptly correct a condition adverse to quality involving the failure of the “B” Emergency 
Diesel Generator (EDG) output breaker 52/27B to close in October 2008 due to a stuck control relay linkage. As a 
result, the failure recurred in April 2009 and caused the EDG to become inoperable. The licensee implemented actions 
to correct the cause of the breaker failure and to inspect all similar breakers susceptible to the same condition.  
 
This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 



Systems Cornerstone and adversely affects the cornerstone objective in that the failure to correct the “B” EDG output 
breaker 52/27B resulted in the inoperability of the “B” EDG for a period greater than the allowed outage time in plant 
Technical Specifications (TS). An SDP analysis using the NRC’s Robinson Standardized Plant Analysis Risk (SPAR) 
model and input from the licensee’s full scope model resulted in this finding being characterized as preliminarily 
White, a finding of low to moderate safety significance. This finding has a cross-cutting aspect in the area of problem 
identification and resolution associated with the corrective action program component because the licensee failed to 
implement the corrective action program with a low threshold for identifying the issue, and ensuring that the issue was 
identified completely, accurately, and in a timely manner commensurate with its safety significance (P.1.a).  
 
10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, requires in part, that measures shall be established to 
assure that conditions adverse to quality, such as failures, malfunctions, and non-conformances are promptly 
identified and corrected. Technical Specifications (TS) 3.8.1, Condition B, requires that an inoperable Emergency 
Diesel Generator (EDG) shall be restored to operable status within 7 days.  
 
Contrary to the above, on October 15, 2008, Carolina Power and Light Company (Licensee) failed to assure that a 
condition adverse to quality, involving an EDG output breaker 52/27B failure-to-close malfunction, was promptly 
corrected. Specifically, indications of control relay malfunction during post-modification testing existed but were not 
identified and corrected. As a result, a similar malfunction during a surveillance test caused the “B” EDG to become 
inoperable, from March 28 to April 23, 2009, which exceeded the TS allowed outage time.  
 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  

Significance: SL-III Aug 26, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Materially Inaccurate Information Provided to NRC in LER 2009-001 which impacted the Regulatory Process 
The NRC identified an AV of 10 CFR 50.9(a) for failure to provide accurate and complete information in Licensee 
Event Report (LER) 05000261/2009-001-000. This information was material to NRC because it was used, in part, as 
the basis for exercising enforcement discretion for a violation of TS Action Statement 3.8.1.B.4 and Condition C. This 
AV has been entered into the licensee’s corrective action program as NCRs 413010 and 419191 to correct the 
inaccurate and incomplete information.  
 
This violation is being treated as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. The inspectors determined the severity level of this apparent violation is 
potentially greater than Severity Level IV. Cross-cutting aspects are not assigned to violations being dispositioned 
through the traditional enforcement process.  
 
10 CFR 50.9(a) requires, in part, that information provided to the Commission by a licensee shall be complete and 
accurate in all material respects.  
 
Contrary to the above, on June 18, 2009, the Licensee submitted information that was not complete and accurate in all 
material respects. Specifically, the Licensee submitted Licensee Event Report (LER) 05000261/2009-001-00 which 
described the corrective actions taken on October 15, 2008, for a similar “B” EDG output breaker failure. The LER 
stated that the breaker was tested in accordance with Preventive Maintenance (PM) Procedure, PM-163, “Inspection 
and Testing of Circuit Breakers for 480 Volt Bus  
E2” and that the procedure was successfully completed. The NRC determined that the Licensee did not conduct full 
testing as stated, and had only completed the instructions for returning the breaker to service. The information 
provided in the LER was material because the NRC relied on this information to exercise enforcement discretion for 
the 2009 failure which would likely have resulted in an additional inspection effort.  
 
This is a Severity Level III violation (Enforcement Policy, Supplement VII.C.1). 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  

Significance:  Mar 31, 2010 



Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Drawings Result In Loss of RWST Level Indication Due to Freezing 
A self-revealing non-cited violation of Technical Specification 5.4.1, Procedures, was identified in that the licensee 
used inaccurate drawings to hang clearances on freeze protection circuits which resulted in the Refueling Water 
Storage Tank (RWST) level instrument lines freezing. The licensee failed to properly translate the design of the freeze 
protection circuits to the drawings used in the clearances, causing the RWST  
level sensing line freeze protection to be unavailable. The licensee removed the clearance, re-energized the freeze 
protection and level indications were restored. The licensee entered the drawing discrepancy issue into the corrective 
action program as AR 374561  
 
The disabling of the RWST level instrument freeze protection during the RHR pump work is a performance 
deficiency. The finding is more than minor because it affected the mitigating systems cornerstone objective to ensure 
the availability, reliability and capability of systems that respond to initiating events. Specifically, the RWST level 
instrument line freezing caused the required post accident instrumentation of the RWST  
to be inoperable. Using Appendix A of the Significance Process (SDP) described in IMC 0609, Mitigating System 
Cornerstone, this finding was determined to have very low safety significance (Green) because no loss of operability 
or functionality of the RWST resulted from the level sensing line freezing. There is no cross-cutting aspect of this 
NCV since the incorrect drawing that resulted in the inaccurate clearance was last  
revised in 1986 and is not indicative of current licensee performance. 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
“A” Emergency Diesel Generator Fuel Oil Transfer Pump Power Supply Cable Subjected to Continuous 
Submersion in Water Design Deficiency 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, in that the licensee 
failed to maintain a safety-related cable in an environment for which it was designed. Specifically, the “A” Emergency 
Diesel (EDG) Fuel Oil Transfer Pump power supply cable was exposed to continuous submersion in  
water. The licensee removed the accumulated water from the hand hole, resealed, and reinstalled the hand hole cover. 
The licensee entered the issue into the corrective action program as AR 370343.  
 
Failure to maintain a safety related cable in an environment for which it was designed is a performance deficiency. 
The finding is more than minor in accordance with IMC 0612, Appendix B (Block 9, Figure 2), “Issue Screening,” 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, subjecting the “A” EDG fuel oil transfer pump cable to continuous  
submersion could, over time degrade the cable and result in failure. In accordance with IMC 0609 (Table 4a), “Phase 
1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The cause of the finding was directly related to the problem evaluation cross-cutting 
aspect in the corrective action program component of the Problem Identification and Resolution area because the 
licensee did not thoroughly evaluate the condition described in NRC Generic Letter 2007-01 Inaccessible or 
Underground Power Cable Failures that Disable Accident Mitigation Systems or Cause Plant Transients (P.1 (c)) 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure To Identify Oil Leakage On A Operating Charging Pump 
The inspectors identified a Green finding for the licensee’s failure to identify an oil leak on the “A” charging pump. 
This failure was determined to be a performance deficiency with respect to licensee procedure OMM-001-11, 
“Logkeeping,” which requires oil leakage be identified and abnormal conditions reported to shift management. The 
licensee responded by stopping the “A” charging pump to verify proper oil level. An addition of 6.5 quarts was 
required to restore the oil level to normal. Additionally, to maintain operability, the licensee established a 



compensatory action to stop the “A” charging pump every three days to verify oil level until the oil leak was repaired. 
The licensee entered the issue into the corrective action program as AR 360876.  
 
The finding is more than minor because if left uncorrected the performance deficiency would have the potential to 
lead to a more significant safety concern. Given the history of continuous operation of the charging pumps for up to 
37 days, if the identified oil leak remained uncorrected, a loss of lubrication failure of the “A” charging pump would 
occur. The charging pumps are technical specification required equipment and are used in the emergency operating 
procedures to mitigate the consequences of an event. This finding was determined to be green because no loss of 
operability or functionality of the “A” charging pump resulted from the identified oil leakage. The apparent cause of 
this finding was a failure to implement a procedural requirement to identify and communicate an oil leak to shift 
management. The inspectors determined no cross-cutting aspect was associated with this performance deficiency.  
 
Inspection Report# : 2009005 (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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Robinson 2 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform 5-year Vendor Manual Specified Reactor Coolant Pump Motor Inspections 
The inspectors identified a Green finding for failure to perform vendor recommended inspections of the reactor 
coolant pump (RCP) motors. Visual inspections of the RCP stator assemblies were not performed at five year intervals 
in accordance with the vendor technical manual preventive maintenance instructions. Adequate justification for 
exceeding the five year interval was not provided. Inspection of the stator assembly in accordance with the vendor 
recommendations at a five year interval is expected to have identified any significant degradation requiring repairs. 
The licensee failed to conduct these inspections and a motor failure occurred on October 7, 2010. The licensee 
replaced the failed “C” RCP motor and will evaluate the preventive maintenance inspection interval. The licensee has 
entered this issue into the CAP as Nuclear Condition Report (NCR) 438509.  
 
The failure to partially disassemble the RCP motors and perform visual inspections of the rotor and stator assemblies 
was a performance deficiency that was within the licensee’s ability to foresee and correct, and therefore should have 
been prevented. The finding is more than minor because it adversely impacted the equipment performance attribute of 
the initiating event cornerstone and its 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, the “C” RCP motor 
failed causing a reactor trip. The finding, screened per Appendix A of IMC 0609, Significance Determination Process, 
was determined to have very low safety significance (Green) because although the stator failure damaged the number 
two and number three RCP seals, no damage to number one RCP seal occurred. The number one RCP seal is the 
primary reactor coolant system pressure boundary. A cross-cutting aspect was not assigned to the finding because the 
performance deficiency does not represent current performance.  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to have adequate work and post maintenance testing insturctions for the volume control tank 
comparator module 
A self revealing Green finding was identified for a failure to have adequate work orders to properly configure and post 
maintenance test the volume control tank (VCT) level comparator module. The licensee’s procedure ADM-NGGC-
0104, Work Implementation and Completion, required that work orders contain all work activities necessary to 
perform all related work activities including Post Maintenance Testing (PMT). The licensee’s work orders for 
installing a jumper on the VCT level comparator module and for post maintenance testing failed to contain adequate 
instructions to properly configure (place jumper in correct location) and post maintenance test the volume control tank 
level comparator module. This resulted in the failure of the charging pump suction to automatically transfer from the 
volume control tank to the refueling water storage tank (RWST) when the auto transfer VCT low level setpoint was 
reached. The licensee’s identified corrective actions included repairing the subject VCT level module, reviewing the 
adequacy of other replacement NUS modules that have non-safety control functions and revising the site specific 
PMT procedures to provide more specific guidance for ensuring that the control loop circuit is adequately tested.  
 
The failure to have adequate work order instructions to properly configure and post maintenance test the volume 
control tank level comparator module is a performance deficiency. This finding is greater than minor because the 
failure to auto transfer from the VCT to the RWST could cause a failure of the charging pump, resulting in the loss of 
seal injection which is a precursor to a seal LOCA. Using IMC 0609, “Significance Determination Process,” (SDP) 



Phase 1 Worksheet, the inspectors concluded that a Phase 2 evaluation was required since the finding could have 
likely affected other mitigation systems resulting in a total loss of their safety function. This issue was evaluated using 
IMC 0609, Appendix A (SDP Phase 2) as being potentially greater than green with loss of component cooling water 
(LOCCW) and loss of service water (LOSW) as the dominant sequences. A phase 3 SDP risk evaluation was 
performed by a regional senior reactor analyst in accordance with the guidance in IMC 0609 Appendix A utilizing the 
NRC’s Robinson Standardized Plant Analysis Risk (SPAR) model. The VCT level comparator module performance 
deficiency resulted in a core damage frequency increase of less than 1E-6, Green. The risk was mitigated by the 
availability of the letdown and normal makeup charging pump suction sources, which would be available under 
certain conditions reducing the likelihood of an autoswap demand. Another factor which mitigated the risk is that the 
fire shutdown procedures for most fire areas specify use of a manual RWST supply valve. The performance 
deficiency is characterized as Green, a finding of very low safety significance. This issue has a cross-cutting aspect in 
the resources component of the human performance area because the licensee did not provide complete, accurate, and 
up-to-date work packages for the configuration and testing of the VCT comparator module. (H.2.(c)) (Section 1R19) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to design and implement a simulator model that demonstrated reference plant response 
A self-revealing Green NCV of 10 CFR 55.46(c), “Simulation Facilities”, was identified for a plant referenced 
simulator used for administration of operating tests not correctly modeling the reference plant. A loss of electrical 
power that resulted in a loss of component cooling water (CCW) to the reactor coolant pump seals was not properly 
modeled in the simulator. When power to safety-related 480 volt bus E-2 was transferred to the emergency diesel 
generator in the reference-plant, FCV-626, thermal barrier heat exchanger outlet isolation flow control valve, closed. 
The simulator modeled FCV-626 to respond to CCW flow through the valve and did not model the effect of a loss of 
power to the valve operator and associated control circuit. Consequently, with a loss of power to bus E-2, the 
simulator model allowed this valve to remain open. The licensee documented the issue in Significant Adverse 
Condition Investigation Report, 390095. As corrective action the licensee changed the simulator modeling to match 
the plant configuration.  
 
The inspectors determined that the failure of the simulator to accurately demonstrate reference plant response was a 
performance deficiency. This finding was more than minor because it affected the human performance attribute of the 
initiating events cornerstone in that the unexpected closure of FCV-626 raises the likelihood of human error in 
response to a loss and subsequent re-energization of the E-2 Bus. This could challenge reactor coolant pump seal 
cooling and result in reactor coolant pump seal failure. The finding was evaluated using the Operator Requalification 
Human Performance SDP (MC 0609, Appendix I) because it was a requalification training issue related to simulator 
fidelity. The finding was of very low safety significance (Green) because the discrepancy did not have an impact on 
operator actions resulting in a total loss of RCP seal cooling and subsequent increase in reactor coolant system (RCS) 
leakage. There is not a cross-cutting aspect associated with the finding because the performance deficiency involving 
the simulator modeling occurred over 3 years ago and does not reflect current licensee performance. (Section 1R11.2) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Deficiencies in non safety-related cable installation result in fire and rector trip 
A self-revealing Green finding was identified for the licensee’s failure to adequately follow guidance in a design 
change package for the installation of non safety-related 4kV cables. This resulted in cables with design features 
inappropriate for the application being installed and eventually led to a fire and a reactor trip. Specifically, the licensee 
failed to follow the cable vendor recommendations and a self-imposed administrative requirement/standard for cable 
installation contained in cable specification L2-E-035, “Specification for 5,000 Volt Power Cable”. The licensee 
entered this into the CAP as NCR 390095. As corrective actions, the licensee replaced the cable, conduit and other 
damaged equipment, including evaluation on damage to cables in overhead, and the feeder cables to station service 



transformer (SST) 2E and 4kV bus 5.  
 
The failure to follow the guidance in the design change package to install non safety-related cables between Bus 4 and 
Bus 5 in accordance with their design change program and vendor and cable installation specifications was a 
performance deficiency. This finding was determined to be more than minor because it affected the Initiating Events 
Cornerstone objective of limiting events that upset plant stability, and was related to the attribute of Design Control 
(i.e., Plant Modifications). Specifically, the inadequate cable modification was determined to be the root cause of the 
reactor trip that occurred on March 28, 2010. This deficiency also paralleled Inspection Manual Chapter 0612, 
Appendix E, Example 2.e, as the licensee did not follow their own administrative requirements and vendor 
recommendations for cable installation. The performance deficiency was screened using Phase 1 of Inspection Manual 
Chapter 0609, Significance Determination Process, which determined that because the finding increases the likelihood 
of a fire, a Phase 3 SDP analysis was required. A phase 3 SDP risk evaluation was performed by a regional senior 
reactor analyst in accordance with the guidance in IMC 0609 Appendix F utilizing the NRC’s Robinson SPAR model. 
The Phase 3 analysis determined the finding to be of very low safety significance (Green) because the core damage 
frequency increase was less than 1E-6. There is not a cross-cutting aspect associated with the finding because the 
performance deficiency involving the cable installation occurred greater than 20 years ago and does not reflect current 
licensee performance. (Section 4OA5.11)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish an adequate PATH-1 emergency operating procedure 
The inspectors identified an apparent violation (AV) of Technical Specifications (TS) 5.4.1, “Procedures”, for the 
licensee’s failure to establish and maintain an adequate emergency procedure that ensured reactor coolant pump 
(RCP) seal cooling was maintained following a reactor trip. The licensee has entered this into the CAP as nuclear 
condition report (NCR) 423147. Corrective actions for this finding are still being evaluated.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 
accident (LOCA). Using Manual Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of 
Findings," the inspectors determined the finding required a Phase 2 analysis because the finding could result in RCS 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likely hood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding had a cross-cutting aspect of Documentation, 
Procedures, and Component Labeling, in the Resources component of the cross-cutting area of Human Performance, 
in that the licensee failed to ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2
(c)) (Section 4OA3.2)  
 
2010013 Report:  
The inspectors identified a green NCV of Technical Specifications (TS) 5.4.1, “Procedures”, for the licensee’s failure 
to establish and maintain an adequate emergency procedure that ensured reactor coolant pump (RCP) seal cooling was 
maintained following a reactor trip. The licensee has entered this into the corrective action program (CAP) as nuclear 
condition report (NCR) 423147. As a corrective action the licensee revised the Path1 procedure for verifying adequate 
seal cooling to the RCPs.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 



accident (LOCA). A Phase 3 analysis was performed utilizing the NRC’s Robinson Standardized Plant Analysis Risk 
(SPAR) model and developed an event tree to specifically evaluate the performance deficiency’s conditions. The 
result of the Phase 3 analysis was a core damage frequency increase of <1E-6/year a finding of very low safety 
significance. The cause of this finding had a cross-cutting aspect of Documentation, Procedures, and Component 
Labeling, in the Resources component of the cross-cutting area of Human Performance, in that the licensee failed to 
ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2(c)) (Section 4OA5.02)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  

Significance:  Aug 26, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Correct a Control Power Fuse Defect in 4kV Breaker 52/24  
A self-revealing finding of very low safety significance was identified for the licensee’s failure to follow the site’s 
CAP procedure, CAP-NGGC-0200, “Corrective Action Program,” Revision 26; in that a degraded control power 
condition for the non-vital 4kV Bus 5 feeder breaker 52/24 was not identified and evaluated through an NCR which 
resulted in inadequate corrective actions leading to a plant trip and a complicated plant fire. The licensee implemented 
corrective actions to replace the affected breaker and inspect all breakers potentially affected by the same degraded 
control power condition.  
 
This finding is more than minor because it is associated with Equipment Performance attribute of the Initiating Events 
Cornerstone and affects the cornerstone objective in that the failure to evaluate and correct the breaker position 
indicating light, which indicated the lack of breaker control power, resulted in the breaker failing to isolate an 
electrical fault, resulting in a reactor trip. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined that this finding 
contributed to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be 
available. Therefore, further significance determination analysis was performed in accordance with IMC 0609, 
Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations.” The inspectors 
conducted a Phase 3 analysis and determined this finding was of very low safety significance because the performance 
deficiency did not affect the mitigating capabilities of the auxiliary feedwater system and the feed and bleed safety 
function. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with 
the corrective action program component because the licensee failed to implement the corrective action program with 
a low threshold for identifying the issue, and ensuring that the issue was identified completely, accurately, and in a 
timely manner commensurate with its safety significance. (P.1.a)  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to determine the cause of and take corrective actions to preclude repetition of an identified 
programmatic deficiency in foreign-material-exclusion controls. 
Green. The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XVI, for the licensee’s failure in 
2004 to determine the cause of a programmatic deficiency in foreign-material-exclusion (FME) controls, which 
resulted in steam generator tube leakage. This licensee entered the issue into the corrective action program as AR 
272388 following the issuance of URI 05000261/2008002-01. A revised extent of condition and all corrective actions 
to the FME program were implemented in 2008.  
 
Failure to evaluate FME programmatic deficiencies in AR 115704 or in any other NCR since 2004 until the issuance 
of URI 05000261/2008002-01 is a performance deficiency. The inspectors initially screened this issue in accordance 
with Inspection Manual Chapter 0609 Appendix J for URI 05000261/2008002-1. This screening directed an 
additional operating cycle be reviewed to provide a basis to evaluate the effectiveness of the licensee’s corrective 
actions. Based on the steam generator tube performance following the most recent refueling outage, with respect to no 
potential tube ruptures (all tubes sustained 3 times delta Pressure for normal operation) or tubes that should have been 



repaired as a result of previous inspections, the issue was screened in accordance with Manual Chapter 0609 
Appendix A. This finding is more-than-minor because it affects the “Equipment Performance” attribute of the 
Initiating Events Cornerstone, in that deficiencies in foreign-material-exclusion controls could allow foreign material 
to enter the steam generators, and the foreign material could initiate a steam generator tube leak or rupture. The 
finding has very low safety significance because no significant tube damage occurred during the extended significance 
determination review. The finding is not indicative of current performance in that the timeframe of the performance 
deficiency was 2004-2007 and therefore a cross-cutting aspect will not be assigned to this issue.  
 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedure violation for overriding feedwater isolation safety function in Mode 3 
A self-revealing Green NCV of Technical Specification (TS) 5.4.1, Procedures, was identified when the licensee 
bypassed the feedwater isolation safety function, in Mode 3, a condition prohibited by TS and an action contrary to 
procedural requirements. On October 7, 2010, Unit 2 was in Mode 3 after a reactor trip that occurred earlier in the 
day. Steam generator feedwater was being supplied by the auxiliary feedwater (AFW) system and the main feedwater 
system was not running because of an automatic feedwater isolation, which occurred shortly after the reactor trip due 
to high ‘C’ S/G water level. Contrary to procedure OP-403, Feedwater System, control room operators overrode the 
feedwater isolation safety function by placing the feedwater logic switches in “Override/Reset,” and leaving them in 
that position for three hours and twenty minutes. Upon realization of the error, licensee operators isolated S/G feed 
flow, placed the feedwater isolation logic switches in the “Normal” position, and restarted S/G feed flow with the 
AFW system. This issue was entered into the licensee’s CAP as AR 425643.  
 
The failure to operate the feedwater isolation logic switches in accordance with plant procedures is a performance 
deficiency. The finding is more than minor because it affects the human performance attribute of the Mitigating 
Systems cornerstone and the objective of ensuring the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the finding affected the 
ability for the feedwater isolation (FWIS) to isolate the S/Gs and prevent overfeeding/overcooling events. The 
inspectors evaluated this finding using IMC 0609, Significance Determination Process Phase 1 screening and 
determined that the finding represented a complete loss of the FWIS function which required further evaluation under 
SDP Phase 2. The Robinson Phase 2 Pre-Solved SDP Worksheet and Phase 2 SDP Notebook did not include the 
FWIS function therefore a phase 3 SDP analysis was performed by a regional Senior Regional Analyst (SRA) in 
accordance with NRC IMC 0609. The plant was already shutdown prior to the performance deficiency so Anticipated 
Transients Without Scram scenarios would not be valid. The impact of the loss of the FWIS function would be that 
the S/Gs would not be isolated on Hi-Hi S/G water level and plant overfeed scenarios could result in Safety Injection 
initiation on low Reactor Coolant System (RCS) pressure and potential overfill/moisture carryover scenarios could 
overspeed the turbine driven AFW pump. The phase 3 analysis considered a potential overcooling and safety injection 
scenario using the licensee’s full scope Robinson Probabilistic Risk Assessment (PRA) model data and a potential 
moisture carryover induced overfeed scenario causing a loss of the turbine driven AFW pump on overspeed using the 
NRC Robinson Standardized Plant Analysis Risk (SPAR) model and data. The core damage frequency increase for 
both scenarios was <1E-6 per year. The risk was mitigated by the short exposure period. The finding is characterized 
as Green, a finding of very low safety significance. The finding has a cross-cutting aspect in the Human Performance 
area, Decision Making component because the licensee failed to make a safety-significant or risk-significant decision 
using a systematic process to ensure safety was maintained when faced with uncertain or unexpected plant conditions. 
Specifically, the licensee intentionally bypassed the safety function of feedwater isolation instrumentation while it was 
required with the reactor plant in Mode 3. (H.1(a)) (Section 4OA5.02)  
 
Inspection Report# : 2010012 (pdf)  



Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Operator transient response adversely affected by uncorrected, known plant deficiency 
The inspectors identified a Green finding for failure to correct a known equipment deficiency which adversely 
affected the operators’ ability to respond to reactor trip transients. Contrary to the licensee’s corrective action 
program, as described in procedure CAP-NGGC-0200, the licensee failed to address and correct an abnormal or 
unexpected equipment condition that affected and complicated plant events. The turbine building lubrication oil (lube 
oil) area fire protection detectors were known to actuate the turbine building lube oil deluge system after reactor trips 
when the 6A and 6B feedwater heater relief valves lifted. After the October 7, 2010, reactor trip, steam from the relief 
valves drifted to the area of the turbine building fire detectors, causing them to actuate the turbine building lube oil 
deluge system. This actuation caused distractions in the main control room because of several fire protection alarms 
sprayed fire protection water in the turbine building, and required the diversion of field operators to isolate the 
spuriously actuated deluge system. As an immediate corrective action after the October 7, 2010, reactor trip, the 
licensee directed the steam relief valve discharges from the 6A and 6B feedwater heaters and the 1A and 1B moisture 
separator drain tanks to an area outside the turbine building (NCR 425437).  
 
The failure to correct a long-standing deficiency that adversely affected operator response to reactor trips is a 
performance deficiency. The finding is more than minor because it is associated with the mitigating systems 
cornerstone attribute of human performance in that the performance of operators was adversely affected by the fire 
protection actuation after the reactor trip. This adverse effect included diverting operator attention and resources away 
from initiating event response. Using the Inspection Manual 0609, Significance Determination Process Phase 1 
Worksheet, the inspectors concluded that the finding is of very low safety significance (Green) because it is not a 
design or qualification deficiency, does not represent a loss of safety function, does not represent the loss of safety 
function of a single train of TS equipment, does not represent the loss of risk-significant equipment, and is not 
potentially risk significant due to an external events. The cause of this finding is directly related to the corrective 
action  
 
program component of the problem identification and resolution cross cutting area because appropriate and timely 
corrective actions were not taken for a known adverse condition. (P.1(d)) (Section 4OA5.08)  
 
Inspection Report# : 2010012 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Comply with Conduct of Operations Procedure 
The inspectors identified a problem associated with the failure to implement requirements and standards of the fleet 
conduct of operations procedure, which involves an AV and four related violations for failure to meet Technical 
Specification (TS) 5.4.1, “Procedures”. Specifically, the licensee’s failure to adequately implement operational 
oversight functions including: command and control, supervision, and independent assessment which contributed to 
an uncontrolled cooldown of the Reactor Coolant System (RCS) and subsequent safety injection, actions that 
increased the likelihood of Reactor Coolant Pump (RCP) seal failure, and the initiation of a preventable plant fire that 
resulted in an Alert emergency classification being declared. Furthermore, the four related violations of TS 5.4.1, 
“Procedures” mentioned above were identified for failure to follow procedures: APP-003-E3, “VCT Hi/Lo Level”; 
EPP-4, “Reactor Trip Response”, APP-009-B6, “Aux Transfer Fault Trip”; and Emergency Operating Procedure, Path 
1. As corrective actions, the licensee enhanced the licensed operator training material, re-trained and evaluated all 
control room operators, performed procedure enhancements, crew reconstitution to enhance performance, and 
personnel and management changes. This finding was entered into the licensee’s CAP as NCRs 390095 and 423246. 
 
Failure to adequately implement the requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
adequately implement requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, contributed to a 



complete loss of charging system flow, an increase in the likelihood of RCP seal failure and initiation of a fire on 
March 28, 2010. A Phase 3 SDP analysis using the NRC’s Robinson SPAR model and input from the licensee’s full 
scope model resulted in this finding being characterized as preliminarily White, a finding of low to moderate safety 
significance. The cause of this finding had a cross-cutting aspect of supervisory and management oversight of work 
activities such that nuclear safety is supported, in the Work Practices component of the Human Performance cross-
cutting area, because plant supervisors failed to enforce proper communications methods at the job site and failed to 
properly supervise workers executing procedure steps. (H.4(c)) (Section 4OA5.01) 
Inspection Report# : 2010013 (pdf)  
Inspection Report# : 2011008 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Proper In-service Testing Acceptance Criteria to Prevent Reverse Rotation of the SDAFW 
Pump 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the licensee’s 
failure to ensure the in-service testing (IST) of the discharge check valve of the Auxiliary Feedwater (AFW) steam 
driven pump applied an acceptance criterion that is in accordance with the limits established in design documents. The 
licensee revised the IST procedure during the inspection and is tracking further action in the corrective action program 
under NCR 419768.  
 
The failure to establish proper acceptance criteria for the Steam Driven (SD) AFW discharge check valve was a 
performance deficiency. This finding was more than minor because it affected the mitigating systems cornerstone 
attribute of procedure quality to ensure the availability, reliability, and capability of safety systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to incorporate the proper acceptance 
criteria could result in a failure of the test to identify a check valve degraded to a condition where its back leakage will 
cause reverse rotation of the SD AFW pump. This finding was of very low safety significance because it was not a test 
issue resulting in loss of function, did not represent an actual loss of a system safety function, did not result in 
exceeding the TS allowed outage time, and did not affect external event mitigation. The team determined that no cross 
cutting aspect was applicable to this performance deficiency because the failure to establish a proper acceptance 
criteria for the discharge check valve of the SDAFW pump was determined to not be indicative of current licensee 
performance. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Ensure that the Full Range of Emergency Diesel Generator Frequency is Accounted for in the 
Safety Analyses 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s 
failure to account for the high range of Emergency Diesel Generator (EDG) frequency allowed by technical 
specifications (TS) in the safety analysis. While no immediate operability issues were identified, the licensee entered 
this issue into the corrective action program as NCR 420058.  
 
The failure to evaluate the effect of high EDG frequency was a performance deficiency. This finding was a more than 
minor because it affected the mitigating systems cornerstone attribute of design control to ensure the availability, 
reliability, and capability of safety systems that respond to initiating events to prevent undesirable consequences. This 
finding also closely parallels IMC 0612, Appendix E, Example 3.j, "Not Minor: If the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to worse errors if uncorrected." 
Specifically, failure to account for an allowable diesel frequency of 61.2 Hz (60 +2%) for all safety related pumps 
may result in operating at a higher flow rate and a higher developed suction head. This finding was of very low safety 
significance because it was not a design issue resulting in loss of function, did not represent an actual loss of a system 
safety function, did not result in exceeding the TS allowed outage time, and did not affect external event mitigation. 



The team also evaluated the finding for cross-cutting aspects and determined it to involve the area of Problem 
Identification and Resolution associated with Operating Experience for the licensee’s failure thoroughly evaluate 
NRC Information Notice 2008-02, which specifically identified high diesel frequency as a potential problem for AC 
motor-operated pumps [P.2(a)]. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Capability of the Fuel Oil Storage Tank and the Service Water Pumps to Fulfill 
Their Safety Functions Under All Conditions 
The team a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the licensee’s failure to 
have calculations supporting the design bases of safety related components, specifically for the EDG fuel oil storage 
tank with respect to tornado wind loadings, and the net positive suction head (NPSH) of the service water pumps. No 
immediate operability issues were identified and the licensee entered this issue into the corrective action program as 
NCR 422985 and NCR 423985.  
 
The failure to demonstrate the adequacy of the design for safety related components, specifically regarding the 
capability of the fuel oil storage tank to withstand tornado wind loading and the failure to demonstrate that the NPSH 
available to the service water pumps was greater than the required NPSH, was a performance deficiency. This finding 
was more than minor because it affected the mitigating systems cornerstone attribute of design control to ensure the 
availability, reliability, and capability of safety systems that respond to initiating events to prevent undesirable 
consequences. This finding was of very low safety significance because the licensee performed a simplified evaluation 
indicating that this condition was not a design issue resulting in loss of function, it did not represent an actual loss of a 
system safety function, did not result in exceeding the TS allowed outage time, and did not affect external event 
mitigation. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure to demonstrate the adequacy of the design was determined to not be indicative of current licensee 
performance. (Section 1R21.2.4)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate EDG Starting Air System Design Requirements into TS 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the failure to 
correctly translate the design basis of the EDG air start system into specifications. Specifically, the licensee did not 
properly translate the lowest air pressure for the EDG air start receiver that would provide a single EDG start into the 
TS (150 psig). The licensee reviewed the low pressure alarm history of the EDGs and did find any instance where 
they failed to declare the EDG inoperable based on the new operability setpoint. Further actions are being tracked in 
the corrective action program under NCR 423776.  
 
The licensee’s failure to correctly translate the design basis of the EDG air start system into the TS was determined to 
be a performance deficiency. The finding was more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern. Specifically, the EDG starting air receiver 
pressure could fall below 150 psig, but the TS would not direct the licensee to declare the EDG inoperable. The 
finding is of very low safety significance as it was determined not to have resulted in the loss of operability or 
functionality. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure was determined to not be indicative of current licensee performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Criteria to Prevent Spurious Actuation of Amptector Trip Devices 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” in that the licensee 
failed to verify the adequacy of the design for Amptector trip devices installed on safety related 480V circuit breakers. 
The licensee reviewed the latest calibration records and contacted the vendor for further guidance and additional 
information. Further actions are being tracked in the corrective action program under NCR 423795.  
 
The team determined that the failure to establish an adequate minimum setting for Amptector trip devices was a 
performance deficiency. The finding was more than minor because it was associated with the design control attribute 
of the mitigating systems cornerstone and affected the cornerstone objective of  
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Also, this finding closely parallels NRC IMC 0612, Appendix E, Example 3.j in that the condition 
resulted in reasonable doubt of the operability of the safety related 480V system pending re-analysis. Specifically, the 
licensee failed to evaluate margins needed to prevent spurious tripping during accident loading conditions. The team 
determined the finding was of very low safety significance because it was a design deficiency that did not result in a 
loss of operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to 
involve the area of Human Performance, because this condition is related to the component of resources which 
requires complete, accurate and up-to-date design documentation, specifically calculations, to assure nuclear safety 
[H.2(c)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Vendor Recommendations Into Procedures for 480V Circuit Breakers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Procedures, Instructions and Drawings,” 
for failure to follow procedure EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment; specifically for safety 
related 480V Breakers and reactor trip breakers. The licensee performed a gap analysis, reviewed the discrepancies, 
and concluded that they did not impede the ability of the breakers from performing their associated function. Further 
actions are being tracked in the corrective action program under NCRs 422184 and 422976.  
 
The team concluded that the failure to perform reviews to determine technical accuracy and potential changes to 
procedures for circuit breaker vendor manual changes was a performance deficiency. This finding is more than minor 
because it affects the mitigating systems cornerstone objective to ensure the reliability, availability, and capability of 
systems that respond to initiating events and is associated with the attribute of procedure quality, in that procedure 
inconsistencies were identified in procedures MST-012-1, Maintenance and Testing of “A” Reactor Trip Breaker, and 
PM-466, Westinghouse Type 50DH350E 1200 Amp 4160V Air Circuit Breaker Maintenance. This finding also 
closely parallels IMC 0612, Appendix E, Example 4.a., in that the procedure discrepancies indicate that the licensee 
routinely failed to perform reviews EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment. The team determined the 
finding was of very low safety significance because it was a design deficiency that did not result in a loss of 
operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to involve 
the area of Problem Identification and Resolution associated with Operating Experience for the licensee’s failure to 
thoroughly evaluate vendor recommendations, as well as NRC Information Notice 2008-02 which identified an issue 
relating to improper maintenance of circuit breakers involving failure to follow vendor maintenance recommendations 
[P.2(b)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

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



Failure to correctly implement a systems approach to training for the licensed oeprator requalification 
program 
The inspectors identified an Apparent Violation (AV) of 10 CFR 55.59(c), “Requalification program requirements”, 
for the licensee’s failure to properly implement elements of a Commission approved program developed using a 
systems approach to training (SAT), that was implemented in lieu of meeting the requirements defined in 10 CFR 
55.59 (c). The finding was entered into the licensee’s corrective action program as NCR-423232, NCR-423238, and 
NCR-423239. Corrective actions for this finding are still being evaluated.  
 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Initiating Events Cornerstone and affected the cornerstone’s 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, the 
failure to implement training requirements for Path-1 and perform adequate retraining of operators that demonstrated 
areas of weakness during operating tests contributed to operators’ failure to identify and implement actions to mitigate 
a loss of seal cooling to the reactor coolant pumps (RCPs) during the events of March 28, 2010. Contrary to 
Augmented Inspection Team Report 05000261/2010009, further inspection revealed that RCP seal injection was not 
adequate coincident with a loss of cooling to the thermal barrier heat exchanger to the “B” RCP. Using Manual 
Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of Findings," the inspectors 
determined the finding required a Phase 2 analysis because the finding could result in reactor coolant system (RCS) 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likelihood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding was directly related to the cross cutting  
aspect of Personnel Training and Qualifications in the Resources component of the Human Performance area, in that 
the licensee failed to ensure the adequacy of the training provided to operators to assure nuclear safety. (H.2(b)) 
(Section 1R11.3)  
 
2010013 Report:  
The inspectors identified a problem associated with the implementation of the Commission approved requalification 
program developed using a system approach to training, which involves an apparent violation and an associated 
finding. Specifically, the AV of 10 CFR 55.59(c)4 involves the failure to adequately design and implement training 
based on learning objectives in that lesson material failed to identify the basis of a procedural action involving reactor 
coolant pump seal cooling in procedure Path-1, as required by the definition of systems approach to training, Element 
3 in 10 CFR 55.4. The associated finding involves the failure to meet Training Program Procedure TTP-200, 
“Licensed Operator/Shift Technical Advisor Continuing Training Program,” which is part of the systems approach to 
training, by not identifying, documenting, and evaluating operator weaknesses exhibited during evaluated scenarios. 
As corrective actions, the licensee trained all licensed operators on PATH-1-005 objective requirements and increased 
the rigor of their remediation program. The finding was entered into the licensee’s CAP as NCR-423232, NCR-
423238, and NCR-423239.  
 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
implement training requirements for Path-1 contributed to operators’ failure to identify and implement actions to 
mitigate a loss of seal cooling to the reactor coolant pumps during the events of March 28, 2010. A Phase 3 SDP 
analysis using the NRC’s Robinson SPAR model and input from the licensee’s full scope model resulted in this 
finding being characterized as preliminarily White, a finding of low to moderate safety significance. The cause of this 
finding was directly related to the cross cutting aspect of Personnel Training and Qualifications in the Resources 
component of the Human Performance area, in that the licensee failed to ensure the adequacy of the training provided 
to operators to assure nuclear safety. (H.2(b)) (Section 4OA5.03)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  
Inspection Report# : 2011008 (pdf)  



Significance:  Aug 26, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Correct a Condition Adverse to Quality in “B” Emergency Diesel Generator Output Breaker 52/27B 
The NRC identified an apparent violation (AV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action” 
for the licensee’s failure to promptly correct a condition adverse to quality involving the failure of the “B” Emergency 
Diesel Generator (EDG) output breaker 52/27B to close in October 2008 due to a stuck control relay linkage. As a 
result, the failure recurred in April 2009 and caused the EDG to become inoperable. The licensee implemented actions 
to correct the cause of the breaker failure and to inspect all similar breakers susceptible to the same condition.  
 
This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and adversely affects the cornerstone objective in that the failure to correct the “B” EDG output 
breaker 52/27B resulted in the inoperability of the “B” EDG for a period greater than the allowed outage time in plant 
Technical Specifications (TS). An SDP analysis using the NRC’s Robinson Standardized Plant Analysis Risk (SPAR) 
model and input from the licensee’s full scope model resulted in this finding being characterized as preliminarily 
White, a finding of low to moderate safety significance. This finding has a cross-cutting aspect in the area of problem 
identification and resolution associated with the corrective action program component because the licensee failed to 
implement the corrective action program with a low threshold for identifying the issue, and ensuring that the issue was 
identified completely, accurately, and in a timely manner commensurate with its safety significance (P.1.a).  
 
10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, requires in part, that measures shall be established to 
assure that conditions adverse to quality, such as failures, malfunctions, and non-conformances are promptly 
identified and corrected. Technical Specifications (TS) 3.8.1, Condition B, requires that an inoperable Emergency 
Diesel Generator (EDG) shall be restored to operable status within 7 days.  
 
Contrary to the above, on October 15, 2008, Carolina Power and Light Company (Licensee) failed to assure that a 
condition adverse to quality, involving an EDG output breaker 52/27B failure-to-close malfunction, was promptly 
corrected. Specifically, indications of control relay malfunction during post-modification testing existed but were not 
identified and corrected. As a result, a similar malfunction during a surveillance test caused the “B” EDG to become 
inoperable, from March 28 to April 23, 2009, which exceeded the TS allowed outage time.  
 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  

Significance: SL-III Aug 26, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Materially Inaccurate Information Provided to NRC in LER 2009-001 which impacted the Regulatory Process 
The NRC identified an AV of 10 CFR 50.9(a) for failure to provide accurate and complete information in Licensee 
Event Report (LER) 05000261/2009-001-000. This information was material to NRC because it was used, in part, as 
the basis for exercising enforcement discretion for a violation of TS Action Statement 3.8.1.B.4 and Condition C. This 
AV has been entered into the licensee’s corrective action program as NCRs 413010 and 419191 to correct the 
inaccurate and incomplete information.  
 
This violation is being treated as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. The inspectors determined the severity level of this apparent violation is 
potentially greater than Severity Level IV. Cross-cutting aspects are not assigned to violations being dispositioned 
through the traditional enforcement process.  
 
10 CFR 50.9(a) requires, in part, that information provided to the Commission by a licensee shall be complete and 
accurate in all material respects.  
 
Contrary to the above, on June 18, 2009, the Licensee submitted information that was not complete and accurate in all 
material respects. Specifically, the Licensee submitted Licensee Event Report (LER) 05000261/2009-001-00 which 
described the corrective actions taken on October 15, 2008, for a similar “B” EDG output breaker failure. The LER 
stated that the breaker was tested in accordance with Preventive Maintenance (PM) Procedure, PM-163, “Inspection 



and Testing of Circuit Breakers for 480 Volt Bus 
E2” and that the procedure was successfully completed. The NRC determined that the Licensee did not conduct full 
testing as stated, and had only completed the instructions for returning the breaker to service. The information 
provided in the LER was material because the NRC relied on this information to exercise enforcement discretion for 
the 2009 failure which would likely have resulted in an additional inspection effort.  
 
This is a Severity Level III violation (Enforcement Policy, Supplement VII.C.1). 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Drawings Result In Loss of RWST Level Indication Due to Freezing 
A self-revealing non-cited violation of Technical Specification 5.4.1, Procedures, was identified in that the licensee 
used inaccurate drawings to hang clearances on freeze protection circuits which resulted in the Refueling Water 
Storage Tank (RWST) level instrument lines freezing. The licensee failed to properly translate the design of the freeze 
protection circuits to the drawings used in the clearances, causing the RWST  
level sensing line freeze protection to be unavailable. The licensee removed the clearance, re-energized the freeze 
protection and level indications were restored. The licensee entered the drawing discrepancy issue into the corrective 
action program as AR 374561  
 
The disabling of the RWST level instrument freeze protection during the RHR pump work is a performance 
deficiency. The finding is more than minor because it affected the mitigating systems cornerstone objective to ensure 
the availability, reliability and capability of systems that respond to initiating events. Specifically, the RWST level 
instrument line freezing caused the required post accident instrumentation of the RWST  
to be inoperable. Using Appendix A of the Significance Process (SDP) described in IMC 0609, Mitigating System 
Cornerstone, this finding was determined to have very low safety significance (Green) because no loss of operability 
or functionality of the RWST resulted from the level sensing line freezing. There is no cross-cutting aspect of this 
NCV since the incorrect drawing that resulted in the inaccurate clearance was last  
revised in 1986 and is not indicative of current licensee performance. 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
“A” Emergency Diesel Generator Fuel Oil Transfer Pump Power Supply Cable Subjected to Continuous 
Submersion in Water Design Deficiency 
The inspectors identified a NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, in that the licensee 
failed to maintain a safety-related cable in an environment for which it was designed. Specifically, the “A” Emergency 
Diesel (EDG) Fuel Oil Transfer Pump power supply cable was exposed to continuous submersion in  
water. The licensee removed the accumulated water from the hand hole, resealed, and reinstalled the hand hole cover. 
The licensee entered the issue into the corrective action program as AR 370343.  
 
Failure to maintain a safety related cable in an environment for which it was designed is a performance deficiency. 
The finding is more than minor in accordance with IMC 0612, Appendix B (Block 9, Figure 2), “Issue Screening,” 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, subjecting the “A” EDG fuel oil transfer pump cable to continuous  
submersion could, over time degrade the cable and result in failure. In accordance with IMC 0609 (Table 4a), “Phase 
1 – Initial Screening and Characterization of Findings”, the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The cause of the finding was directly related to the problem evaluation cross-cutting 
aspect in the corrective action program component of the Problem Identification and Resolution area because the 
licensee did not thoroughly evaluate the condition described in NRC Generic Letter 2007-01 Inaccessible or 
Underground Power Cable Failures that Disable Accident Mitigation Systems or Cause Plant Transients (P.1 (c))



Inspection Report# : 2010002 (pdf)  

Barrier Integrity 

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Post Maintenance Test of Residual Heat Removal Valve Interlock Function 
The team identified a finding having very low safety significance (Green) involving the failure to perform a post 
maintenance test to verify functionality of valve position permissive interlocks associated with the reactor coolant 
system (RCS) hot leg loop isolation valves. The licensee performed a visual inspection to verify that the associated 
contacts for the valve position permissive interlock function were in their expected open position, and is tracking 
further actions in the corrective action program under NCR 422032.  
 
The failure to perform a post maintenance test to verify functionality of the permissive interlock associated with the 
RCS hot leg loop isolation valves following replacement of relays which affected that function was a performance 
deficiency. The finding was more than minor because it adversely affected the RCS and barrier performance attribute 
of the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to verify functionality of the 
permissive interlocks for the RCS hot leg loop isolation valves following intrusive maintenance, challenged the 
assurance that the interlock’s design function would be available to prevent opening of the RCS hot leg isolation 
valves with a flow path established to the RWST and; therefore, prevent a loss of RCS water inventory to the RWST. 
The finding was determined to be of very low safety significance because the finding would not have likely affected 
other mitigation systems resulting in a total loss of their safety function. Further, this finding did not constitute a 
violation of NRC requirements since the interlock function and associated components the licensee failed to test were 
not safety-related. The finding is assigned a cross-cutting aspect in the resources component of the human 
performance area in that complete, accurate, and up-to-date work packages were not provided [H.2(c)]. (Section 
1R21.3)  
 
Inspection Report# : 2010011 (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 : March 03, 2011 



Robinson 2 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform 5-year Vendor Manual Specified Reactor Coolant Pump Motor Inspections 
The inspectors identified a Green finding for failure to perform vendor recommended inspections of the reactor 
coolant pump (RCP) motors. Visual inspections of the RCP stator assemblies were not performed at five year intervals 
in accordance with the vendor technical manual preventive maintenance instructions. Adequate justification for 
exceeding the five year interval was not provided. Inspection of the stator assembly in accordance with the vendor 
recommendations at a five year interval is expected to have identified any significant degradation requiring repairs. 
The licensee failed to conduct these inspections and a motor failure occurred on October 7, 2010. The licensee 
replaced the failed “C” RCP motor and will evaluate the preventive maintenance inspection interval. The licensee has 
entered this issue into the CAP as Nuclear Condition Report (NCR) 438509.  
 
The failure to partially disassemble the RCP motors and perform visual inspections of the rotor and stator assemblies 
was a performance deficiency that was within the licensee’s ability to foresee and correct, and therefore should have 
been prevented. The finding is more than minor because it adversely impacted the equipment performance attribute of 
the initiating event cornerstone and its 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, the “C” RCP motor 
failed causing a reactor trip. The finding, screened per Appendix A of IMC 0609, Significance Determination Process, 
was determined to have very low safety significance (Green) because although the stator failure damaged the number 
two and number three RCP seals, no damage to number one RCP seal occurred. The number one RCP seal is the 
primary reactor coolant system pressure boundary. A cross-cutting aspect was not assigned to the finding because the 
performance deficiency does not represent current performance.  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to have adequate work and post maintenance testing insturctions for the volume control tank 
comparator module 
A self revealing Green finding was identified for a failure to have adequate work orders to properly configure and post 
maintenance test the volume control tank (VCT) level comparator module. The licensee’s procedure ADM-NGGC-
0104, Work Implementation and Completion, required that work orders contain all work activities necessary to 
perform all related work activities including Post Maintenance Testing (PMT). The licensee’s work orders for 
installing a jumper on the VCT level comparator module and for post maintenance testing failed to contain adequate 
instructions to properly configure (place jumper in correct location) and post maintenance test the volume control tank 
level comparator module. This resulted in the failure of the charging pump suction to automatically transfer from the 
volume control tank to the refueling water storage tank (RWST) when the auto transfer VCT low level setpoint was 
reached. The licensee’s identified corrective actions included repairing the subject VCT level module, reviewing the 
adequacy of other replacement NUS modules that have non-safety control functions and revising the site specific 
PMT procedures to provide more specific guidance for ensuring that the control loop circuit is adequately tested.  
 
The failure to have adequate work order instructions to properly configure and post maintenance test the volume 
control tank level comparator module is a performance deficiency. This finding is greater than minor because the 
failure to auto transfer from the VCT to the RWST could cause a failure of the charging pump, resulting in the loss of 
seal injection which is a precursor to a seal LOCA. Using IMC 0609, “Significance Determination Process,” (SDP) 



Phase 1 Worksheet, the inspectors concluded that a Phase 2 evaluation was required since the finding could have 
likely affected other mitigation systems resulting in a total loss of their safety function. This issue was evaluated using 
IMC 0609, Appendix A (SDP Phase 2) as being potentially greater than green with loss of component cooling water 
(LOCCW) and loss of service water (LOSW) as the dominant sequences. A phase 3 SDP risk evaluation was 
performed by a regional senior reactor analyst in accordance with the guidance in IMC 0609 Appendix A utilizing the 
NRC’s Robinson Standardized Plant Analysis Risk (SPAR) model. The VCT level comparator module performance 
deficiency resulted in a core damage frequency increase of less than 1E-6, Green. The risk was mitigated by the 
availability of the letdown and normal makeup charging pump suction sources, which would be available under 
certain conditions reducing the likelihood of an autoswap demand. Another factor which mitigated the risk is that the 
fire shutdown procedures for most fire areas specify use of a manual RWST supply valve. The performance 
deficiency is characterized as Green, a finding of very low safety significance. This issue has a cross-cutting aspect in 
the resources component of the human performance area because the licensee did not provide complete, accurate, and 
up-to-date work packages for the configuration and testing of the VCT comparator module. (H.2.(c)) (Section 1R19) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to design and implement a simulator model that demonstrated reference plant response 
A self-revealing Green NCV of 10 CFR 55.46(c), “Simulation Facilities”, was identified for a plant referenced 
simulator used for administration of operating tests not correctly modeling the reference plant. A loss of electrical 
power that resulted in a loss of component cooling water (CCW) to the reactor coolant pump seals was not properly 
modeled in the simulator. When power to safety-related 480 volt bus E-2 was transferred to the emergency diesel 
generator in the reference-plant, FCV-626, thermal barrier heat exchanger outlet isolation flow control valve, closed. 
The simulator modeled FCV-626 to respond to CCW flow through the valve and did not model the effect of a loss of 
power to the valve operator and associated control circuit. Consequently, with a loss of power to bus E-2, the 
simulator model allowed this valve to remain open. The licensee documented the issue in Significant Adverse 
Condition Investigation Report, 390095. As corrective action the licensee changed the simulator modeling to match 
the plant configuration.  
 
The inspectors determined that the failure of the simulator to accurately demonstrate reference plant response was a 
performance deficiency. This finding was more than minor because it affected the human performance attribute of the 
initiating events cornerstone in that the unexpected closure of FCV-626 raises the likelihood of human error in 
response to a loss and subsequent re-energization of the E-2 Bus. This could challenge reactor coolant pump seal 
cooling and result in reactor coolant pump seal failure. The finding was evaluated using the Operator Requalification 
Human Performance SDP (MC 0609, Appendix I) because it was a requalification training issue related to simulator 
fidelity. The finding was of very low safety significance (Green) because the discrepancy did not have an impact on 
operator actions resulting in a total loss of RCP seal cooling and subsequent increase in reactor coolant system (RCS) 
leakage. There is not a cross-cutting aspect associated with the finding because the performance deficiency involving 
the simulator modeling occurred over 3 years ago and does not reflect current licensee performance. (Section 1R11.2) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Deficiencies in non safety-related cable installation result in fire and rector trip 
A self-revealing Green finding was identified for the licensee’s failure to adequately follow guidance in a design 
change package for the installation of non safety-related 4kV cables. This resulted in cables with design features 
inappropriate for the application being installed and eventually led to a fire and a reactor trip. Specifically, the licensee 
failed to follow the cable vendor recommendations and a self-imposed administrative requirement/standard for cable 
installation contained in cable specification L2-E-035, “Specification for 5,000 Volt Power Cable”. The licensee 
entered this into the CAP as NCR 390095. As corrective actions, the licensee replaced the cable, conduit and other 
damaged equipment, including evaluation on damage to cables in overhead, and the feeder cables to station service 



transformer (SST) 2E and 4kV bus 5.  
 
The failure to follow the guidance in the design change package to install non safety-related cables between Bus 4 and 
Bus 5 in accordance with their design change program and vendor and cable installation specifications was a 
performance deficiency. This finding was determined to be more than minor because it affected the Initiating Events 
Cornerstone objective of limiting events that upset plant stability, and was related to the attribute of Design Control 
(i.e., Plant Modifications). Specifically, the inadequate cable modification was determined to be the root cause of the 
reactor trip that occurred on March 28, 2010. This deficiency also paralleled Inspection Manual Chapter 0612, 
Appendix E, Example 2.e, as the licensee did not follow their own administrative requirements and vendor 
recommendations for cable installation. The performance deficiency was screened using Phase 1 of Inspection Manual 
Chapter 0609, Significance Determination Process, which determined that because the finding increases the likelihood 
of a fire, a Phase 3 SDP analysis was required. A phase 3 SDP risk evaluation was performed by a regional senior 
reactor analyst in accordance with the guidance in IMC 0609 Appendix F utilizing the NRC’s Robinson SPAR model. 
The Phase 3 analysis determined the finding to be of very low safety significance (Green) because the core damage 
frequency increase was less than 1E-6. There is not a cross-cutting aspect associated with the finding because the 
performance deficiency involving the cable installation occurred greater than 20 years ago and does not reflect current 
licensee performance. (Section 4OA5.11)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish an adequate PATH-1 emergency operating procedure 
The inspectors identified an apparent violation (AV) of Technical Specifications (TS) 5.4.1, “Procedures”, for the 
licensee’s failure to establish and maintain an adequate emergency procedure that ensured reactor coolant pump 
(RCP) seal cooling was maintained following a reactor trip. The licensee has entered this into the CAP as nuclear 
condition report (NCR) 423147. Corrective actions for this finding are still being evaluated.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 
accident (LOCA). Using Manual Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of 
Findings," the inspectors determined the finding required a Phase 2 analysis because the finding could result in RCS 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likely hood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding had a cross-cutting aspect of Documentation, 
Procedures, and Component Labeling, in the Resources component of the cross-cutting area of Human Performance, 
in that the licensee failed to ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2
(c)) (Section 4OA3.2)  
 
2010013 Report:  
The inspectors identified a green NCV of Technical Specifications (TS) 5.4.1, “Procedures”, for the licensee’s failure 
to establish and maintain an adequate emergency procedure that ensured reactor coolant pump (RCP) seal cooling was 
maintained following a reactor trip. The licensee has entered this into the corrective action program (CAP) as nuclear 
condition report (NCR) 423147. As a corrective action the licensee revised the Path1 procedure for verifying adequate 
seal cooling to the RCPs.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 



accident (LOCA). A Phase 3 analysis was performed utilizing the NRC’s Robinson Standardized Plant Analysis Risk 
(SPAR) model and developed an event tree to specifically evaluate the performance deficiency’s conditions. The 
result of the Phase 3 analysis was a core damage frequency increase of <1E-6/year a finding of very low safety 
significance. The cause of this finding had a cross-cutting aspect of Documentation, Procedures, and Component 
Labeling, in the Resources component of the cross-cutting area of Human Performance, in that the licensee failed to 
ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2(c)) (Section 4OA5.02)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  

Significance:  Aug 26, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Correct a Control Power Fuse Defect in 4kV Breaker 52/24  
A self-revealing finding of very low safety significance was identified for the licensee’s failure to follow the site’s 
CAP procedure, CAP-NGGC-0200, “Corrective Action Program,” Revision 26; in that a degraded control power 
condition for the non-vital 4kV Bus 5 feeder breaker 52/24 was not identified and evaluated through an NCR which 
resulted in inadequate corrective actions leading to a plant trip and a complicated plant fire. The licensee implemented 
corrective actions to replace the affected breaker and inspect all breakers potentially affected by the same degraded 
control power condition.  
 
This finding is more than minor because it is associated with Equipment Performance attribute of the Initiating Events 
Cornerstone and affects the cornerstone objective in that the failure to evaluate and correct the breaker position 
indicating light, which indicated the lack of breaker control power, resulted in the breaker failing to isolate an 
electrical fault, resulting in a reactor trip. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined that this finding 
contributed to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be 
available. Therefore, further significance determination analysis was performed in accordance with IMC 0609, 
Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations.” The inspectors 
conducted a Phase 3 analysis and determined this finding was of very low safety significance because the performance 
deficiency did not affect the mitigating capabilities of the auxiliary feedwater system and the feed and bleed safety 
function. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with 
the corrective action program component because the licensee failed to implement the corrective action program with 
a low threshold for identifying the issue, and ensuring that the issue was identified completely, accurately, and in a 
timely manner commensurate with its safety significance. (P.1.a)  
 
Inspection Report# : 2010006 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to determine the cause of and take corrective actions to preclude repetition of an identified 
programmatic deficiency in foreign-material-exclusion controls. 
Green. The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XVI, for the licensee’s failure in 
2004 to determine the cause of a programmatic deficiency in foreign-material-exclusion (FME) controls, which 
resulted in steam generator tube leakage. This licensee entered the issue into the corrective action program as AR 
272388 following the issuance of URI 05000261/2008002-01. A revised extent of condition and all corrective actions 
to the FME program were implemented in 2008.  
 
Failure to evaluate FME programmatic deficiencies in AR 115704 or in any other NCR since 2004 until the issuance 
of URI 05000261/2008002-01 is a performance deficiency. The inspectors initially screened this issue in accordance 
with Inspection Manual Chapter 0609 Appendix J for URI 05000261/2008002-1. This screening directed an 
additional operating cycle be reviewed to provide a basis to evaluate the effectiveness of the licensee’s corrective 
actions. Based on the steam generator tube performance following the most recent refueling outage, with respect to no 
potential tube ruptures (all tubes sustained 3 times delta Pressure for normal operation) or tubes that should have been 



repaired as a result of previous inspections, the issue was screened in accordance with Manual Chapter 0609 
Appendix A. This finding is more-than-minor because it affects the “Equipment Performance” attribute of the 
Initiating Events Cornerstone, in that deficiencies in foreign-material-exclusion controls could allow foreign material 
to enter the steam generators, and the foreign material could initiate a steam generator tube leak or rupture. The 
finding has very low safety significance because no significant tube damage occurred during the extended significance 
determination review. The finding is not indicative of current performance in that the timeframe of the performance 
deficiency was 2004-2007 and therefore a cross-cutting aspect will not be assigned to this issue.  
 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Two of Six Operating Crew Failures on the Simulator Operational Evaluation Portion of the 2011 Annual 
Requalification Operating Test 
Green: A self-revealing Green finding associated with operating crew performance on the simulator during facility-
administered requalification examination was identified. Two of the six crews evaluated failed to pass their simulator 
examinations. As immediate corrective action, the failed operating crews were remediated (i.e., the operating crews 
were re-trained and successfully retested) prior to returning to shift. The licensee has  
entered this issue into the corrective action program as non-conformance report (NCR) 444843.  
 
The inspectors determined that the crew failures constituted a performance deficiency based on the fact that licensed 
operators are expected to operate the plant with acceptable standards of knowledge and abilities demonstrated through 
periodic testing as required by 10 CFR 55.59(a)(2). Two out of six crews of licensed operators failed to demonstrate a 
satisfactory understanding of the required actions and mitigating  
strategies required to safely operate the facility under normal, abnormal, and emergency conditions. The finding is 
more than minor because the performance deficiency potentially affects the Human 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 finding reflected the potential 
inability of the crew to take appropriate safety-related action in response to actual abnormal and emergency conditions 
(loss of cooling to the RCP seals). The perceived risk associated with the number of crews failing the annual operating 
test is provided in the Simulator Operational Evaluation matrix of NRC Manual  
Chapter 0609, Appendix I, “Licensed Operator Requalification Significance Determination Process (SDP).” The 
finding is of very low safety significance (Green) because less than 34 percent of the operating crews failed, the failed 
operating crews were remediated (i.e., the operating crews were re-trained and successfully retested) prior to returning 
to shift, and because there were no operating crew failures the previous year. The cause of this finding was directly 
related to the cross-cutting aspect of personnel training and qualifications in the Resources component of the Human 
Performance area, in that the licensee failed to ensure the adequacy of the training provided to operators to assure 
nuclear safety. (H.2(b)) 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the Updated Final Safety Analysis Report Contributed to Insufficient Emergency Diesel 
Generator Lube Oil Inventory 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) for failure to update the 
Updated Final Safety Analysis Report (UFSAR), as required by 10 CFR 50.71(e), to include the minimum required 
inventory of lube oil for operation of the emergency diesel generators, following the conversion to improved standard 
technical specifications (ISTS). The inspectors determined that the failure to include this  
information contributed to the licensee falling below the minimum lube oil inventory required for the Emergency 
Diesel Generators to meet their seven day mission time. The licensee took immediate corrective actions to obtain 



sufficient lube oil and entered the issue into the corrective action program as nuclear condition report (NCR) 452251. 
 
This issue was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. This issue is more than minor because not having an updated portion of the UFSAR 
hinders the licensee’s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC’s ability to 
perform adequate regulatory reviews for license amendments and inspections. Consequently, it can have a material 
impact on licensed activities. This issue was determined to meet the criteria for a severity level IV violation in the 
NRC Enforcement Policy because the information was not used to make an unacceptable change to the facility or 
procedures. No cross-cutting aspect was assigned because cross-cutting aspects are not assigned to violations being 
dispositioned through the traditional enforcement process. 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 evaluation results in Emergency Core Cooling System Inoperability 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) of 10 CFR 50.59 for the 
licensee’s failure to perform an adequate safety evaluation documenting why implementing a procedure change for the
Emergency Core Cooling System (ECCS) Residual Heat Removal (RHR) injection sub-system did not present a more 
than minimal increase in the likelihood of occurrence of a malfunction of a structure, system, or component (SSC) 
important to safety previously evaluated in the updated safety analysis report (UFSAR). The licensee erroneously 
referenced a vendor analysis which was not part of the licensing basis to support the safety evaluation. The procedure 
change was used by Operations and resulted in a violation of Technical  
Specification (TS) 3.5.3 ECCS – Shutdown for the required RHR injection sub-train being inoperable in Mode 4 and 
the associated action statement was not complied with. After the fact and upon discovery, the licensee established 
administrative controls to ensure compliance with TS in the future. The issue was entered into the corrective action 
program as NCR 425136.  
 
The licensee’s use of an unapproved vendor evaluation of LOCA response as justification to support a 10 CFR 50.59 
safety evaluation was a performance deficiency. The traditional enforcement review of the performance deficiency is 
more than minor because plant procedures were changed without prior NRC review and approval, which impacted the 
regulatory process. Violations of 10 CFR 50.59 are dispositioned using the  
Traditional Enforcement process instead of the SDP because they are considered to be violations that could potentially 
impede or impact the regulatory process. However, if possible, the underlying technical issue is evaluated under the 
SDP to determine the severity of the violation. In this case, the inspectors determined the finding could be evaluated 
under the SDP because the ECCS RHR injection subsystem became inoperable because of an inadequate safety 
evaluation and procedure change resulting in a violation of TS 3.5.3, ECCS-Shutdown. The finding was evaluated 
using IMC 0609.04, Significance Determination Process  
(SDP) Phase 1 screening worksheets. This finding adversely impacted the Mitigating Systems cornerstone objective to 
ensure the availability of systems that respond to initiating events to prevent undesirable consequences. Because it 
represented an actual loss of safety function of both trains of RHR, an SDP Phase 2 analysis was required. The 
inspectors determined that the finding could not be adequately assessed using the  
Phase 2 process; therefore, a SDP Phase 3 analysis was performed for the deficiency using an at-power (vice a 
shutdown evaluation) because the performance deficiency would manifest itself immediately after shutting down the 
unit or immediately preceding returning to power. The NRC's risk model was modified to reflect the total loss of RHR 
injection capability due to either voiding of the pump suctions or the associated waterhammer  
event. The resulting analysis, including the risk contribution due to external sources, was less than 1E-6/year and the 
finding is Green. The dominant cutsets were medium and small break loss of coolant accidents that proceed 
immediately to core damage due to the lack of low pressure injection. In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, this violation is categorized as Severity Level IV because the resulting changes were evaluated 
by the SDP as having very low safety significance (Green). The inspectors determined the cause of the finding was 
directly related to verification of underlying assumptions aspect in the decision making component of the Human 
Performance area because the licensee did not validate whether the vendor analysis was part of the licensee’s licensing 
basis (H.1(b)). 
Inspection Report# : 2011002 (pdf)  



Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedure violation for overriding feedwater isolation safety function in Mode 3 
A self-revealing Green NCV of Technical Specification (TS) 5.4.1, Procedures, was identified when the licensee 
bypassed the feedwater isolation safety function, in Mode 3, a condition prohibited by TS and an action contrary to 
procedural requirements. On October 7, 2010, Unit 2 was in Mode 3 after a reactor trip that occurred earlier in the 
day. Steam generator feedwater was being supplied by the auxiliary feedwater (AFW) system and the main feedwater 
system was not running because of an automatic feedwater isolation, which occurred shortly after the reactor trip due 
to high ‘C’ S/G water level. Contrary to procedure OP-403, Feedwater System, control room operators overrode the 
feedwater isolation safety function by placing the feedwater logic switches in “Override/Reset,” and leaving them in 
that position for three hours and twenty minutes. Upon realization of the error, licensee operators isolated S/G feed 
flow, placed the feedwater isolation logic switches in the “Normal” position, and restarted S/G feed flow with the 
AFW system. This issue was entered into the licensee’s CAP as AR 425643.  
 
The failure to operate the feedwater isolation logic switches in accordance with plant procedures is a performance 
deficiency. The finding is more than minor because it affects the human performance attribute of the Mitigating 
Systems cornerstone and the objective of ensuring the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the finding affected the 
ability for the feedwater isolation (FWIS) to isolate the S/Gs and prevent overfeeding/overcooling events. The 
inspectors evaluated this finding using IMC 0609, Significance Determination Process Phase 1 screening and 
determined that the finding represented a complete loss of the FWIS function which required further evaluation under 
SDP Phase 2. The Robinson Phase 2 Pre-Solved SDP Worksheet and Phase 2 SDP Notebook did not include the 
FWIS function therefore a phase 3 SDP analysis was performed by a regional Senior Regional Analyst (SRA) in 
accordance with NRC IMC 0609. The plant was already shutdown prior to the performance deficiency so Anticipated 
Transients Without Scram scenarios would not be valid. The impact of the loss of the FWIS function would be that 
the S/Gs would not be isolated on Hi-Hi S/G water level and plant overfeed scenarios could result in Safety Injection 
initiation on low Reactor Coolant System (RCS) pressure and potential overfill/moisture carryover scenarios could 
overspeed the turbine driven AFW pump. The phase 3 analysis considered a potential overcooling and safety injection 
scenario using the licensee’s full scope Robinson Probabilistic Risk Assessment (PRA) model data and a potential 
moisture carryover induced overfeed scenario causing a loss of the turbine driven AFW pump on overspeed using the 
NRC Robinson Standardized Plant Analysis Risk (SPAR) model and data. The core damage frequency increase for 
both scenarios was <1E-6 per year. The risk was mitigated by the short exposure period. The finding is characterized 
as Green, a finding of very low safety significance. The finding has a cross-cutting aspect in the Human Performance 
area, Decision Making component because the licensee failed to make a safety-significant or risk-significant decision 
using a systematic process to ensure safety was maintained when faced with uncertain or unexpected plant conditions. 
Specifically, the licensee intentionally bypassed the safety function of feedwater isolation instrumentation while it was 
required with the reactor plant in Mode 3. (H.1(a)) (Section 4OA5.02)  
 
Inspection Report# : 2010012 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Operator transient response adversely affected by uncorrected, known plant deficiency 
The inspectors identified a Green finding for failure to correct a known equipment deficiency which adversely 
affected the operators’ ability to respond to reactor trip transients. Contrary to the licensee’s corrective action 
program, as described in procedure CAP-NGGC-0200, the licensee failed to address and correct an abnormal or 
unexpected equipment condition that affected and complicated plant events. The turbine building lubrication oil (lube 
oil) area fire protection detectors were known to actuate the turbine building lube oil deluge system after reactor trips 
when the 6A and 6B feedwater heater relief valves lifted. After the October 7, 2010, reactor trip, steam from the relief 
valves drifted to the area of the turbine building fire detectors, causing them to actuate the turbine building lube oil 
deluge system. This actuation caused distractions in the main control room because of several fire protection alarms 
sprayed fire protection water in the turbine building, and required the diversion of field operators to isolate the 
spuriously actuated deluge system. As an immediate corrective action after the October 7, 2010, reactor trip, the 



licensee directed the steam relief valve discharges from the 6A and 6B feedwater heaters and the 1A and 1B moisture 
separator drain tanks to an area outside the turbine building (NCR 425437).  
 
The failure to correct a long-standing deficiency that adversely affected operator response to reactor trips is a 
performance deficiency. The finding is more than minor because it is associated with the mitigating systems 
cornerstone attribute of human performance in that the performance of operators was adversely affected by the fire 
protection actuation after the reactor trip. This adverse effect included diverting operator attention and resources away 
from initiating event response. Using the Inspection Manual 0609, Significance Determination Process Phase 1 
Worksheet, the inspectors concluded that the finding is of very low safety significance (Green) because it is not a 
design or qualification deficiency, does not represent a loss of safety function, does not represent the loss of safety 
function of a single train of TS equipment, does not represent the loss of risk-significant equipment, and is not 
potentially risk significant due to an external events. The cause of this finding is directly related to the corrective 
action  
 
program component of the problem identification and resolution cross cutting area because appropriate and timely 
corrective actions were not taken for a known adverse condition. (P.1(d)) (Section 4OA5.08)  
 
Inspection Report# : 2010012 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Comply with Conduct of Operations Procedure 
The inspectors identified a problem associated with the failure to implement requirements and standards of the fleet 
conduct of operations procedure, which involves an AV and four related violations for failure to meet Technical 
Specification (TS) 5.4.1, “Procedures”. Specifically, the licensee’s failure to adequately implement operational 
oversight functions including: command and control, supervision, and independent assessment which contributed to 
an uncontrolled cooldown of the Reactor Coolant System (RCS) and subsequent safety injection, actions that 
increased the likelihood of Reactor Coolant Pump (RCP) seal failure, and the initiation of a preventable plant fire that 
resulted in an Alert emergency classification being declared. Furthermore, the four related violations of TS 5.4.1, 
“Procedures” mentioned above were identified for failure to follow procedures: APP-003-E3, “VCT Hi/Lo Level”; 
EPP-4, “Reactor Trip Response”, APP-009-B6, “Aux Transfer Fault Trip”; and Emergency Operating Procedure, Path 
1. As corrective actions, the licensee enhanced the licensed operator training material, re-trained and evaluated all 
control room operators, performed procedure enhancements, crew reconstitution to enhance performance, and 
personnel and management changes. This finding was entered into the licensee’s CAP as NCRs 390095 and 423246. 
 
Failure to adequately implement the requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
adequately implement requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, contributed to a 
complete loss of charging system flow, an increase in the likelihood of RCP seal failure and initiation of a fire on 
March 28, 2010. A Phase 3 SDP analysis using the NRC’s Robinson SPAR model and input from the licensee’s full 
scope model resulted in this finding being characterized as preliminarily White, a finding of low to moderate safety 
significance. The cause of this finding had a cross-cutting aspect of supervisory and management oversight of work 
activities such that nuclear safety is supported, in the Work Practices component of the Human Performance cross-
cutting area, because plant supervisors failed to enforce proper communications methods at the job site and failed to 
properly supervise workers executing procedure steps. (H.4(c)) (Section 4OA5.01) 
Inspection Report# : 2010013 (pdf)  
Inspection Report# : 2011008 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Proper In-service Testing Acceptance Criteria to Prevent Reverse Rotation of the SDAFW 



Pump 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the licensee’s 
failure to ensure the in-service testing (IST) of the discharge check valve of the Auxiliary Feedwater (AFW) steam 
driven pump applied an acceptance criterion that is in accordance with the limits established in design documents. The 
licensee revised the IST procedure during the inspection and is tracking further action in the corrective action program 
under NCR 419768.  
 
The failure to establish proper acceptance criteria for the Steam Driven (SD) AFW discharge check valve was a 
performance deficiency. This finding was more than minor because it affected the mitigating systems cornerstone 
attribute of procedure quality to ensure the availability, reliability, and capability of safety systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to incorporate the proper acceptance 
criteria could result in a failure of the test to identify a check valve degraded to a condition where its back leakage will 
cause reverse rotation of the SD AFW pump. This finding was of very low safety significance because it was not a test 
issue resulting in loss of function, did not represent an actual loss of a system safety function, did not result in 
exceeding the TS allowed outage time, and did not affect external event mitigation. The team determined that no cross 
cutting aspect was applicable to this performance deficiency because the failure to establish a proper acceptance 
criteria for the discharge check valve of the SDAFW pump was determined to not be indicative of current licensee 
performance. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Ensure that the Full Range of Emergency Diesel Generator Frequency is Accounted for in the 
Safety Analyses 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s 
failure to account for the high range of Emergency Diesel Generator (EDG) frequency allowed by technical 
specifications (TS) in the safety analysis. While no immediate operability issues were identified, the licensee entered 
this issue into the corrective action program as NCR 420058.  
 
The failure to evaluate the effect of high EDG frequency was a performance deficiency. This finding was a more than 
minor because it affected the mitigating systems cornerstone attribute of design control to ensure the availability, 
reliability, and capability of safety systems that respond to initiating events to prevent undesirable consequences. This 
finding also closely parallels IMC 0612, Appendix E, Example 3.j, "Not Minor: If the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to worse errors if uncorrected." 
Specifically, failure to account for an allowable diesel frequency of 61.2 Hz (60 +2%) for all safety related pumps 
may result in operating at a higher flow rate and a higher developed suction head. This finding was of very low safety 
significance because it was not a design issue resulting in loss of function, did not represent an actual loss of a system 
safety function, did not result in exceeding the TS allowed outage time, and did not affect external event mitigation. 
The team also evaluated the finding for cross-cutting aspects and determined it to involve the area of Problem 
Identification and Resolution associated with Operating Experience for the licensee’s failure thoroughly evaluate 
NRC Information Notice 2008-02, which specifically identified high diesel frequency as a potential problem for AC 
motor-operated pumps [P.2(a)]. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Capability of the Fuel Oil Storage Tank and the Service Water Pumps to Fulfill 
Their Safety Functions Under All Conditions 
The team a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the licensee’s failure to 
have calculations supporting the design bases of safety related components, specifically for the EDG fuel oil storage 



tank with respect to tornado wind loadings, and the net positive suction head (NPSH) of the service water pumps. No 
immediate operability issues were identified and the licensee entered this issue into the corrective action program as 
NCR 422985 and NCR 423985.  
 
The failure to demonstrate the adequacy of the design for safety related components, specifically regarding the 
capability of the fuel oil storage tank to withstand tornado wind loading and the failure to demonstrate that the NPSH 
available to the service water pumps was greater than the required NPSH, was a performance deficiency. This finding 
was more than minor because it affected the mitigating systems cornerstone attribute of design control to ensure the 
availability, reliability, and capability of safety systems that respond to initiating events to prevent undesirable 
consequences. This finding was of very low safety significance because the licensee performed a simplified evaluation 
indicating that this condition was not a design issue resulting in loss of function, it did not represent an actual loss of a 
system safety function, did not result in exceeding the TS allowed outage time, and did not affect external event 
mitigation. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure to demonstrate the adequacy of the design was determined to not be indicative of current licensee 
performance. (Section 1R21.2.4)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate EDG Starting Air System Design Requirements into TS 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the failure to 
correctly translate the design basis of the EDG air start system into specifications. Specifically, the licensee did not 
properly translate the lowest air pressure for the EDG air start receiver that would provide a single EDG start into the 
TS (150 psig). The licensee reviewed the low pressure alarm history of the EDGs and did find any instance where 
they failed to declare the EDG inoperable based on the new operability setpoint. Further actions are being tracked in 
the corrective action program under NCR 423776.  
 
The licensee’s failure to correctly translate the design basis of the EDG air start system into the TS was determined to 
be a performance deficiency. The finding was more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern. Specifically, the EDG starting air receiver 
pressure could fall below 150 psig, but the TS would not direct the licensee to declare the EDG inoperable. The 
finding is of very low safety significance as it was determined not to have resulted in the loss of operability or 
functionality. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure was determined to not be indicative of current licensee performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Criteria to Prevent Spurious Actuation of Amptector Trip Devices 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” in that the licensee 
failed to verify the adequacy of the design for Amptector trip devices installed on safety related 480V circuit breakers. 
The licensee reviewed the latest calibration records and contacted the vendor for further guidance and additional 
information. Further actions are being tracked in the corrective action program under NCR 423795.  
 
The team determined that the failure to establish an adequate minimum setting for Amptector trip devices was a 
performance deficiency. The finding was more than minor because it was associated with the design control attribute 
of the mitigating systems cornerstone and affected the cornerstone objective of  
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Also, this finding closely parallels NRC IMC 0612, Appendix E, Example 3.j in that the condition 
resulted in reasonable doubt of the operability of the safety related 480V system pending re-analysis. Specifically, the 
licensee failed to evaluate margins needed to prevent spurious tripping during accident loading conditions. The team 



determined the finding was of very low safety significance because it was a design deficiency that did not result in a 
loss of operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to 
involve the area of Human Performance, because this condition is related to the component of resources which 
requires complete, accurate and up-to-date design documentation, specifically calculations, to assure nuclear safety 
[H.2(c)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Vendor Recommendations Into Procedures for 480V Circuit Breakers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Procedures, Instructions and Drawings,” 
for failure to follow procedure EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment; specifically for safety 
related 480V Breakers and reactor trip breakers. The licensee performed a gap analysis, reviewed the discrepancies, 
and concluded that they did not impede the ability of the breakers from performing their associated function. Further 
actions are being tracked in the corrective action program under NCRs 422184 and 422976.  
 
The team concluded that the failure to perform reviews to determine technical accuracy and potential changes to 
procedures for circuit breaker vendor manual changes was a performance deficiency. This finding is more than minor 
because it affects the mitigating systems cornerstone objective to ensure the reliability, availability, and capability of 
systems that respond to initiating events and is associated with the attribute of procedure quality, in that procedure 
inconsistencies were identified in procedures MST-012-1, Maintenance and Testing of “A” Reactor Trip Breaker, and 
PM-466, Westinghouse Type 50DH350E 1200 Amp 4160V Air Circuit Breaker Maintenance. This finding also 
closely parallels IMC 0612, Appendix E, Example 4.a., in that the procedure discrepancies indicate that the licensee 
routinely failed to perform reviews EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment. The team determined the 
finding was of very low safety significance because it was a design deficiency that did not result in a loss of 
operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to involve 
the area of Problem Identification and Resolution associated with Operating Experience for the licensee’s failure to 
thoroughly evaluate vendor recommendations, as well as NRC Information Notice 2008-02 which identified an issue 
relating to improper maintenance of circuit breakers involving failure to follow vendor maintenance recommendations 
[P.2(b)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to correctly implement a systems approach to training for the licensed oeprator requalification 
program 
The inspectors identified an Apparent Violation (AV) of 10 CFR 55.59(c), “Requalification program requirements”, 
for the licensee’s failure to properly implement elements of a Commission approved program developed using a 
systems approach to training (SAT), that was implemented in lieu of meeting the requirements defined in 10 CFR 
55.59 (c). The finding was entered into the licensee’s corrective action program as NCR-423232, NCR-423238, and 
NCR-423239. Corrective actions for this finding are still being evaluated.  
 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Initiating Events Cornerstone and affected the cornerstone’s 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, the 
failure to implement training requirements for Path-1 and perform adequate retraining of operators that demonstrated 
areas of weakness during operating tests contributed to operators’ failure to identify and implement actions to mitigate 
a loss of seal cooling to the reactor coolant pumps (RCPs) during the events of March 28, 2010. Contrary to 



Augmented Inspection Team Report 05000261/2010009, further inspection revealed that RCP seal injection was not 
adequate coincident with a loss of cooling to the thermal barrier heat exchanger to the “B” RCP. Using Manual 
Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of Findings," the inspectors 
determined the finding required a Phase 2 analysis because the finding could result in reactor coolant system (RCS) 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likelihood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding was directly related to the cross cutting  
aspect of Personnel Training and Qualifications in the Resources component of the Human Performance area, in that 
the licensee failed to ensure the adequacy of the training provided to operators to assure nuclear safety. (H.2(b)) 
(Section 1R11.3)  
 
2010013 Report:  
The inspectors identified a problem associated with the implementation of the Commission approved requalification 
program developed using a system approach to training, which involves an apparent violation and an associated 
finding. Specifically, the AV of 10 CFR 55.59(c)4 involves the failure to adequately design and implement training 
based on learning objectives in that lesson material failed to identify the basis of a procedural action involving reactor 
coolant pump seal cooling in procedure Path-1, as required by the definition of systems approach to training, Element 
3 in 10 CFR 55.4. The associated finding involves the failure to meet Training Program Procedure TTP-200, 
“Licensed Operator/Shift Technical Advisor Continuing Training Program,” which is part of the systems approach to 
training, by not identifying, documenting, and evaluating operator weaknesses exhibited during evaluated scenarios. 
As corrective actions, the licensee trained all licensed operators on PATH-1-005 objective requirements and increased 
the rigor of their remediation program. The finding was entered into the licensee’s CAP as NCR-423232, NCR-
423238, and NCR-423239.  
 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
implement training requirements for Path-1 contributed to operators’ failure to identify and implement actions to 
mitigate a loss of seal cooling to the reactor coolant pumps during the events of March 28, 2010. A Phase 3 SDP 
analysis using the NRC’s Robinson SPAR model and input from the licensee’s full scope model resulted in this 
finding being characterized as preliminarily White, a finding of low to moderate safety significance. The cause of this 
finding was directly related to the cross cutting aspect of Personnel Training and Qualifications in the Resources 
component of the Human Performance area, in that the licensee failed to ensure the adequacy of the training provided 
to operators to assure nuclear safety. (H.2(b)) (Section 4OA5.03)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  
Inspection Report# : 2011008 (pdf)  

Significance:  Aug 26, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Correct a Condition Adverse to Quality in “B” Emergency Diesel Generator Output Breaker 52/27B 
The NRC identified an apparent violation (AV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action” 
for the licensee’s failure to promptly correct a condition adverse to quality involving the failure of the “B” Emergency 
Diesel Generator (EDG) output breaker 52/27B to close in October 2008 due to a stuck control relay linkage. As a 
result, the failure recurred in April 2009 and caused the EDG to become inoperable. The licensee implemented actions 
to correct the cause of the breaker failure and to inspect all similar breakers susceptible to the same condition.  
 
This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and adversely affects the cornerstone objective in that the failure to correct the “B” EDG output 
breaker 52/27B resulted in the inoperability of the “B” EDG for a period greater than the allowed outage time in plant 
Technical Specifications (TS). An SDP analysis using the NRC’s Robinson Standardized Plant Analysis Risk (SPAR) 
model and input from the licensee’s full scope model resulted in this finding being characterized as preliminarily 



White, a finding of low to moderate safety significance. This finding has a cross-cutting aspect in the area of problem 
identification and resolution associated with the corrective action program component because the licensee failed to 
implement the corrective action program with a low threshold for identifying the issue, and ensuring that the issue was 
identified completely, accurately, and in a timely manner commensurate with its safety significance (P.1.a).  
 
10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, requires in part, that measures shall be established to 
assure that conditions adverse to quality, such as failures, malfunctions, and non-conformances are promptly 
identified and corrected. Technical Specifications (TS) 3.8.1, Condition B, requires that an inoperable Emergency 
Diesel Generator (EDG) shall be restored to operable status within 7 days.  
 
Contrary to the above, on October 15, 2008, Carolina Power and Light Company (Licensee) failed to assure that a 
condition adverse to quality, involving an EDG output breaker 52/27B failure-to-close malfunction, was promptly 
corrected. Specifically, indications of control relay malfunction during post-modification testing existed but were not 
identified and corrected. As a result, a similar malfunction during a surveillance test caused the “B” EDG to become 
inoperable, from March 28 to April 23, 2009, which exceeded the TS allowed outage time.  
 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  

Significance: SL-III Aug 26, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Materially Inaccurate Information Provided to NRC in LER 2009-001 which impacted the Regulatory Process 
The NRC identified an AV of 10 CFR 50.9(a) for failure to provide accurate and complete information in Licensee 
Event Report (LER) 05000261/2009-001-000. This information was material to NRC because it was used, in part, as 
the basis for exercising enforcement discretion for a violation of TS Action Statement 3.8.1.B.4 and Condition C. This 
AV has been entered into the licensee’s corrective action program as NCRs 413010 and 419191 to correct the 
inaccurate and incomplete information.  
 
This violation is being treated as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. The inspectors determined the severity level of this apparent violation is 
potentially greater than Severity Level IV. Cross-cutting aspects are not assigned to violations being dispositioned 
through the traditional enforcement process.  
 
10 CFR 50.9(a) requires, in part, that information provided to the Commission by a licensee shall be complete and 
accurate in all material respects.  
 
Contrary to the above, on June 18, 2009, the Licensee submitted information that was not complete and accurate in all 
material respects. Specifically, the Licensee submitted Licensee Event Report (LER) 05000261/2009-001-00 which 
described the corrective actions taken on October 15, 2008, for a similar “B” EDG output breaker failure. The LER 
stated that the breaker was tested in accordance with Preventive Maintenance (PM) Procedure, PM-163, “Inspection 
and Testing of Circuit Breakers for 480 Volt Bus  
E2” and that the procedure was successfully completed. The NRC determined that the Licensee did not conduct full 
testing as stated, and had only completed the instructions for returning the breaker to service. The information 
provided in the LER was material because the NRC relied on this information to exercise enforcement discretion for 
the 2009 failure which would likely have resulted in an additional inspection effort.  
 
This is a Severity Level III violation (Enforcement Policy, Supplement VII.C.1). 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  

Barrier Integrity 

Significance:  Nov 15, 2010 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Post Maintenance Test of Residual Heat Removal Valve Interlock Function 
The team identified a finding having very low safety significance (Green) involving the failure to perform a post 
maintenance test to verify functionality of valve position permissive interlocks associated with the reactor coolant 
system (RCS) hot leg loop isolation valves. The licensee performed a visual inspection to verify that the associated 
contacts for the valve position permissive interlock function were in their expected open position, and is tracking 
further actions in the corrective action program under NCR 422032.  
 
The failure to perform a post maintenance test to verify functionality of the permissive interlock associated with the 
RCS hot leg loop isolation valves following replacement of relays which affected that function was a performance 
deficiency. The finding was more than minor because it adversely affected the RCS and barrier performance attribute 
of the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to verify functionality of the 
permissive interlocks for the RCS hot leg loop isolation valves following intrusive maintenance, challenged the 
assurance that the interlock’s design function would be available to prevent opening of the RCS hot leg isolation 
valves with a flow path established to the RWST and; therefore, prevent a loss of RCS water inventory to the RWST. 
The finding was determined to be of very low safety significance because the finding would not have likely affected 
other mitigation systems resulting in a total loss of their safety function. Further, this finding did not constitute a 
violation of NRC requirements since the interlock function and associated components the licensee failed to test were 
not safety-related. The finding is assigned a cross-cutting aspect in the resources component of the human 
performance area in that complete, accurate, and up-to-date work packages were not provided [H.2(c)]. (Section 
1R21.3)  
 
Inspection Report# : 2010011 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : June 07, 2011 



Robinson 2 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform 5-year Vendor Manual Specified Reactor Coolant Pump Motor Inspections 
The inspectors identified a Green finding for failure to perform vendor recommended inspections of the reactor 
coolant pump (RCP) motors. Visual inspections of the RCP stator assemblies were not performed at five year intervals 
in accordance with the vendor technical manual preventive maintenance instructions. Adequate justification for 
exceeding the five year interval was not provided. Inspection of the stator assembly in accordance with the vendor 
recommendations at a five year interval is expected to have identified any significant degradation requiring repairs. 
The licensee failed to conduct these inspections and a motor failure occurred on October 7, 2010. The licensee 
replaced the failed “C” RCP motor and will evaluate the preventive maintenance inspection interval. The licensee has 
entered this issue into the CAP as Nuclear Condition Report (NCR) 438509.  
 
The failure to partially disassemble the RCP motors and perform visual inspections of the rotor and stator assemblies 
was a performance deficiency that was within the licensee’s ability to foresee and correct, and therefore should have 
been prevented. The finding is more than minor because it adversely impacted the equipment performance attribute of 
the initiating event cornerstone and its 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, the “C” RCP motor 
failed causing a reactor trip. The finding, screened per Appendix A of IMC 0609, Significance Determination Process, 
was determined to have very low safety significance (Green) because although the stator failure damaged the number 
two and number three RCP seals, no damage to number one RCP seal occurred. The number one RCP seal is the 
primary reactor coolant system pressure boundary. A cross-cutting aspect was not assigned to the finding because the 
performance deficiency does not represent current performance.  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to have adequate work and post maintenance testing insturctions for the volume control tank 
comparator module 
A self revealing Green finding was identified for a failure to have adequate work orders to properly configure and post 
maintenance test the volume control tank (VCT) level comparator module. The licensee’s procedure ADM-NGGC-
0104, Work Implementation and Completion, required that work orders contain all work activities necessary to 
perform all related work activities including Post Maintenance Testing (PMT). The licensee’s work orders for 
installing a jumper on the VCT level comparator module and for post maintenance testing failed to contain adequate 
instructions to properly configure (place jumper in correct location) and post maintenance test the volume control tank 
level comparator module. This resulted in the failure of the charging pump suction to automatically transfer from the 
volume control tank to the refueling water storage tank (RWST) when the auto transfer VCT low level setpoint was 
reached. The licensee’s identified corrective actions included repairing the subject VCT level module, reviewing the 
adequacy of other replacement NUS modules that have non-safety control functions and revising the site specific 
PMT procedures to provide more specific guidance for ensuring that the control loop circuit is adequately tested.  
 
The failure to have adequate work order instructions to properly configure and post maintenance test the volume 
control tank level comparator module is a performance deficiency. This finding is greater than minor because the 
failure to auto transfer from the VCT to the RWST could cause a failure of the charging pump, resulting in the loss of 
seal injection which is a precursor to a seal LOCA. Using IMC 0609, “Significance Determination Process,” (SDP) 



Phase 1 Worksheet, the inspectors concluded that a Phase 2 evaluation was required since the finding could have 
likely affected other mitigation systems resulting in a total loss of their safety function. This issue was evaluated using 
IMC 0609, Appendix A (SDP Phase 2) as being potentially greater than green with loss of component cooling water 
(LOCCW) and loss of service water (LOSW) as the dominant sequences. A phase 3 SDP risk evaluation was 
performed by a regional senior reactor analyst in accordance with the guidance in IMC 0609 Appendix A utilizing the 
NRC’s Robinson Standardized Plant Analysis Risk (SPAR) model. The VCT level comparator module performance 
deficiency resulted in a core damage frequency increase of less than 1E-6, Green. The risk was mitigated by the 
availability of the letdown and normal makeup charging pump suction sources, which would be available under 
certain conditions reducing the likelihood of an autoswap demand. Another factor which mitigated the risk is that the 
fire shutdown procedures for most fire areas specify use of a manual RWST supply valve. The performance 
deficiency is characterized as Green, a finding of very low safety significance. This issue has a cross-cutting aspect in 
the resources component of the human performance area because the licensee did not provide complete, accurate, and 
up-to-date work packages for the configuration and testing of the VCT comparator module. (H.2.(c)) (Section 1R19) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to design and implement a simulator model that demonstrated reference plant response 
A self-revealing Green NCV of 10 CFR 55.46(c), “Simulation Facilities”, was identified for a plant referenced 
simulator used for administration of operating tests not correctly modeling the reference plant. A loss of electrical 
power that resulted in a loss of component cooling water (CCW) to the reactor coolant pump seals was not properly 
modeled in the simulator. When power to safety-related 480 volt bus E-2 was transferred to the emergency diesel 
generator in the reference-plant, FCV-626, thermal barrier heat exchanger outlet isolation flow control valve, closed. 
The simulator modeled FCV-626 to respond to CCW flow through the valve and did not model the effect of a loss of 
power to the valve operator and associated control circuit. Consequently, with a loss of power to bus E-2, the 
simulator model allowed this valve to remain open. The licensee documented the issue in Significant Adverse 
Condition Investigation Report, 390095. As corrective action the licensee changed the simulator modeling to match 
the plant configuration.  
 
The inspectors determined that the failure of the simulator to accurately demonstrate reference plant response was a 
performance deficiency. This finding was more than minor because it affected the human performance attribute of the 
initiating events cornerstone in that the unexpected closure of FCV-626 raises the likelihood of human error in 
response to a loss and subsequent re-energization of the E-2 Bus. This could challenge reactor coolant pump seal 
cooling and result in reactor coolant pump seal failure. The finding was evaluated using the Operator Requalification 
Human Performance SDP (MC 0609, Appendix I) because it was a requalification training issue related to simulator 
fidelity. The finding was of very low safety significance (Green) because the discrepancy did not have an impact on 
operator actions resulting in a total loss of RCP seal cooling and subsequent increase in reactor coolant system (RCS) 
leakage. There is not a cross-cutting aspect associated with the finding because the performance deficiency involving 
the simulator modeling occurred over 3 years ago and does not reflect current licensee performance. (Section 1R11.2) 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Deficiencies in non safety-related cable installation result in fire and rector trip 
A self-revealing Green finding was identified for the licensee’s failure to adequately follow guidance in a design 
change package for the installation of non safety-related 4kV cables. This resulted in cables with design features 
inappropriate for the application being installed and eventually led to a fire and a reactor trip. Specifically, the licensee 
failed to follow the cable vendor recommendations and a self-imposed administrative requirement/standard for cable 
installation contained in cable specification L2-E-035, “Specification for 5,000 Volt Power Cable”. The licensee 
entered this into the CAP as NCR 390095. As corrective actions, the licensee replaced the cable, conduit and other 
damaged equipment, including evaluation on damage to cables in overhead, and the feeder cables to station service 



transformer (SST) 2E and 4kV bus 5.  
 
The failure to follow the guidance in the design change package to install non safety-related cables between Bus 4 and 
Bus 5 in accordance with their design change program and vendor and cable installation specifications was a 
performance deficiency. This finding was determined to be more than minor because it affected the Initiating Events 
Cornerstone objective of limiting events that upset plant stability, and was related to the attribute of Design Control 
(i.e., Plant Modifications). Specifically, the inadequate cable modification was determined to be the root cause of the 
reactor trip that occurred on March 28, 2010. This deficiency also paralleled Inspection Manual Chapter 0612, 
Appendix E, Example 2.e, as the licensee did not follow their own administrative requirements and vendor 
recommendations for cable installation. The performance deficiency was screened using Phase 1 of Inspection Manual 
Chapter 0609, Significance Determination Process, which determined that because the finding increases the likelihood 
of a fire, a Phase 3 SDP analysis was required. A phase 3 SDP risk evaluation was performed by a regional senior 
reactor analyst in accordance with the guidance in IMC 0609 Appendix F utilizing the NRC’s Robinson SPAR model. 
The Phase 3 analysis determined the finding to be of very low safety significance (Green) because the core damage 
frequency increase was less than 1E-6. There is not a cross-cutting aspect associated with the finding because the 
performance deficiency involving the cable installation occurred greater than 20 years ago and does not reflect current 
licensee performance. (Section 4OA5.11)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish an adequate PATH-1 emergency operating procedure 
The inspectors identified an apparent violation (AV) of Technical Specifications (TS) 5.4.1, “Procedures”, for the 
licensee’s failure to establish and maintain an adequate emergency procedure that ensured reactor coolant pump 
(RCP) seal cooling was maintained following a reactor trip. The licensee has entered this into the CAP as nuclear 
condition report (NCR) 423147. Corrective actions for this finding are still being evaluated.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 
accident (LOCA). Using Manual Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of 
Findings," the inspectors determined the finding required a Phase 2 analysis because the finding could result in RCS 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likely hood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding had a cross-cutting aspect of Documentation, 
Procedures, and Component Labeling, in the Resources component of the cross-cutting area of Human Performance, 
in that the licensee failed to ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2
(c)) (Section 4OA3.2)  
 
2010013 Report:  
The inspectors identified a green NCV of Technical Specifications (TS) 5.4.1, “Procedures”, for the licensee’s failure 
to establish and maintain an adequate emergency procedure that ensured reactor coolant pump (RCP) seal cooling was 
maintained following a reactor trip. The licensee has entered this into the corrective action program (CAP) as nuclear 
condition report (NCR) 423147. As a corrective action the licensee revised the Path1 procedure for verifying adequate 
seal cooling to the RCPs.  
 
The failure to establish and maintain an emergency procedure that would ensure adequate reactor coolant pump seal 
cooling, preventing seal degradation and a possible seal LOCA was a performance deficiency. The finding is more 
than minor because it is associated with 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 a loss of seal cooling to prevent the initiation of a RCP seal loss of coolant 



accident (LOCA). A Phase 3 analysis was performed utilizing the NRC’s Robinson Standardized Plant Analysis Risk 
(SPAR) model and developed an event tree to specifically evaluate the performance deficiency’s conditions. The 
result of the Phase 3 analysis was a core damage frequency increase of <1E-6/year a finding of very low safety 
significance. The cause of this finding had a cross-cutting aspect of Documentation, Procedures, and Component 
Labeling, in the Resources component of the cross-cutting area of Human Performance, in that the licensee failed to 
ensure procedures for emergency operations were adequate to assure nuclear safety. (H.2(c)) (Section 4OA5.02)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  

Significance:  Aug 26, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Correct a Control Power Fuse Defect in 4kV Breaker 52/24  
A self-revealing finding of very low safety significance was identified for the licensee’s failure to follow the site’s 
CAP procedure, CAP-NGGC-0200, “Corrective Action Program,” Revision 26; in that a degraded control power 
condition for the non-vital 4kV Bus 5 feeder breaker 52/24 was not identified and evaluated through an NCR which 
resulted in inadequate corrective actions leading to a plant trip and a complicated plant fire. The licensee implemented 
corrective actions to replace the affected breaker and inspect all breakers potentially affected by the same degraded 
control power condition.  
 
This finding is more than minor because it is associated with Equipment Performance attribute of the Initiating Events 
Cornerstone and affects the cornerstone objective in that the failure to evaluate and correct the breaker position 
indicating light, which indicated the lack of breaker control power, resulted in the breaker failing to isolate an 
electrical fault, resulting in a reactor trip. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined that this finding 
contributed to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be 
available. Therefore, further significance determination analysis was performed in accordance with IMC 0609, 
Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations.” The inspectors 
conducted a Phase 3 analysis and determined this finding was of very low safety significance because the performance 
deficiency did not affect the mitigating capabilities of the auxiliary feedwater system and the feed and bleed safety 
function. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with 
the corrective action program component because the licensee failed to implement the corrective action program with 
a low threshold for identifying the issue, and ensuring that the issue was identified completely, accurately, and in a 
timely manner commensurate with its safety significance. (P.1.a)  
 
Inspection Report# : 2010006 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Seismic Analysis for Installation of Safety Related Cable Trays and Conduit 
•Green. The inspectors identified a Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to perform an adequate seismic analysis during the plant modification of 
the 125VDC Battery Chargers. Specifically, the interface evaluation for installation of the safety-related, Battery 
Charger, cable tray and conduit failed to consider the seismic interaction with the adjacent air-handling unit structure. 
Subsequent review and analysis determined that the modification introduced a degraded/nonconforming condition 
which does not affect operability. The licensee documented the issue in Nuclear Condition Report 458971 and 
initiated actions for a plant modification.  
 
The failure to perform an adequate seismic analysis for the installation of the safety-related cable trays and conduit is 



a performance deficiency. This performance deficiency is associated with the design control attribute of the Mitigating 
System Cornerstone. It is more than minor since it is similar to Inspection Manual Chapter 0612, Appendix E, 
Example, 3.a, in that the seismic analysis for the cable trays and conduits require revision and modification to the air 
handling unit structural supports to correctly resolve the seismic concerns. In accordance with IMC 0609 (Table 4a), 
“Phase 1 – Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The inspectors did not identify a cross-cutting aspect associated with this finding because 
the performance deficiency occurred in 1991 and does not represent current licensee performance. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Refueling Water Storage Tank Inoperable While On Purification 
Green. The inspectors identified a NCV of Technical Specification (TS) 3.5.4 Refueling Water Storage Tank 
(RWST), which required the RWST to be operable in modes 1 through 4. The licensee failed to comply with the TS 
Action Statements when the RWST was rendered inoperable by placing the non-seismically qualified purification 
loop in operation. Upon discovery the licensee promptly restored the RWST to operable status by removing the 
purification loop from service, put administrative controls in place to prevent use of the purification loop, and initiated 
Action Request (AR) 452093 to evaluate the event.  
 
Use of the non-seismically qualified Spent Fuel Pool Demineralizer System for purification of the Refueling Water 
Storage Tank was determined to be a performance deficiency. This action rendered the RWST inoperable and the 
licensee failed to comply with the required action statement for an inoperable RWST. The finding is more than minor 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, during a seismic event the purification piping could break and cause a loss of inventory in the RWST. 
Significance Determination Process (SDP) Phase 1 screening determined that this finding was within the mitigating 
systems cornerstone and was potentially risk significant due to a seismic external event and therefore required a Phase 
3 SDP analysis. A phase 3 risk assessment was performed by a regional SRA using the NRC SPAR model. An 
exposure period of 213 days was utilized as this represented the worst case one year exposure period determined using 
the RWST purification history data. No recovery credit was assumed in the analysis. The non-seismic RWST 
purification piping and the dedicated shutdown diesel generator were assumed to fail at the same seismic input as that 
assumed for a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to 
a station blackout with failure of the emergency power system and failure to recover offsite power or the emergency 
diesel generators. Subsequent battery depletion and operator failure to control the turbine driven auxiliary feedwater 
pump would lead to core damage. The risk was mitigated by the low probability of a seismic event and the failure 
probability of the emergency diesel generators. The analysis determined that the risk increase of the performance 
deficiency was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety 
significance.  
 
The cause of the finding was directly related to the conservative assumptions aspect in the Decision Making 
component of the Human Performance area because during a previous review of this evolution the licensee did not 
demonstrate the proposed action was safe in order to proceed. Instead the licensee could not find a requirement to 
show it was unsafe and concluded placing the RWST on purification was acceptable (H.1(b)) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Two of Six Operating Crew Failures on the Simulator Operational Evaluation Portion of the 2011 Annual 
Requalification Operating Test 
Green: A self-revealing Green finding associated with operating crew performance on the simulator during facility-
administered requalification examination was identified. Two of the six crews evaluated failed to pass their simulator 
examinations. As immediate corrective action, the failed operating crews were remediated (i.e., the operating crews 
were re-trained and successfully retested) prior to returning to shift. The licensee has 



entered this issue into the corrective action program as non-conformance report (NCR) 444843.  
 
The inspectors determined that the crew failures constituted a performance deficiency based on the fact that licensed 
operators are expected to operate the plant with acceptable standards of knowledge and abilities demonstrated through 
periodic testing as required by 10 CFR 55.59(a)(2). Two out of six crews of licensed operators failed to demonstrate a 
satisfactory understanding of the required actions and mitigating  
strategies required to safely operate the facility under normal, abnormal, and emergency conditions. The finding is 
more than minor because the performance deficiency potentially affects the Human 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 finding reflected the potential 
inability of the crew to take appropriate safety-related action in response to actual abnormal and emergency conditions 
(loss of cooling to the RCP seals). The perceived risk associated with the number of crews failing the annual operating 
test is provided in the Simulator Operational Evaluation matrix of NRC Manual  
Chapter 0609, Appendix I, “Licensed Operator Requalification Significance Determination Process (SDP).” The 
finding is of very low safety significance (Green) because less than 34 percent of the operating crews failed, the failed 
operating crews were remediated (i.e., the operating crews were re-trained and successfully retested) prior to returning 
to shift, and because there were no operating crew failures the previous year. The cause of this finding was directly 
related to the cross-cutting aspect of personnel training and qualifications in the Resources component of the Human 
Performance area, in that the licensee failed to ensure the adequacy of the training provided to operators to assure 
nuclear safety. (H.2(b)) 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the Updated Final Safety Analysis Report Contributed to Insufficient Emergency Diesel 
Generator Lube Oil Inventory 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) for failure to update the 
Updated Final Safety Analysis Report (UFSAR), as required by 10 CFR 50.71(e), to include the minimum required 
inventory of lube oil for operation of the emergency diesel generators, following the conversion to improved standard 
technical specifications (ISTS). The inspectors determined that the failure to include this  
information contributed to the licensee falling below the minimum lube oil inventory required for the Emergency 
Diesel Generators to meet their seven day mission time. The licensee took immediate corrective actions to obtain 
sufficient lube oil and entered the issue into the corrective action program as nuclear condition report (NCR) 452251. 
 
This issue was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. This issue is more than minor because not having an updated portion of the UFSAR 
hinders the licensee’s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC’s ability to 
perform adequate regulatory reviews for license amendments and inspections. Consequently, it can have a material 
impact on licensed activities. This issue was determined to meet the criteria for a severity level IV violation in the 
NRC Enforcement Policy because the information was not used to make an unacceptable change to the facility or 
procedures. No cross-cutting aspect was assigned because cross-cutting aspects are not assigned to violations being 
dispositioned through the traditional enforcement process. 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 evaluation results in Emergency Core Cooling System Inoperability 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) of 10 CFR 50.59 for the 
licensee’s failure to perform an adequate safety evaluation documenting why implementing a procedure change for the
Emergency Core Cooling System (ECCS) Residual Heat Removal (RHR) injection sub-system did not present a more 
than minimal increase in the likelihood of occurrence of a malfunction of a structure, system, or component (SSC) 
important to safety previously evaluated in the updated safety analysis report (UFSAR). The licensee erroneously 
referenced a vendor analysis which was not part of the licensing basis to support the safety evaluation. The procedure 
change was used by Operations and resulted in a violation of Technical  
Specification (TS) 3.5.3 ECCS – Shutdown for the required RHR injection sub-train being inoperable in Mode 4 and 



the associated action statement was not complied with. After the fact and upon discovery, the licensee established 
administrative controls to ensure compliance with TS in the future. The issue was entered into the corrective action 
program as NCR 425136.  
 
The licensee’s use of an unapproved vendor evaluation of LOCA response as justification to support a 10 CFR 50.59 
safety evaluation was a performance deficiency. The traditional enforcement review of the performance deficiency is 
more than minor because plant procedures were changed without prior NRC review and approval, which impacted the 
regulatory process. Violations of 10 CFR 50.59 are dispositioned using the  
Traditional Enforcement process instead of the SDP because they are considered to be violations that could potentially 
impede or impact the regulatory process. However, if possible, the underlying technical issue is evaluated under the 
SDP to determine the severity of the violation. In this case, the inspectors determined the finding could be evaluated 
under the SDP because the ECCS RHR injection subsystem became inoperable because of an inadequate safety 
evaluation and procedure change resulting in a violation of TS 3.5.3, ECCS-Shutdown. The finding was evaluated 
using IMC 0609.04, Significance Determination Process  
(SDP) Phase 1 screening worksheets. This finding adversely impacted the Mitigating Systems cornerstone objective to 
ensure the availability of systems that respond to initiating events to prevent undesirable consequences. Because it 
represented an actual loss of safety function of both trains of RHR, an SDP Phase 2 analysis was required. The 
inspectors determined that the finding could not be adequately assessed using the  
Phase 2 process; therefore, a SDP Phase 3 analysis was performed for the deficiency using an at-power (vice a 
shutdown evaluation) because the performance deficiency would manifest itself immediately after shutting down the 
unit or immediately preceding returning to power. The NRC's risk model was modified to reflect the total loss of RHR 
injection capability due to either voiding of the pump suctions or the associated waterhammer  
event. The resulting analysis, including the risk contribution due to external sources, was less than 1E-6/year and the 
finding is Green. The dominant cutsets were medium and small break loss of coolant accidents that proceed 
immediately to core damage due to the lack of low pressure injection. In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, this violation is categorized as Severity Level IV because the resulting changes were evaluated 
by the SDP as having very low safety significance (Green). The inspectors determined the cause of the finding was 
directly related to verification of underlying assumptions aspect in the decision making component of the Human 
Performance area because the licensee did not validate whether the vendor analysis was part of the licensee’s licensing 
basis (H.1(b)). 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedure violation for overriding feedwater isolation safety function in Mode 3 
A self-revealing Green NCV of Technical Specification (TS) 5.4.1, Procedures, was identified when the licensee 
bypassed the feedwater isolation safety function, in Mode 3, a condition prohibited by TS and an action contrary to 
procedural requirements. On October 7, 2010, Unit 2 was in Mode 3 after a reactor trip that occurred earlier in the 
day. Steam generator feedwater was being supplied by the auxiliary feedwater (AFW) system and the main feedwater 
system was not running because of an automatic feedwater isolation, which occurred shortly after the reactor trip due 
to high ‘C’ S/G water level. Contrary to procedure OP-403, Feedwater System, control room operators overrode the 
feedwater isolation safety function by placing the feedwater logic switches in “Override/Reset,” and leaving them in 
that position for three hours and twenty minutes. Upon realization of the error, licensee operators isolated S/G feed 
flow, placed the feedwater isolation logic switches in the “Normal” position, and restarted S/G feed flow with the 
AFW system. This issue was entered into the licensee’s CAP as AR 425643.  
 
The failure to operate the feedwater isolation logic switches in accordance with plant procedures is a performance 
deficiency. The finding is more than minor because it affects the human performance attribute of the Mitigating 
Systems cornerstone and the objective of ensuring the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the finding affected the 
ability for the feedwater isolation (FWIS) to isolate the S/Gs and prevent overfeeding/overcooling events. The 
inspectors evaluated this finding using IMC 0609, Significance Determination Process Phase 1 screening and 
determined that the finding represented a complete loss of the FWIS function which required further evaluation under 
SDP Phase 2. The Robinson Phase 2 Pre-Solved SDP Worksheet and Phase 2 SDP Notebook did not include the 
FWIS function therefore a phase 3 SDP analysis was performed by a regional Senior Regional Analyst (SRA) in 



accordance with NRC IMC 0609. The plant was already shutdown prior to the performance deficiency so Anticipated 
Transients Without Scram scenarios would not be valid. The impact of the loss of the FWIS function would be that 
the S/Gs would not be isolated on Hi-Hi S/G water level and plant overfeed scenarios could result in Safety Injection 
initiation on low Reactor Coolant System (RCS) pressure and potential overfill/moisture carryover scenarios could 
overspeed the turbine driven AFW pump. The phase 3 analysis considered a potential overcooling and safety injection 
scenario using the licensee’s full scope Robinson Probabilistic Risk Assessment (PRA) model data and a potential 
moisture carryover induced overfeed scenario causing a loss of the turbine driven AFW pump on overspeed using the 
NRC Robinson Standardized Plant Analysis Risk (SPAR) model and data. The core damage frequency increase for 
both scenarios was <1E-6 per year. The risk was mitigated by the short exposure period. The finding is characterized 
as Green, a finding of very low safety significance. The finding has a cross-cutting aspect in the Human Performance 
area, Decision Making component because the licensee failed to make a safety-significant or risk-significant decision 
using a systematic process to ensure safety was maintained when faced with uncertain or unexpected plant conditions. 
Specifically, the licensee intentionally bypassed the safety function of feedwater isolation instrumentation while it was 
required with the reactor plant in Mode 3. (H.1(a)) (Section 4OA5.02)  
 
Inspection Report# : 2010012 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Operator transient response adversely affected by uncorrected, known plant deficiency 
The inspectors identified a Green finding for failure to correct a known equipment deficiency which adversely 
affected the operators’ ability to respond to reactor trip transients. Contrary to the licensee’s corrective action 
program, as described in procedure CAP-NGGC-0200, the licensee failed to address and correct an abnormal or 
unexpected equipment condition that affected and complicated plant events. The turbine building lubrication oil (lube 
oil) area fire protection detectors were known to actuate the turbine building lube oil deluge system after reactor trips 
when the 6A and 6B feedwater heater relief valves lifted. After the October 7, 2010, reactor trip, steam from the relief 
valves drifted to the area of the turbine building fire detectors, causing them to actuate the turbine building lube oil 
deluge system. This actuation caused distractions in the main control room because of several fire protection alarms 
sprayed fire protection water in the turbine building, and required the diversion of field operators to isolate the 
spuriously actuated deluge system. As an immediate corrective action after the October 7, 2010, reactor trip, the 
licensee directed the steam relief valve discharges from the 6A and 6B feedwater heaters and the 1A and 1B moisture 
separator drain tanks to an area outside the turbine building (NCR 425437).  
 
The failure to correct a long-standing deficiency that adversely affected operator response to reactor trips is a 
performance deficiency. The finding is more than minor because it is associated with the mitigating systems 
cornerstone attribute of human performance in that the performance of operators was adversely affected by the fire 
protection actuation after the reactor trip. This adverse effect included diverting operator attention and resources away 
from initiating event response. Using the Inspection Manual 0609, Significance Determination Process Phase 1 
Worksheet, the inspectors concluded that the finding is of very low safety significance (Green) because it is not a 
design or qualification deficiency, does not represent a loss of safety function, does not represent the loss of safety 
function of a single train of TS equipment, does not represent the loss of risk-significant equipment, and is not 
potentially risk significant due to an external events. The cause of this finding is directly related to the corrective 
action  
 
program component of the problem identification and resolution cross cutting area because appropriate and timely 
corrective actions were not taken for a known adverse condition. (P.1(d)) (Section 4OA5.08)  
 
Inspection Report# : 2010012 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Comply with Conduct of Operations Procedure 
The inspectors identified a problem associated with the failure to implement requirements and standards of the fleet 



conduct of operations procedure, which involves an AV and four related violations for failure to meet Technical 
Specification (TS) 5.4.1, “Procedures”. Specifically, the licensee’s failure to adequately implement operational 
oversight functions including: command and control, supervision, and independent assessment which contributed to 
an uncontrolled cooldown of the Reactor Coolant System (RCS) and subsequent safety injection, actions that 
increased the likelihood of Reactor Coolant Pump (RCP) seal failure, and the initiation of a preventable plant fire that 
resulted in an Alert emergency classification being declared. Furthermore, the four related violations of TS 5.4.1, 
“Procedures” mentioned above were identified for failure to follow procedures: APP-003-E3, “VCT Hi/Lo Level”; 
EPP-4, “Reactor Trip Response”, APP-009-B6, “Aux Transfer Fault Trip”; and Emergency Operating Procedure, Path 
1. As corrective actions, the licensee enhanced the licensed operator training material, re-trained and evaluated all 
control room operators, performed procedure enhancements, crew reconstitution to enhance performance, and 
personnel and management changes. This finding was entered into the licensee’s CAP as NCRs 390095 and 423246. 
 
Failure to adequately implement the requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
adequately implement requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, contributed to a 
complete loss of charging system flow, an increase in the likelihood of RCP seal failure and initiation of a fire on 
March 28, 2010. A Phase 3 SDP analysis using the NRC’s Robinson SPAR model and input from the licensee’s full 
scope model resulted in this finding being characterized as preliminarily White, a finding of low to moderate safety 
significance. The cause of this finding had a cross-cutting aspect of supervisory and management oversight of work 
activities such that nuclear safety is supported, in the Work Practices component of the Human Performance cross-
cutting area, because plant supervisors failed to enforce proper communications methods at the job site and failed to 
properly supervise workers executing procedure steps. (H.4(c)) (Section 4OA5.01) 
Inspection Report# : 2010013 (pdf)  
Inspection Report# : 2011008 (pdf)  
Inspection Report# : 2011010 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Proper In-service Testing Acceptance Criteria to Prevent Reverse Rotation of the SDAFW 
Pump 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the licensee’s 
failure to ensure the in-service testing (IST) of the discharge check valve of the Auxiliary Feedwater (AFW) steam 
driven pump applied an acceptance criterion that is in accordance with the limits established in design documents. The 
licensee revised the IST procedure during the inspection and is tracking further action in the corrective action program 
under NCR 419768.  
 
The failure to establish proper acceptance criteria for the Steam Driven (SD) AFW discharge check valve was a 
performance deficiency. This finding was more than minor because it affected the mitigating systems cornerstone 
attribute of procedure quality to ensure the availability, reliability, and capability of safety systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to incorporate the proper acceptance 
criteria could result in a failure of the test to identify a check valve degraded to a condition where its back leakage will 
cause reverse rotation of the SD AFW pump. This finding was of very low safety significance because it was not a test 
issue resulting in loss of function, did not represent an actual loss of a system safety function, did not result in 
exceeding the TS allowed outage time, and did not affect external event mitigation. The team determined that no cross 
cutting aspect was applicable to this performance deficiency because the failure to establish a proper acceptance 
criteria for the discharge check valve of the SDAFW pump was determined to not be indicative of current licensee 
performance. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure To Ensure that the Full Range of Emergency Diesel Generator Frequency is Accounted for in the 
Safety Analyses 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s 
failure to account for the high range of Emergency Diesel Generator (EDG) frequency allowed by technical 
specifications (TS) in the safety analysis. While no immediate operability issues were identified, the licensee entered 
this issue into the corrective action program as NCR 420058.  
 
The failure to evaluate the effect of high EDG frequency was a performance deficiency. This finding was a more than 
minor because it affected the mitigating systems cornerstone attribute of design control to ensure the availability, 
reliability, and capability of safety systems that respond to initiating events to prevent undesirable consequences. This 
finding also closely parallels IMC 0612, Appendix E, Example 3.j, "Not Minor: If the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to worse errors if uncorrected." 
Specifically, failure to account for an allowable diesel frequency of 61.2 Hz (60 +2%) for all safety related pumps 
may result in operating at a higher flow rate and a higher developed suction head. This finding was of very low safety 
significance because it was not a design issue resulting in loss of function, did not represent an actual loss of a system 
safety function, did not result in exceeding the TS allowed outage time, and did not affect external event mitigation. 
The team also evaluated the finding for cross-cutting aspects and determined it to involve the area of Problem 
Identification and Resolution associated with Operating Experience for the licensee’s failure thoroughly evaluate 
NRC Information Notice 2008-02, which specifically identified high diesel frequency as a potential problem for AC 
motor-operated pumps [P.2(a)]. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Capability of the Fuel Oil Storage Tank and the Service Water Pumps to Fulfill 
Their Safety Functions Under All Conditions 
The team a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the licensee’s failure to 
have calculations supporting the design bases of safety related components, specifically for the EDG fuel oil storage 
tank with respect to tornado wind loadings, and the net positive suction head (NPSH) of the service water pumps. No 
immediate operability issues were identified and the licensee entered this issue into the corrective action program as 
NCR 422985 and NCR 423985.  
 
The failure to demonstrate the adequacy of the design for safety related components, specifically regarding the 
capability of the fuel oil storage tank to withstand tornado wind loading and the failure to demonstrate that the NPSH 
available to the service water pumps was greater than the required NPSH, was a performance deficiency. This finding 
was more than minor because it affected the mitigating systems cornerstone attribute of design control to ensure the 
availability, reliability, and capability of safety systems that respond to initiating events to prevent undesirable 
consequences. This finding was of very low safety significance because the licensee performed a simplified evaluation 
indicating that this condition was not a design issue resulting in loss of function, it did not represent an actual loss of a 
system safety function, did not result in exceeding the TS allowed outage time, and did not affect external event 
mitigation. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure to demonstrate the adequacy of the design was determined to not be indicative of current licensee 
performance. (Section 1R21.2.4)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate EDG Starting Air System Design Requirements into TS 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the failure to 



correctly translate the design basis of the EDG air start system into specifications. Specifically, the licensee did not 
properly translate the lowest air pressure for the EDG air start receiver that would provide a single EDG start into the 
TS (150 psig). The licensee reviewed the low pressure alarm history of the EDGs and did find any instance where 
they failed to declare the EDG inoperable based on the new operability setpoint. Further actions are being tracked in 
the corrective action program under NCR 423776.  
 
The licensee’s failure to correctly translate the design basis of the EDG air start system into the TS was determined to 
be a performance deficiency. The finding was more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern. Specifically, the EDG starting air receiver 
pressure could fall below 150 psig, but the TS would not direct the licensee to declare the EDG inoperable. The 
finding is of very low safety significance as it was determined not to have resulted in the loss of operability or 
functionality. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure was determined to not be indicative of current licensee performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Criteria to Prevent Spurious Actuation of Amptector Trip Devices 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” in that the licensee 
failed to verify the adequacy of the design for Amptector trip devices installed on safety related 480V circuit breakers. 
The licensee reviewed the latest calibration records and contacted the vendor for further guidance and additional 
information. Further actions are being tracked in the corrective action program under NCR 423795.  
 
The team determined that the failure to establish an adequate minimum setting for Amptector trip devices was a 
performance deficiency. The finding was more than minor because it was associated with the design control attribute 
of the mitigating systems cornerstone and affected the cornerstone objective of  
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Also, this finding closely parallels NRC IMC 0612, Appendix E, Example 3.j in that the condition 
resulted in reasonable doubt of the operability of the safety related 480V system pending re-analysis. Specifically, the 
licensee failed to evaluate margins needed to prevent spurious tripping during accident loading conditions. The team 
determined the finding was of very low safety significance because it was a design deficiency that did not result in a 
loss of operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to 
involve the area of Human Performance, because this condition is related to the component of resources which 
requires complete, accurate and up-to-date design documentation, specifically calculations, to assure nuclear safety 
[H.2(c)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Vendor Recommendations Into Procedures for 480V Circuit Breakers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Procedures, Instructions and Drawings,” 
for failure to follow procedure EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment; specifically for safety 
related 480V Breakers and reactor trip breakers. The licensee performed a gap analysis, reviewed the discrepancies, 
and concluded that they did not impede the ability of the breakers from performing their associated function. Further 
actions are being tracked in the corrective action program under NCRs 422184 and 422976.  
 
The team concluded that the failure to perform reviews to determine technical accuracy and potential changes to 
procedures for circuit breaker vendor manual changes was a performance deficiency. This finding is more than minor 
because it affects the mitigating systems cornerstone objective to ensure the reliability, availability, and capability of 
systems that respond to initiating events and is associated with the attribute of procedure quality, in that procedure 



inconsistencies were identified in procedures MST-012-1, Maintenance and Testing of “A” Reactor Trip Breaker, and 
PM-466, Westinghouse Type 50DH350E 1200 Amp 4160V Air Circuit Breaker Maintenance. This finding also 
closely parallels IMC 0612, Appendix E, Example 4.a., in that the procedure discrepancies indicate that the licensee 
routinely failed to perform reviews EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment. The team determined the 
finding was of very low safety significance because it was a design deficiency that did not result in a loss of 
operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to involve 
the area of Problem Identification and Resolution associated with Operating Experience for the licensee’s failure to 
thoroughly evaluate vendor recommendations, as well as NRC Information Notice 2008-02 which identified an issue 
relating to improper maintenance of circuit breakers involving failure to follow vendor maintenance recommendations 
[P.2(b)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to correctly implement a systems approach to training for the licensed oeprator requalification 
program 
The inspectors identified an Apparent Violation (AV) of 10 CFR 55.59(c), “Requalification program requirements”, 
for the licensee’s failure to properly implement elements of a Commission approved program developed using a 
systems approach to training (SAT), that was implemented in lieu of meeting the requirements defined in 10 CFR 
55.59 (c). The finding was entered into the licensee’s corrective action program as NCR-423232, NCR-423238, and 
NCR-423239. Corrective actions for this finding are still being evaluated.  
 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Initiating Events Cornerstone and affected the cornerstone’s 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, the 
failure to implement training requirements for Path-1 and perform adequate retraining of operators that demonstrated 
areas of weakness during operating tests contributed to operators’ failure to identify and implement actions to mitigate 
a loss of seal cooling to the reactor coolant pumps (RCPs) during the events of March 28, 2010. Contrary to 
Augmented Inspection Team Report 05000261/2010009, further inspection revealed that RCP seal injection was not 
adequate coincident with a loss of cooling to the thermal barrier heat exchanger to the “B” RCP. Using Manual 
Chapter Attachment 0609.04, "Phase 1 - Initial Screening and Characterization of Findings," the inspectors 
determined the finding required a Phase 2 analysis because the finding could result in reactor coolant system (RCS) 
leakage exceeding Technical Specification limits. The Phase 2 analysis determined that this finding was potentially 
greater than green; therefore, a Phase 3 analysis is required by a regional senior reactor analyst due to an increase in 
the likelihood of an RCP seal LOCA. The significance of this finding is designated as To Be Determined (TBD) until 
the safety characterization has been completed. The cause of this finding was directly related to the cross cutting  
aspect of Personnel Training and Qualifications in the Resources component of the Human Performance area, in that 
the licensee failed to ensure the adequacy of the training provided to operators to assure nuclear safety. (H.2(b)) 
(Section 1R11.3)  
 
2010013 Report:  
The inspectors identified a problem associated with the implementation of the Commission approved requalification 
program developed using a system approach to training, which involves an apparent violation and an associated 
finding. Specifically, the AV of 10 CFR 55.59(c)4 involves the failure to adequately design and implement training 
based on learning objectives in that lesson material failed to identify the basis of a procedural action involving reactor 
coolant pump seal cooling in procedure Path-1, as required by the definition of systems approach to training, Element 
3 in 10 CFR 55.4. The associated finding involves the failure to meet Training Program Procedure TTP-200, 
“Licensed Operator/Shift Technical Advisor Continuing Training Program,” which is part of the systems approach to 
training, by not identifying, documenting, and evaluating operator weaknesses exhibited during evaluated scenarios. 
As corrective actions, the licensee trained all licensed operators on PATH-1-005 objective requirements and increased 
the rigor of their remediation program. The finding was entered into the licensee’s CAP as NCR-423232, NCR-
423238, and NCR-423239.  



 
The licensee’s failure to properly implement elements of a Commission approved requalification program was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
implement training requirements for Path-1 contributed to operators’ failure to identify and implement actions to 
mitigate a loss of seal cooling to the reactor coolant pumps during the events of March 28, 2010. A Phase 3 SDP 
analysis using the NRC’s Robinson SPAR model and input from the licensee’s full scope model resulted in this 
finding being characterized as preliminarily White, a finding of low to moderate safety significance. The cause of this 
finding was directly related to the cross cutting aspect of Personnel Training and Qualifications in the Resources 
component of the Human Performance area, in that the licensee failed to ensure the adequacy of the training provided 
to operators to assure nuclear safety. (H.2(b)) (Section 4OA5.03)  
 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2010013 (pdf)  
Inspection Report# : 2011008 (pdf)  
Inspection Report# : 2011010 (pdf)  
Inspection Report# : 2012501 (pdf)  

Significance:  Aug 26, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Correct a Condition Adverse to Quality in “B” Emergency Diesel Generator Output Breaker 52/27B 
The NRC identified an apparent violation (AV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action” 
for the licensee’s failure to promptly correct a condition adverse to quality involving the failure of the “B” Emergency 
Diesel Generator (EDG) output breaker 52/27B to close in October 2008 due to a stuck control relay linkage. As a 
result, the failure recurred in April 2009 and caused the EDG to become inoperable. The licensee implemented actions 
to correct the cause of the breaker failure and to inspect all similar breakers susceptible to the same condition.  
 
This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and adversely affects the cornerstone objective in that the failure to correct the “B” EDG output 
breaker 52/27B resulted in the inoperability of the “B” EDG for a period greater than the allowed outage time in plant 
Technical Specifications (TS). An SDP analysis using the NRC’s Robinson Standardized Plant Analysis Risk (SPAR) 
model and input from the licensee’s full scope model resulted in this finding being characterized as preliminarily 
White, a finding of low to moderate safety significance. This finding has a cross-cutting aspect in the area of problem 
identification and resolution associated with the corrective action program component because the licensee failed to 
implement the corrective action program with a low threshold for identifying the issue, and ensuring that the issue was 
identified completely, accurately, and in a timely manner commensurate with its safety significance (P.1.a).  
 
10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, requires in part, that measures shall be established to 
assure that conditions adverse to quality, such as failures, malfunctions, and non-conformances are promptly 
identified and corrected. Technical Specifications (TS) 3.8.1, Condition B, requires that an inoperable Emergency 
Diesel Generator (EDG) shall be restored to operable status within 7 days.  
 
Contrary to the above, on October 15, 2008, Carolina Power and Light Company (Licensee) failed to assure that a 
condition adverse to quality, involving an EDG output breaker 52/27B failure-to-close malfunction, was promptly 
corrected. Specifically, indications of control relay malfunction during post-modification testing existed but were not 
identified and corrected. As a result, a similar malfunction during a surveillance test caused the “B” EDG to become 
inoperable, from March 28 to April 23, 2009, which exceeded the TS allowed outage time.  
 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  
Inspection Report# : 2011010 (pdf)  

Significance: SL-III Aug 26, 2010 
Identified By: NRC 



Item Type: VIO Violation 
Materially Inaccurate Information Provided to NRC in LER 2009-001 which impacted the Regulatory Process 
The NRC identified an AV of 10 CFR 50.9(a) for failure to provide accurate and complete information in Licensee 
Event Report (LER) 05000261/2009-001-000. This information was material to NRC because it was used, in part, as 
the basis for exercising enforcement discretion for a violation of TS Action Statement 3.8.1.B.4 and Condition C. This 
AV has been entered into the licensee’s corrective action program as NCRs 413010 and 419191 to correct the 
inaccurate and incomplete information.  
 
This violation is being treated as traditional enforcement because the failure to provide complete and accurate 
information impacted the regulatory process. The inspectors determined the severity level of this apparent violation is 
potentially greater than Severity Level IV. Cross-cutting aspects are not assigned to violations being dispositioned 
through the traditional enforcement process.  
 
10 CFR 50.9(a) requires, in part, that information provided to the Commission by a licensee shall be complete and 
accurate in all material respects.  
 
Contrary to the above, on June 18, 2009, the Licensee submitted information that was not complete and accurate in all 
material respects. Specifically, the Licensee submitted Licensee Event Report (LER) 05000261/2009-001-00 which 
described the corrective actions taken on October 15, 2008, for a similar “B” EDG output breaker failure. The LER 
stated that the breaker was tested in accordance with Preventive Maintenance (PM) Procedure, PM-163, “Inspection 
and Testing of Circuit Breakers for 480 Volt Bus  
E2” and that the procedure was successfully completed. The NRC determined that the Licensee did not conduct full 
testing as stated, and had only completed the instructions for returning the breaker to service. The information 
provided in the LER was material because the NRC relied on this information to exercise enforcement discretion for 
the 2009 failure which would likely have resulted in an additional inspection effort.  
 
This is a Severity Level III violation (Enforcement Policy, Supplement VII.C.1). 
Inspection Report# : 2010006 (pdf)  
Inspection Report# : 2010014 (pdf)  
Inspection Report# : 2011003 (pdf)  

Barrier Integrity 

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Post Maintenance Test of Residual Heat Removal Valve Interlock Function 
The team identified a finding having very low safety significance (Green) involving the failure to perform a post 
maintenance test to verify functionality of valve position permissive interlocks associated with the reactor coolant 
system (RCS) hot leg loop isolation valves. The licensee performed a visual inspection to verify that the associated 
contacts for the valve position permissive interlock function were in their expected open position, and is tracking 
further actions in the corrective action program under NCR 422032.  
 
The failure to perform a post maintenance test to verify functionality of the permissive interlock associated with the 
RCS hot leg loop isolation valves following replacement of relays which affected that function was a performance 
deficiency. The finding was more than minor because it adversely affected the RCS and barrier performance attribute 
of the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to verify functionality of the 
permissive interlocks for the RCS hot leg loop isolation valves following intrusive maintenance, challenged the 
assurance that the interlock’s design function would be available to prevent opening of the RCS hot leg isolation 
valves with a flow path established to the RWST and; therefore, prevent a loss of RCS water inventory to the RWST. 
The finding was determined to be of very low safety significance because the finding would not have likely affected 
other mitigation systems resulting in a total loss of their safety function. Further, this finding did not constitute a 
violation of NRC requirements since the interlock function and associated components the licensee failed to test were 



not safety-related. The finding is assigned a cross-cutting aspect in the resources component of the human 
performance area in that complete, accurate, and up-to-date work packages were not provided [H.2(c)]. (Section 
1R21.3)  
 
Inspection Report# : 2010011 (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 : October 14, 2011 



Robinson 2 
3Q/2011 Plant Inspection Findings 

Initiating Events 
Significance: TBD Sep 30, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Water Intrusion into Safety-Related Buildings due to Inadequate Design of Site Storm Water Runoff Drainage 
System 
A self-revealing apparent violation (AV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified 
for the licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability 
to drain storm water runoff and adequately respond to localized flooding during periods of heavy rain. This resulted in 
the ponding of storm water runoff, the subsequent direction of runoff flow towards the power block, overfilling of the 
retention basin, backup of the storm drainage system, and ultimately, uncontrolled water intrusion into safety-related 
equipment rooms in the auxiliary building. The licensee took immediate actions to remove the water from the affected 
plant buildings and grounds. In addition, within a few weeks of the event, the licensee repaired the washed out area of 
the berm just to the north of the power block, and performed interim adjustments to site topography to limit ponding 
near the berm. The licensee plans to perform additional site grade and trench restoration and remediation to 
permanently prevent site ponding. This issue was entered into the licensee’s corrective action program as NCR 
468235.  
 
The licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability to 
drain storm water runoff and adequately respond to localized flooding during periods of heavy rain as required by 
procedure EGR-NGGC-0005, “Engineering Change,” was a performance deficiency. This performance deficiency 
was considered more than minor because it was associated with the Initiating Events Cornerstone attributes of the 
Design Control (plant modifications) and Protection Against External Factors (flood hazard), and adversely 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, the failure to consider aggregate changes to the 
site’s topography on the site’s ability to drain storm water runoff resulted in uncontrolled water intrusion into safety-
related equipment rooms. The inspectors assessed the finding using Inspection Manual Chapter (IMC) 0609, 
Significance Determination Process (SDP), Att. 4, Phase 1 - Initial Screening and Characterization of Findings, and 
determined the finding was potentially greater than very low safety significance because the finding increases the 
likelihood of an external flooding event. As a result, the characterization worksheet for Initiating Events required a 
Phase 3 analysis using the Individual Plant Examination for External Event Submittal (IPEEE) or other existing plant 
specific analyses as inputs. The significance of this finding is designated as To Be Determined (TBD) until the safety 
characterization has been completed by the NRC Senior Reactor Analyst (SRA). The inspectors determined that the 
cause of this finding was related to the trending and assessment aspect in the Corrective Action Program component 
of the Problem Identification and Resolution cross-cutting area. (P.1(b))  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform 5-year Vendor Manual Specified Reactor Coolant Pump Motor Inspections 
The inspectors identified a Green finding for failure to perform vendor recommended inspections of the reactor 
coolant pump (RCP) motors. Visual inspections of the RCP stator assemblies were not performed at five year intervals 
in accordance with the vendor technical manual preventive maintenance instructions. Adequate justification for 
exceeding the five year interval was not provided. Inspection of the stator assembly in accordance with the vendor 
recommendations at a five year interval is expected to have identified any significant degradation requiring repairs. 
The licensee failed to conduct these inspections and a motor failure occurred on October 7, 2010. The licensee 
replaced the failed “C” RCP motor and will evaluate the preventive maintenance inspection interval. The licensee has 



entered this issue into the CAP as Nuclear Condition Report (NCR) 438509. 
 
The failure to partially disassemble the RCP motors and perform visual inspections of the rotor and stator assemblies 
was a performance deficiency that was within the licensee’s ability to foresee and correct, and therefore should have 
been prevented. The finding is more than minor because it adversely impacted the equipment performance attribute of 
the initiating event cornerstone and its 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, the “C” RCP motor 
failed causing a reactor trip. The finding, screened per Appendix A of IMC 0609, Significance Determination Process, 
was determined to have very low safety significance (Green) because although the stator failure damaged the number 
two and number three RCP seals, no damage to number one RCP seal occurred. The number one RCP seal is the 
primary reactor coolant system pressure boundary. A cross-cutting aspect was not assigned to the finding because the 
performance deficiency does not represent current performance.  
 
Inspection Report# : 2010005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Prompt Corrective Actions to Establish Guidance to Monitor and Operate Service Water 
Strainers Following LOOP 
Green. The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, Administrative Controls, 
Procedures, for failure to establish procedural guidance to monitor Service Water System (SWS) parameters and 
operate the SWS strainers following a loss of offsite power (LOOP). Following a LOOP, the operator’s ability to 
recover from a plugged SWS strainer would be impacted due to the loss of the associated control alarm and the lack of 
procedural guidance to manually operate the SWS strainers. The licensee has revised plant procedures to include 
additional instructions that will ensure that operators can recover from plugged SWS strainers and preserve the 
operation of the SWS following a LOOP. This issue was entered into the licensee’s corrective action program as NCR 
473900.  
 
The failure to establish procedural guidance to locally monitor SWS parameters and manually operate the SWS 
strainers following a LOOP was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, the inability to clean 
the service water strainers, following a prolonged LOOP, could impact the operation of the service water system. The 
SDP Phase 1 screening determined that this finding was within the mitigating systems cornerstone and was potentially 
risk significant due to a seismic, flooding or severe weather initiating event and therefore required a Phase 3 SDP 
analysis. An NRC Senior Reactor Analyst (SRA) determined the lack of procedure for a loss of the service water 
strainers due to an external event (i.e., loss of offsite power removing power to the strainers and causing debris to clog 
the system) was of very low risk significance i.e., Green. The main contributors to the low risk results were: 1) the 
low likelihood of a total loss of service water event, and 2) the probability of recovery of the strainers and/or the 
system despite the lack of procedures. The inspectors determined that the finding has a cross-cutting aspect in the 
Corrective Action Program component of the Problem Identification and Resolution area, because the licensee failed 
to thoroughly evaluate the issue such that the resolution addressed the cause and extent of conditions, as necessary. 
Specifically, licensee’s evaluation of the NCR associated with the lack of plant procedures to manually operate the 
SWS, failed to recognize that the control room indication associated with a plugged SWS strainer would be lost 
following a LOOP. (P.1(c))  
 
Inspection Report# : 2011004 (pdf)  

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



Inadequate Seismic Analysis for Installation of Safety Related Cable Trays and Conduit 
•Green. The inspectors identified a Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to perform an adequate seismic analysis during the plant modification of 
the 125VDC Battery Chargers. Specifically, the interface evaluation for installation of the safety-related, Battery 
Charger, cable tray and conduit failed to consider the seismic interaction with the adjacent air-handling unit structure. 
Subsequent review and analysis determined that the modification introduced a degraded/nonconforming condition 
which does not affect operability. The licensee documented the issue in Nuclear Condition Report 458971 and 
initiated actions for a plant modification.  
 
The failure to perform an adequate seismic analysis for the installation of the safety-related cable trays and conduit is 
a performance deficiency. This performance deficiency is associated with the design control attribute of the Mitigating 
System Cornerstone. It is more than minor since it is similar to Inspection Manual Chapter 0612, Appendix E, 
Example, 3.a, in that the seismic analysis for the cable trays and conduits require revision and modification to the air 
handling unit structural supports to correctly resolve the seismic concerns. In accordance with IMC 0609 (Table 4a), 
“Phase 1 – Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The inspectors did not identify a cross-cutting aspect associated with this finding because 
the performance deficiency occurred in 1991 and does not represent current licensee performance. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Refueling Water Storage Tank Inoperable While On Purification 
Green. The inspectors identified a NCV of Technical Specification (TS) 3.5.4 Refueling Water Storage Tank 
(RWST), which required the RWST to be operable in modes 1 through 4. The licensee failed to comply with the TS 
Action Statements when the RWST was rendered inoperable by placing the non-seismically qualified purification 
loop in operation. Upon discovery the licensee promptly restored the RWST to operable status by removing the 
purification loop from service, put administrative controls in place to prevent use of the purification loop, and initiated 
Action Request (AR) 452093 to evaluate the event.  
 
Use of the non-seismically qualified Spent Fuel Pool Demineralizer System for purification of the Refueling Water 
Storage Tank was determined to be a performance deficiency. This action rendered the RWST inoperable and the 
licensee failed to comply with the required action statement for an inoperable RWST. The finding is more than minor 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, during a seismic event the purification piping could break and cause a loss of inventory in the RWST. 
Significance Determination Process (SDP) Phase 1 screening determined that this finding was within the mitigating 
systems cornerstone and was potentially risk significant due to a seismic external event and therefore required a Phase 
3 SDP analysis. A phase 3 risk assessment was performed by a regional SRA using the NRC SPAR model. An 
exposure period of 213 days was utilized as this represented the worst case one year exposure period determined using 
the RWST purification history data. No recovery credit was assumed in the analysis. The non-seismic RWST 
purification piping and the dedicated shutdown diesel generator were assumed to fail at the same seismic input as that 
assumed for a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to 
a station blackout with failure of the emergency power system and failure to recover offsite power or the emergency 
diesel generators. Subsequent battery depletion and operator failure to control the turbine driven auxiliary feedwater 
pump would lead to core damage. The risk was mitigated by the low probability of a seismic event and the failure 
probability of the emergency diesel generators. The analysis determined that the risk increase of the performance 
deficiency was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety 
significance.  
 
The cause of the finding was directly related to the conservative assumptions aspect in the Decision Making 
component of the Human Performance area because during a previous review of this evolution the licensee did not 
demonstrate the proposed action was safe in order to proceed. Instead the licensee could not find a requirement to 
show it was unsafe and concluded placing the RWST on purification was acceptable (H.1(b)) 
Inspection Report# : 2011003 (pdf)  



Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Two of Six Operating Crew Failures on the Simulator Operational Evaluation Portion of the 2011 Annual 
Requalification Operating Test 
Green: A self-revealing Green finding associated with operating crew performance on the simulator during facility-
administered requalification examination was identified. Two of the six crews evaluated failed to pass their simulator 
examinations. As immediate corrective action, the failed operating crews were remediated (i.e., the operating crews 
were re-trained and successfully retested) prior to returning to shift. The licensee has  
entered this issue into the corrective action program as non-conformance report (NCR) 444843.  
 
The inspectors determined that the crew failures constituted a performance deficiency based on the fact that licensed 
operators are expected to operate the plant with acceptable standards of knowledge and abilities demonstrated through 
periodic testing as required by 10 CFR 55.59(a)(2). Two out of six crews of licensed operators failed to demonstrate a 
satisfactory understanding of the required actions and mitigating  
strategies required to safely operate the facility under normal, abnormal, and emergency conditions. The finding is 
more than minor because the performance deficiency potentially affects the Human 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 finding reflected the potential 
inability of the crew to take appropriate safety-related action in response to actual abnormal and emergency conditions 
(loss of cooling to the RCP seals). The perceived risk associated with the number of crews failing the annual operating 
test is provided in the Simulator Operational Evaluation matrix of NRC Manual  
Chapter 0609, Appendix I, “Licensed Operator Requalification Significance Determination Process (SDP).” The 
finding is of very low safety significance (Green) because less than 34 percent of the operating crews failed, the failed 
operating crews were remediated (i.e., the operating crews were re-trained and successfully retested) prior to returning 
to shift, and because there were no operating crew failures the previous year. The cause of this finding was directly 
related to the cross-cutting aspect of personnel training and qualifications in the Resources component of the Human 
Performance area, in that the licensee failed to ensure the adequacy of the training provided to operators to assure 
nuclear safety. (H.2(b)) 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the Updated Final Safety Analysis Report Contributed to Insufficient Emergency Diesel 
Generator Lube Oil Inventory 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) for failure to update the 
Updated Final Safety Analysis Report (UFSAR), as required by 10 CFR 50.71(e), to include the minimum required 
inventory of lube oil for operation of the emergency diesel generators, following the conversion to improved standard 
technical specifications (ISTS). The inspectors determined that the failure to include this  
information contributed to the licensee falling below the minimum lube oil inventory required for the Emergency 
Diesel Generators to meet their seven day mission time. The licensee took immediate corrective actions to obtain 
sufficient lube oil and entered the issue into the corrective action program as nuclear condition report (NCR) 452251. 
 
This issue was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. This issue is more than minor because not having an updated portion of the UFSAR 
hinders the licensee’s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC’s ability to 
perform adequate regulatory reviews for license amendments and inspections. Consequently, it can have a material 
impact on licensed activities. This issue was determined to meet the criteria for a severity level IV violation in the 
NRC Enforcement Policy because the information was not used to make an unacceptable change to the facility or 
procedures. No cross-cutting aspect was assigned because cross-cutting aspects are not assigned to violations being 
dispositioned through the traditional enforcement process. 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 evaluation results in Emergency Core Cooling System Inoperability 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) of 10 CFR 50.59 for the 
licensee’s failure to perform an adequate safety evaluation documenting why implementing a procedure change for the
Emergency Core Cooling System (ECCS) Residual Heat Removal (RHR) injection sub-system did not present a more 
than minimal increase in the likelihood of occurrence of a malfunction of a structure, system, or component (SSC) 
important to safety previously evaluated in the updated safety analysis report (UFSAR). The licensee erroneously 
referenced a vendor analysis which was not part of the licensing basis to support the safety evaluation. The procedure 
change was used by Operations and resulted in a violation of Technical  
Specification (TS) 3.5.3 ECCS – Shutdown for the required RHR injection sub-train being inoperable in Mode 4 and 
the associated action statement was not complied with. After the fact and upon discovery, the licensee established 
administrative controls to ensure compliance with TS in the future. The issue was entered into the corrective action 
program as NCR 425136.  
 
The licensee’s use of an unapproved vendor evaluation of LOCA response as justification to support a 10 CFR 50.59 
safety evaluation was a performance deficiency. The traditional enforcement review of the performance deficiency is 
more than minor because plant procedures were changed without prior NRC review and approval, which impacted the 
regulatory process. Violations of 10 CFR 50.59 are dispositioned using the  
Traditional Enforcement process instead of the SDP because they are considered to be violations that could potentially 
impede or impact the regulatory process. However, if possible, the underlying technical issue is evaluated under the 
SDP to determine the severity of the violation. In this case, the inspectors determined the finding could be evaluated 
under the SDP because the ECCS RHR injection subsystem became inoperable because of an inadequate safety 
evaluation and procedure change resulting in a violation of TS 3.5.3, ECCS-Shutdown. The finding was evaluated 
using IMC 0609.04, Significance Determination Process  
(SDP) Phase 1 screening worksheets. This finding adversely impacted the Mitigating Systems cornerstone objective to 
ensure the availability of systems that respond to initiating events to prevent undesirable consequences. Because it 
represented an actual loss of safety function of both trains of RHR, an SDP Phase 2 analysis was required. The 
inspectors determined that the finding could not be adequately assessed using the  
Phase 2 process; therefore, a SDP Phase 3 analysis was performed for the deficiency using an at-power (vice a 
shutdown evaluation) because the performance deficiency would manifest itself immediately after shutting down the 
unit or immediately preceding returning to power. The NRC's risk model was modified to reflect the total loss of RHR 
injection capability due to either voiding of the pump suctions or the associated waterhammer  
event. The resulting analysis, including the risk contribution due to external sources, was less than 1E-6/year and the 
finding is Green. The dominant cutsets were medium and small break loss of coolant accidents that proceed 
immediately to core damage due to the lack of low pressure injection. In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, this violation is categorized as Severity Level IV because the resulting changes were evaluated 
by the SDP as having very low safety significance (Green). The inspectors determined the cause of the finding was 
directly related to verification of underlying assumptions aspect in the decision making component of the Human 
Performance area because the licensee did not validate whether the vendor analysis was part of the licensee’s licensing 
basis (H.1(b)). 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedure violation for overriding feedwater isolation safety function in Mode 3 
A self-revealing Green NCV of Technical Specification (TS) 5.4.1, Procedures, was identified when the licensee 
bypassed the feedwater isolation safety function, in Mode 3, a condition prohibited by TS and an action contrary to 
procedural requirements. On October 7, 2010, Unit 2 was in Mode 3 after a reactor trip that occurred earlier in the 
day. Steam generator feedwater was being supplied by the auxiliary feedwater (AFW) system and the main feedwater 
system was not running because of an automatic feedwater isolation, which occurred shortly after the reactor trip due 
to high ‘C’ S/G water level. Contrary to procedure OP-403, Feedwater System, control room operators overrode the 
feedwater isolation safety function by placing the feedwater logic switches in “Override/Reset,” and leaving them in 
that position for three hours and twenty minutes. Upon realization of the error, licensee operators isolated S/G feed 
flow, placed the feedwater isolation logic switches in the “Normal” position, and restarted S/G feed flow with the 
AFW system. This issue was entered into the licensee’s CAP as AR 425643. 



 
The failure to operate the feedwater isolation logic switches in accordance with plant procedures is a performance 
deficiency. The finding is more than minor because it affects the human performance attribute of the Mitigating 
Systems cornerstone and the objective of ensuring the availability, reliability, and capability of systems that respond 
to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the finding affected the 
ability for the feedwater isolation (FWIS) to isolate the S/Gs and prevent overfeeding/overcooling events. The 
inspectors evaluated this finding using IMC 0609, Significance Determination Process Phase 1 screening and 
determined that the finding represented a complete loss of the FWIS function which required further evaluation under 
SDP Phase 2. The Robinson Phase 2 Pre-Solved SDP Worksheet and Phase 2 SDP Notebook did not include the 
FWIS function therefore a phase 3 SDP analysis was performed by a regional Senior Regional Analyst (SRA) in 
accordance with NRC IMC 0609. The plant was already shutdown prior to the performance deficiency so Anticipated 
Transients Without Scram scenarios would not be valid. The impact of the loss of the FWIS function would be that 
the S/Gs would not be isolated on Hi-Hi S/G water level and plant overfeed scenarios could result in Safety Injection 
initiation on low Reactor Coolant System (RCS) pressure and potential overfill/moisture carryover scenarios could 
overspeed the turbine driven AFW pump. The phase 3 analysis considered a potential overcooling and safety injection 
scenario using the licensee’s full scope Robinson Probabilistic Risk Assessment (PRA) model data and a potential 
moisture carryover induced overfeed scenario causing a loss of the turbine driven AFW pump on overspeed using the 
NRC Robinson Standardized Plant Analysis Risk (SPAR) model and data. The core damage frequency increase for 
both scenarios was <1E-6 per year. The risk was mitigated by the short exposure period. The finding is characterized 
as Green, a finding of very low safety significance. The finding has a cross-cutting aspect in the Human Performance 
area, Decision Making component because the licensee failed to make a safety-significant or risk-significant decision 
using a systematic process to ensure safety was maintained when faced with uncertain or unexpected plant conditions. 
Specifically, the licensee intentionally bypassed the safety function of feedwater isolation instrumentation while it was 
required with the reactor plant in Mode 3. (H.1(a)) (Section 4OA5.02)  
 
Inspection Report# : 2010012 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Operator transient response adversely affected by uncorrected, known plant deficiency 
The inspectors identified a Green finding for failure to correct a known equipment deficiency which adversely 
affected the operators’ ability to respond to reactor trip transients. Contrary to the licensee’s corrective action 
program, as described in procedure CAP-NGGC-0200, the licensee failed to address and correct an abnormal or 
unexpected equipment condition that affected and complicated plant events. The turbine building lubrication oil (lube 
oil) area fire protection detectors were known to actuate the turbine building lube oil deluge system after reactor trips 
when the 6A and 6B feedwater heater relief valves lifted. After the October 7, 2010, reactor trip, steam from the relief 
valves drifted to the area of the turbine building fire detectors, causing them to actuate the turbine building lube oil 
deluge system. This actuation caused distractions in the main control room because of several fire protection alarms 
sprayed fire protection water in the turbine building, and required the diversion of field operators to isolate the 
spuriously actuated deluge system. As an immediate corrective action after the October 7, 2010, reactor trip, the 
licensee directed the steam relief valve discharges from the 6A and 6B feedwater heaters and the 1A and 1B moisture 
separator drain tanks to an area outside the turbine building (NCR 425437).  
 
The failure to correct a long-standing deficiency that adversely affected operator response to reactor trips is a 
performance deficiency. The finding is more than minor because it is associated with the mitigating systems 
cornerstone attribute of human performance in that the performance of operators was adversely affected by the fire 
protection actuation after the reactor trip. This adverse effect included diverting operator attention and resources away 
from initiating event response. Using the Inspection Manual 0609, Significance Determination Process Phase 1 
Worksheet, the inspectors concluded that the finding is of very low safety significance (Green) because it is not a 
design or qualification deficiency, does not represent a loss of safety function, does not represent the loss of safety 
function of a single train of TS equipment, does not represent the loss of risk-significant equipment, and is not 
potentially risk significant due to an external events. The cause of this finding is directly related to the corrective 
action  
 
program component of the problem identification and resolution cross cutting area because appropriate and timely 



corrective actions were not taken for a known adverse condition. (P.1(d)) (Section 4OA5.08)  
 
Inspection Report# : 2010012 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Comply with Conduct of Operations Procedure 
The inspectors identified a problem associated with the failure to implement requirements and standards of the fleet 
conduct of operations procedure, which involves an AV and four related violations for failure to meet Technical 
Specification (TS) 5.4.1, “Procedures”. Specifically, the licensee’s failure to adequately implement operational 
oversight functions including: command and control, supervision, and independent assessment which contributed to 
an uncontrolled cooldown of the Reactor Coolant System (RCS) and subsequent safety injection, actions that 
increased the likelihood of Reactor Coolant Pump (RCP) seal failure, and the initiation of a preventable plant fire that 
resulted in an Alert emergency classification being declared. Furthermore, the four related violations of TS 5.4.1, 
“Procedures” mentioned above were identified for failure to follow procedures: APP-003-E3, “VCT Hi/Lo Level”; 
EPP-4, “Reactor Trip Response”, APP-009-B6, “Aux Transfer Fault Trip”; and Emergency Operating Procedure, Path 
1. As corrective actions, the licensee enhanced the licensed operator training material, re-trained and evaluated all 
control room operators, performed procedure enhancements, crew reconstitution to enhance performance, and 
personnel and management changes. This finding was entered into the licensee’s CAP as NCRs 390095 and 423246. 
 
Failure to adequately implement the requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, was a 
performance deficiency. The finding was determined to be more than minor because it was associated with the 
Mitigating Systems Cornerstone in that it 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 
adequately implement requirements contained in OPS-NGGC-1000, Fleet Conduct of Operations, contributed to a 
complete loss of charging system flow, an increase in the likelihood of RCP seal failure and initiation of a fire on 
March 28, 2010. A Phase 3 SDP analysis using the NRC’s Robinson SPAR model and input from the licensee’s full 
scope model resulted in this finding being characterized as preliminarily White, a finding of low to moderate safety 
significance. The cause of this finding had a cross-cutting aspect of supervisory and management oversight of work 
activities such that nuclear safety is supported, in the Work Practices component of the Human Performance cross-
cutting area, because plant supervisors failed to enforce proper communications methods at the job site and failed to 
properly supervise workers executing procedure steps. (H.4(c)) (Section 4OA5.01) 
Inspection Report# : 2010013 (pdf)  
Inspection Report# : 2011008 (pdf)  
Inspection Report# : 2011010 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Proper In-service Testing Acceptance Criteria to Prevent Reverse Rotation of the SDAFW 
Pump 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," for the licensee’s 
failure to ensure the in-service testing (IST) of the discharge check valve of the Auxiliary Feedwater (AFW) steam 
driven pump applied an acceptance criterion that is in accordance with the limits established in design documents. The 
licensee revised the IST procedure during the inspection and is tracking further action in the corrective action program 
under NCR 419768.  
 
The failure to establish proper acceptance criteria for the Steam Driven (SD) AFW discharge check valve was a 
performance deficiency. This finding was more than minor because it affected the mitigating systems cornerstone 
attribute of procedure quality to ensure the availability, reliability, and capability of safety systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to incorporate the proper acceptance 
criteria could result in a failure of the test to identify a check valve degraded to a condition where its back leakage will 
cause reverse rotation of the SD AFW pump. This finding was of very low safety significance because it was not a test 
issue resulting in loss of function, did not represent an actual loss of a system safety function, did not result in 



exceeding the TS allowed outage time, and did not affect external event mitigation. The team determined that no cross 
cutting aspect was applicable to this performance deficiency because the failure to establish a proper acceptance 
criteria for the discharge check valve of the SDAFW pump was determined to not be indicative of current licensee 
performance. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Ensure that the Full Range of Emergency Diesel Generator Frequency is Accounted for in the 
Safety Analyses 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the licensee’s 
failure to account for the high range of Emergency Diesel Generator (EDG) frequency allowed by technical 
specifications (TS) in the safety analysis. While no immediate operability issues were identified, the licensee entered 
this issue into the corrective action program as NCR 420058.  
 
The failure to evaluate the effect of high EDG frequency was a performance deficiency. This finding was a more than 
minor because it affected the mitigating systems cornerstone attribute of design control to ensure the availability, 
reliability, and capability of safety systems that respond to initiating events to prevent undesirable consequences. This 
finding also closely parallels IMC 0612, Appendix E, Example 3.j, "Not Minor: If the engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to worse errors if uncorrected." 
Specifically, failure to account for an allowable diesel frequency of 61.2 Hz (60 +2%) for all safety related pumps 
may result in operating at a higher flow rate and a higher developed suction head. This finding was of very low safety 
significance because it was not a design issue resulting in loss of function, did not represent an actual loss of a system 
safety function, did not result in exceeding the TS allowed outage time, and did not affect external event mitigation. 
The team also evaluated the finding for cross-cutting aspects and determined it to involve the area of Problem 
Identification and Resolution associated with Operating Experience for the licensee’s failure thoroughly evaluate 
NRC Information Notice 2008-02, which specifically identified high diesel frequency as a potential problem for AC 
motor-operated pumps [P.2(a)]. (Section 1R21.2.1)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Capability of the Fuel Oil Storage Tank and the Service Water Pumps to Fulfill 
Their Safety Functions Under All Conditions 
The team a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for the licensee’s failure to 
have calculations supporting the design bases of safety related components, specifically for the EDG fuel oil storage 
tank with respect to tornado wind loadings, and the net positive suction head (NPSH) of the service water pumps. No 
immediate operability issues were identified and the licensee entered this issue into the corrective action program as 
NCR 422985 and NCR 423985.  
 
The failure to demonstrate the adequacy of the design for safety related components, specifically regarding the 
capability of the fuel oil storage tank to withstand tornado wind loading and the failure to demonstrate that the NPSH 
available to the service water pumps was greater than the required NPSH, was a performance deficiency. This finding 
was more than minor because it affected the mitigating systems cornerstone attribute of design control to ensure the 
availability, reliability, and capability of safety systems that respond to initiating events to prevent undesirable 
consequences. This finding was of very low safety significance because the licensee performed a simplified evaluation 
indicating that this condition was not a design issue resulting in loss of function, it did not represent an actual loss of a 
system safety function, did not result in exceeding the TS allowed outage time, and did not affect external event 
mitigation. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure to demonstrate the adequacy of the design was determined to not be indicative of current licensee 



performance. (Section 1R21.2.4)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate EDG Starting Air System Design Requirements into TS 
The team identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," for the failure to 
correctly translate the design basis of the EDG air start system into specifications. Specifically, the licensee did not 
properly translate the lowest air pressure for the EDG air start receiver that would provide a single EDG start into the 
TS (150 psig). The licensee reviewed the low pressure alarm history of the EDGs and did find any instance where 
they failed to declare the EDG inoperable based on the new operability setpoint. Further actions are being tracked in 
the corrective action program under NCR 423776.  
 
The licensee’s failure to correctly translate the design basis of the EDG air start system into the TS was determined to 
be a performance deficiency. The finding was more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern. Specifically, the EDG starting air receiver 
pressure could fall below 150 psig, but the TS would not direct the licensee to declare the EDG inoperable. The 
finding is of very low safety significance as it was determined not to have resulted in the loss of operability or 
functionality. The team determined that no cross cutting aspect was applicable to this performance deficiency because 
the failure was determined to not be indicative of current licensee performance. (Section 1R21.2.5)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Criteria to Prevent Spurious Actuation of Amptector Trip Devices 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” in that the licensee 
failed to verify the adequacy of the design for Amptector trip devices installed on safety related 480V circuit breakers. 
The licensee reviewed the latest calibration records and contacted the vendor for further guidance and additional 
information. Further actions are being tracked in the corrective action program under NCR 423795.  
 
The team determined that the failure to establish an adequate minimum setting for Amptector trip devices was a 
performance deficiency. The finding was more than minor because it was associated with the design control attribute 
of the mitigating systems cornerstone and affected the cornerstone objective of  
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Also, this finding closely parallels NRC IMC 0612, Appendix E, Example 3.j in that the condition 
resulted in reasonable doubt of the operability of the safety related 480V system pending re-analysis. Specifically, the 
licensee failed to evaluate margins needed to prevent spurious tripping during accident loading conditions. The team 
determined the finding was of very low safety significance because it was a design deficiency that did not result in a 
loss of operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to 
involve the area of Human Performance, because this condition is related to the component of resources which 
requires complete, accurate and up-to-date design documentation, specifically calculations, to assure nuclear safety 
[H.2(c)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Translate Vendor Recommendations Into Procedures for 480V Circuit Breakers 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Procedures, Instructions and Drawings,”



for failure to follow procedure EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment; specifically for safety 
related 480V Breakers and reactor trip breakers. The licensee performed a gap analysis, reviewed the discrepancies, 
and concluded that they did not impede the ability of the breakers from performing their associated function. Further 
actions are being tracked in the corrective action program under NCRs 422184 and 422976.  
 
The team concluded that the failure to perform reviews to determine technical accuracy and potential changes to 
procedures for circuit breaker vendor manual changes was a performance deficiency. This finding is more than minor 
because it affects the mitigating systems cornerstone objective to ensure the reliability, availability, and capability of 
systems that respond to initiating events and is associated with the attribute of procedure quality, in that procedure 
inconsistencies were identified in procedures MST-012-1, Maintenance and Testing of “A” Reactor Trip Breaker, and 
PM-466, Westinghouse Type 50DH350E 1200 Amp 4160V Air Circuit Breaker Maintenance. This finding also 
closely parallels IMC 0612, Appendix E, Example 4.a., in that the procedure discrepancies indicate that the licensee 
routinely failed to perform reviews EGR-NGGC-006, Vendor Manuals, which requires performance of reviews to 
determine technical accuracy and potential changes to procedures, processes or equipment. The team determined the 
finding was of very low safety significance because it was a design deficiency that did not result in a loss of 
operability or functionality. The team also evaluated the finding for cross-cutting aspects and determined it to involve 
the area of Problem Identification and Resolution associated with Operating Experience for the licensee’s failure to 
thoroughly evaluate vendor recommendations, as well as NRC Information Notice 2008-02 which identified an issue 
relating to improper maintenance of circuit breakers involving failure to follow vendor maintenance recommendations 
[P.2(b)]. (Section 1R21.2.11)  
 
Inspection Report# : 2010011 (pdf)  

Barrier Integrity 

Significance:  Nov 15, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Post Maintenance Test of Residual Heat Removal Valve Interlock Function 
The team identified a finding having very low safety significance (Green) involving the failure to perform a post 
maintenance test to verify functionality of valve position permissive interlocks associated with the reactor coolant 
system (RCS) hot leg loop isolation valves. The licensee performed a visual inspection to verify that the associated 
contacts for the valve position permissive interlock function were in their expected open position, and is tracking 
further actions in the corrective action program under NCR 422032.  
 
The failure to perform a post maintenance test to verify functionality of the permissive interlock associated with the 
RCS hot leg loop isolation valves following replacement of relays which affected that function was a performance 
deficiency. The finding was more than minor because it adversely affected the RCS and barrier performance attribute 
of the barrier integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the 
public from radionuclide releases caused by accidents or events. Specifically, the failure to verify functionality of the 
permissive interlocks for the RCS hot leg loop isolation valves following intrusive maintenance, challenged the 
assurance that the interlock’s design function would be available to prevent opening of the RCS hot leg isolation 
valves with a flow path established to the RWST and; therefore, prevent a loss of RCS water inventory to the RWST. 
The finding was determined to be of very low safety significance because the finding would not have likely affected 
other mitigation systems resulting in a total loss of their safety function. Further, this finding did not constitute a 
violation of NRC requirements since the interlock function and associated components the licensee failed to test were 
not safety-related. The finding is assigned a cross-cutting aspect in the resources component of the human 
performance area in that complete, accurate, and up-to-date work packages were not provided [H.2(c)]. (Section 
1R21.3)  
 
Inspection Report# : 2010011 (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 : January 04, 2012 



Robinson 2 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Water Intrusion into Safety-Related Buildings due to Inadequate Design of Site Storm Water Runoff Drainage 
System 
A self-revealing apparent violation (AV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified 
for the licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability 
to drain storm water runoff and adequately respond to localized flooding during periods of heavy rain. This resulted in 
the ponding of storm water runoff, the subsequent direction of runoff flow towards the power block, overfilling of the 
retention basin, backup of the storm drainage system, and ultimately, uncontrolled water intrusion into safety-related 
equipment rooms in the auxiliary building. The licensee took immediate actions to remove the water from the affected 
plant buildings and grounds. In addition, within a few weeks of the event, the licensee repaired the washed out area of 
the berm just to the north of the power block, and performed interim adjustments to site topography to limit ponding 
near the berm. The licensee plans to perform additional site grade and trench restoration and remediation to 
permanently prevent site ponding. This issue was entered into the licensee’s corrective action program as NCR 
468235.  
 
The licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability to 
drain storm water runoff and adequately respond to localized flooding during periods of heavy rain as required by 
procedure EGR-NGGC-0005, “Engineering Change,” was a performance deficiency. This performance deficiency 
was considered more than minor because it was associated with the Initiating Events Cornerstone attributes of the 
Design Control (plant modifications) and Protection Against External Factors (flood hazard), and adversely 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, the failure to consider aggregate changes to the 
site’s topography on the site’s ability to drain storm water runoff resulted in uncontrolled water intrusion into safety-
related equipment rooms. The inspectors assessed the finding using Inspection Manual Chapter (IMC) 0609, 
Significance Determination Process (SDP), Att. 4, Phase 1 - Initial Screening and Characterization of Findings, and 
determined the finding was potentially greater than very low safety significance because the finding increases the 
likelihood of an external flooding event. As a result, the characterization worksheet for Initiating Events required a 
Phase 3 analysis using the Individual Plant Examination for External Event Submittal (IPEEE) or other existing plant 
specific analyses as inputs. The significance of this finding is designated as To Be Determined (TBD) until the safety 
characterization has been completed by the NRC Senior Reactor Analyst (SRA). The inspectors determined that the 
cause of this finding was related to the trending and assessment aspect in the Corrective Action Program component 
of the Problem Identification and Resolution cross-cutting area. (P.1(b))  
 
2011005 IR:  
 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was 
identified for the licensee’s failure to consider how the aggregate changes to the site’s topography could impact the 
site’s ability to drain storm water runoff and adequately respond to localized flooding during periods of heavy rain. 
This resulted in the ponding of storm water runoff, the subsequent direction of runoff flow towards the power block, 
overfilling of the retention basin, backup of the storm drainage system, and ultimately, uncontrolled water intrusion 
into safety-related equipment rooms in the auxiliary building. The licensee took immediate actions to remove the 
water from the affected plant buildings and grounds. In addition, within a few weeks of the event, the licensee 
repaired the washed out area of the berm just to the north of the power block, and performed interim adjustments to 
site topography to limit ponding near the berm. The licensee plans to perform additional site grade and trench 
restoration and remediation to permanently prevent site ponding. This issue was entered into the licensee’s corrective 
action program as NCR 468235.  



 
The licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability to 
drain storm water runoff and adequately respond to localized flooding during periods of heavy rain as required by 
procedure EGR-NGGC-0005, “Engineering Change,” was a performance deficiency. This performance deficiency 
was considered more than minor because it was associated with the Initiating Events Cornerstone attributes of the 
Design Control (plant modifications) and Protection Against External Factors (flood hazard), and adversely 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, the failure to consider aggregate changes to the 
site’s topography on the site’s ability to drain storm water runoff resulted in uncontrolled water intrusion into safety-
related equipment rooms. The inspectors assessed the finding using Inspection Manual Chapter (IMC) 0609, 
Significance Determination Process (SDP), Att. 4, Phase 1 - Initial Screening and Characterization of Findings, and 
determined the finding was potentially greater than very low safety significance because the finding increases the 
likelihood of an external flooding event. As a result, the characterization worksheet for Initiating Events required a 
Phase 3 analysis using the Individual Plant Examination for External Event Submittal (IPEEE) or other existing plant 
specific analyses as inputs. A Senior Reactor Analyst determined the increase in likelihood of flooding was of very 
low risk significance i.e., Green. The main contributors to the low risk results were: 1) the low frequency of a severe 
rainfall necessary to impact equipment in the plant, and 2) the limited impact on risk-significant components affected 
by the postulated worst-case flood i.e., the 230kV switchyard and none of the equipment in the Auxiliary Building. 
The inspectors determined that the cause of this finding was related to the trending and assessment aspect in the 
Corrective Action Program component of the Problem Identification and Resolution cross-cutting area. (P.1(b))  
 
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Prompt Corrective Actions to Establish Guidance to Monitor and Operate Service Water 
Strainers Following LOOP 
Green. The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, Administrative Controls, 
Procedures, for failure to establish procedural guidance to monitor Service Water System (SWS) parameters and 
operate the SWS strainers following a loss of offsite power (LOOP). Following a LOOP, the operator’s ability to 
recover from a plugged SWS strainer would be impacted due to the loss of the associated control alarm and the lack of 
procedural guidance to manually operate the SWS strainers. The licensee has revised plant procedures to include 
additional instructions that will ensure that operators can recover from plugged SWS strainers and preserve the 
operation of the SWS following a LOOP. This issue was entered into the licensee’s corrective action program as NCR 
473900.  
 
The failure to establish procedural guidance to locally monitor SWS parameters and manually operate the SWS 
strainers following a LOOP was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, the inability to clean 
the service water strainers, following a prolonged LOOP, could impact the operation of the service water system. The 
SDP Phase 1 screening determined that this finding was within the mitigating systems cornerstone and was potentially 
risk significant due to a seismic, flooding or severe weather initiating event and therefore required a Phase 3 SDP 
analysis. An NRC Senior Reactor Analyst (SRA) determined the lack of procedure for a loss of the service water 
strainers due to an external event (i.e., loss of offsite power removing power to the strainers and causing debris to clog 
the system) was of very low risk significance i.e., Green. The main contributors to the low risk results were: 1) the 
low likelihood of a total loss of service water event, and 2) the probability of recovery of the strainers and/or the 
system despite the lack of procedures. The inspectors determined that the finding has a cross-cutting aspect in the 
Corrective Action Program component of the Problem Identification and Resolution area, because the licensee failed 
to thoroughly evaluate the issue such that the resolution addressed the cause and extent of conditions, as necessary. 



Specifically, licensee’s evaluation of the NCR associated with the lack of plant procedures to manually operate the 
SWS, failed to recognize that the control room indication associated with a plugged SWS strainer would be lost 
following a LOOP. (P.1(c))  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Seismic Analysis for Installation of Safety Related Cable Trays and Conduit 
•Green. The inspectors identified a Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to perform an adequate seismic analysis during the plant modification of 
the 125VDC Battery Chargers. Specifically, the interface evaluation for installation of the safety-related, Battery 
Charger, cable tray and conduit failed to consider the seismic interaction with the adjacent air-handling unit structure. 
Subsequent review and analysis determined that the modification introduced a degraded/nonconforming condition 
which does not affect operability. The licensee documented the issue in Nuclear Condition Report 458971 and 
initiated actions for a plant modification.  
 
The failure to perform an adequate seismic analysis for the installation of the safety-related cable trays and conduit is 
a performance deficiency. This performance deficiency is associated with the design control attribute of the Mitigating 
System Cornerstone. It is more than minor since it is similar to Inspection Manual Chapter 0612, Appendix E, 
Example, 3.a, in that the seismic analysis for the cable trays and conduits require revision and modification to the air 
handling unit structural supports to correctly resolve the seismic concerns. In accordance with IMC 0609 (Table 4a), 
“Phase 1 – Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The inspectors did not identify a cross-cutting aspect associated with this finding because 
the performance deficiency occurred in 1991 and does not represent current licensee performance. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Refueling Water Storage Tank Inoperable While On Purification 
Green. The inspectors identified a NCV of Technical Specification (TS) 3.5.4 Refueling Water Storage Tank 
(RWST), which required the RWST to be operable in modes 1 through 4. The licensee failed to comply with the TS 
Action Statements when the RWST was rendered inoperable by placing the non-seismically qualified purification 
loop in operation. Upon discovery the licensee promptly restored the RWST to operable status by removing the 
purification loop from service, put administrative controls in place to prevent use of the purification loop, and initiated 
Action Request (AR) 452093 to evaluate the event.  
 
Use of the non-seismically qualified Spent Fuel Pool Demineralizer System for purification of the Refueling Water 
Storage Tank was determined to be a performance deficiency. This action rendered the RWST inoperable and the 
licensee failed to comply with the required action statement for an inoperable RWST. The finding is more than minor 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, during a seismic event the purification piping could break and cause a loss of inventory in the RWST. 
Significance Determination Process (SDP) Phase 1 screening determined that this finding was within the mitigating 
systems cornerstone and was potentially risk significant due to a seismic external event and therefore required a Phase 
3 SDP analysis. A phase 3 risk assessment was performed by a regional SRA using the NRC SPAR model. An 
exposure period of 213 days was utilized as this represented the worst case one year exposure period determined using 
the RWST purification history data. No recovery credit was assumed in the analysis. The non-seismic RWST 
purification piping and the dedicated shutdown diesel generator were assumed to fail at the same seismic input as that 
assumed for a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to 
a station blackout with failure of the emergency power system and failure to recover offsite power or the emergency 
diesel generators. Subsequent battery depletion and operator failure to control the turbine driven auxiliary feedwater 
pump would lead to core damage. The risk was mitigated by the low probability of a seismic event and the failure 



probability of the emergency diesel generators. The analysis determined that the risk increase of the performance 
deficiency was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety 
significance.  
 
The cause of the finding was directly related to the conservative assumptions aspect in the Decision Making 
component of the Human Performance area because during a previous review of this evolution the licensee did not 
demonstrate the proposed action was safe in order to proceed. Instead the licensee could not find a requirement to 
show it was unsafe and concluded placing the RWST on purification was acceptable (H.1(b)) 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Two of Six Operating Crew Failures on the Simulator Operational Evaluation Portion of the 2011 Annual 
Requalification Operating Test 
Green: A self-revealing Green finding associated with operating crew performance on the simulator during facility-
administered requalification examination was identified. Two of the six crews evaluated failed to pass their simulator 
examinations. As immediate corrective action, the failed operating crews were remediated (i.e., the operating crews 
were re-trained and successfully retested) prior to returning to shift. The licensee has  
entered this issue into the corrective action program as non-conformance report (NCR) 444843.  
 
The inspectors determined that the crew failures constituted a performance deficiency based on the fact that licensed 
operators are expected to operate the plant with acceptable standards of knowledge and abilities demonstrated through 
periodic testing as required by 10 CFR 55.59(a)(2). Two out of six crews of licensed operators failed to demonstrate a 
satisfactory understanding of the required actions and mitigating  
strategies required to safely operate the facility under normal, abnormal, and emergency conditions. The finding is 
more than minor because the performance deficiency potentially affects the Human 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 finding reflected the potential 
inability of the crew to take appropriate safety-related action in response to actual abnormal and emergency conditions 
(loss of cooling to the RCP seals). The perceived risk associated with the number of crews failing the annual operating 
test is provided in the Simulator Operational Evaluation matrix of NRC Manual  
Chapter 0609, Appendix I, “Licensed Operator Requalification Significance Determination Process (SDP).” The 
finding is of very low safety significance (Green) because less than 34 percent of the operating crews failed, the failed 
operating crews were remediated (i.e., the operating crews were re-trained and successfully retested) prior to returning 
to shift, and because there were no operating crew failures the previous year. The cause of this finding was directly 
related to the cross-cutting aspect of personnel training and qualifications in the Resources component of the Human 
Performance area, in that the licensee failed to ensure the adequacy of the training provided to operators to assure 
nuclear safety. (H.2(b)) 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Update the Updated Final Safety Analysis Report Contributed to Insufficient Emergency Diesel 
Generator Lube Oil Inventory 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) for failure to update the 
Updated Final Safety Analysis Report (UFSAR), as required by 10 CFR 50.71(e), to include the minimum required 
inventory of lube oil for operation of the emergency diesel generators, following the conversion to improved standard 
technical specifications (ISTS). The inspectors determined that the failure to include this  
information contributed to the licensee falling below the minimum lube oil inventory required for the Emergency 
Diesel Generators to meet their seven day mission time. The licensee took immediate corrective actions to obtain 
sufficient lube oil and entered the issue into the corrective action program as nuclear condition report (NCR) 452251. 
 
This issue was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. This issue is more than minor because not having an updated portion of the UFSAR 



hinders the licensee’s ability to perform adequate 10 CFR 50.59 evaluations and can impact the NRC’s ability to 
perform adequate regulatory reviews for license amendments and inspections. Consequently, it can have a material 
impact on licensed activities. This issue was determined to meet the criteria for a severity level IV violation in the 
NRC Enforcement Policy because the information was not used to make an unacceptable change to the facility or 
procedures. No cross-cutting aspect was assigned because cross-cutting aspects are not assigned to violations being 
dispositioned through the traditional enforcement process. 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate 10 CFR 50.59 evaluation results in Emergency Core Cooling System Inoperability 
Green. The inspectors identified a Severity Level IV (SL-IV) non-cited violation (NCV) of 10 CFR 50.59 for the 
licensee’s failure to perform an adequate safety evaluation documenting why implementing a procedure change for the
Emergency Core Cooling System (ECCS) Residual Heat Removal (RHR) injection sub-system did not present a more 
than minimal increase in the likelihood of occurrence of a malfunction of a structure, system, or component (SSC) 
important to safety previously evaluated in the updated safety analysis report (UFSAR). The licensee erroneously 
referenced a vendor analysis which was not part of the licensing basis to support the safety evaluation. The procedure 
change was used by Operations and resulted in a violation of Technical  
Specification (TS) 3.5.3 ECCS – Shutdown for the required RHR injection sub-train being inoperable in Mode 4 and 
the associated action statement was not complied with. After the fact and upon discovery, the licensee established 
administrative controls to ensure compliance with TS in the future. The issue was entered into the corrective action 
program as NCR 425136.  
 
The licensee’s use of an unapproved vendor evaluation of LOCA response as justification to support a 10 CFR 50.59 
safety evaluation was a performance deficiency. The traditional enforcement review of the performance deficiency is 
more than minor because plant procedures were changed without prior NRC review and approval, which impacted the 
regulatory process. Violations of 10 CFR 50.59 are dispositioned using the  
Traditional Enforcement process instead of the SDP because they are considered to be violations that could potentially 
impede or impact the regulatory process. However, if possible, the underlying technical issue is evaluated under the 
SDP to determine the severity of the violation. In this case, the inspectors determined the finding could be evaluated 
under the SDP because the ECCS RHR injection subsystem became inoperable because of an inadequate safety 
evaluation and procedure change resulting in a violation of TS 3.5.3, ECCS-Shutdown. The finding was evaluated 
using IMC 0609.04, Significance Determination Process  
(SDP) Phase 1 screening worksheets. This finding adversely impacted the Mitigating Systems cornerstone objective to 
ensure the availability of systems that respond to initiating events to prevent undesirable consequences. Because it 
represented an actual loss of safety function of both trains of RHR, an SDP Phase 2 analysis was required. The 
inspectors determined that the finding could not be adequately assessed using the  
Phase 2 process; therefore, a SDP Phase 3 analysis was performed for the deficiency using an at-power (vice a 
shutdown evaluation) because the performance deficiency would manifest itself immediately after shutting down the 
unit or immediately preceding returning to power. The NRC's risk model was modified to reflect the total loss of RHR 
injection capability due to either voiding of the pump suctions or the associated waterhammer  
event. The resulting analysis, including the risk contribution due to external sources, was less than 1E-6/year and the 
finding is Green. The dominant cutsets were medium and small break loss of coolant accidents that proceed 
immediately to core damage due to the lack of low pressure injection. In accordance with Section 6.1.d.2 of the NRC 
Enforcement Policy, this violation is categorized as Severity Level IV because the resulting changes were evaluated 
by the SDP as having very low safety significance (Green). The inspectors determined the cause of the finding was 
directly related to verification of underlying assumptions aspect in the decision making component of the Human 
Performance area because the licensee did not validate whether the vendor analysis was part of the licensee’s licensing 
basis (H.1(b)). 
Inspection Report# : 2011002 (pdf)  

Barrier Integrity 
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Robinson 2 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Water Intrusion into Safety-Related Buildings due to Inadequate Design of Site Storm Water Runoff Drainage 
System 
A self-revealing apparent violation (AV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified 
for the licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability 
to drain storm water runoff and adequately respond to localized flooding during periods of heavy rain. This resulted in 
the ponding of storm water runoff, the subsequent direction of runoff flow towards the power block, overfilling of the 
retention basin, backup of the storm drainage system, and ultimately, uncontrolled water intrusion into safety-related 
equipment rooms in the auxiliary building. The licensee took immediate actions to remove the water from the affected 
plant buildings and grounds. In addition, within a few weeks of the event, the licensee repaired the washed out area of 
the berm just to the north of the power block, and performed interim adjustments to site topography to limit ponding 
near the berm. The licensee plans to perform additional site grade and trench restoration and remediation to 
permanently prevent site ponding. This issue was entered into the licensee’s corrective action program as NCR 
468235.  
 
The licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability to 
drain storm water runoff and adequately respond to localized flooding during periods of heavy rain as required by 
procedure EGR-NGGC-0005, “Engineering Change,” was a performance deficiency. This performance deficiency 
was considered more than minor because it was associated with the Initiating Events Cornerstone attributes of the 
Design Control (plant modifications) and Protection Against External Factors (flood hazard), and adversely 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, the failure to consider aggregate changes to the 
site’s topography on the site’s ability to drain storm water runoff resulted in uncontrolled water intrusion into safety-
related equipment rooms. The inspectors assessed the finding using Inspection Manual Chapter (IMC) 0609, 
Significance Determination Process (SDP), Att. 4, Phase 1 - Initial Screening and Characterization of Findings, and 
determined the finding was potentially greater than very low safety significance because the finding increases the 
likelihood of an external flooding event. As a result, the characterization worksheet for Initiating Events required a 
Phase 3 analysis using the Individual Plant Examination for External Event Submittal (IPEEE) or other existing plant 
specific analyses as inputs. The significance of this finding is designated as To Be Determined (TBD) until the safety 
characterization has been completed by the NRC Senior Reactor Analyst (SRA). The inspectors determined that the 
cause of this finding was related to the trending and assessment aspect in the Corrective Action Program component 
of the Problem Identification and Resolution cross-cutting area. (P.1(b))  
 
2011005 IR:  
 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was 
identified for the licensee’s failure to consider how the aggregate changes to the site’s topography could impact the 
site’s ability to drain storm water runoff and adequately respond to localized flooding during periods of heavy rain. 
This resulted in the ponding of storm water runoff, the subsequent direction of runoff flow towards the power block, 
overfilling of the retention basin, backup of the storm drainage system, and ultimately, uncontrolled water intrusion 
into safety-related equipment rooms in the auxiliary building. The licensee took immediate actions to remove the 
water from the affected plant buildings and grounds. In addition, within a few weeks of the event, the licensee 
repaired the washed out area of the berm just to the north of the power block, and performed interim adjustments to 
site topography to limit ponding near the berm. The licensee plans to perform additional site grade and trench 
restoration and remediation to permanently prevent site ponding. This issue was entered into the licensee’s corrective 
action program as NCR 468235.  



 
The licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability to 
drain storm water runoff and adequately respond to localized flooding during periods of heavy rain as required by 
procedure EGR-NGGC-0005, “Engineering Change,” was a performance deficiency. This performance deficiency 
was considered more than minor because it was associated with the Initiating Events Cornerstone attributes of the 
Design Control (plant modifications) and Protection Against External Factors (flood hazard), and adversely 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, the failure to consider aggregate changes to the 
site’s topography on the site’s ability to drain storm water runoff resulted in uncontrolled water intrusion into safety-
related equipment rooms. The inspectors assessed the finding using Inspection Manual Chapter (IMC) 0609, 
Significance Determination Process (SDP), Att. 4, Phase 1 - Initial Screening and Characterization of Findings, and 
determined the finding was potentially greater than very low safety significance because the finding increases the 
likelihood of an external flooding event. As a result, the characterization worksheet for Initiating Events required a 
Phase 3 analysis using the Individual Plant Examination for External Event Submittal (IPEEE) or other existing plant 
specific analyses as inputs. A Senior Reactor Analyst determined the increase in likelihood of flooding was of very 
low risk significance i.e., Green. The main contributors to the low risk results were: 1) the low frequency of a severe 
rainfall necessary to impact equipment in the plant, and 2) the limited impact on risk-significant components affected 
by the postulated worst-case flood i.e., the 230kV switchyard and none of the equipment in the Auxiliary Building. 
The inspectors determined that the cause of this finding was related to the trending and assessment aspect in the 
Corrective Action Program component of the Problem Identification and Resolution cross-cutting area. (P.1(b))  
 
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Technical Specification Action Requirements Regarding ‘B’ Battery Inoperability 
The inspectors identified a Green NCV of Technical Specification (TS) 3.8.4, DC Electrical Sources, when the 
licensee failed to comply with the action time following discovery of reasonable information to determine that 
Surveillance Requirement (SR) 3.8.4.6 had not been performed within its frequency plus 25 percent grace period for 
the ‘B’ safety related battery. The “B” battery was inoperable due to the SR not being performed. The issue was 
documented in the corrective action program as Nuclear Condition Report (NCR) 511315. As corrective actions, the 
licensee shut down the plant and successfully performed the SR. The failure to declare in a timely manner that the TS 
surveillance requirement for the ‘B” safety related battery was not met, was a performance deficiency. This 
performance deficiency is more than minor because it is associated with the equipment performance attribute and 
adversely affected the Mitigating Systems Cornerstone objective to ensure the availability and reliability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the licensee mistakenly extended 
the amount of time that they operated in Mode 1 with an inoperable safety related system. The significance of this 
finding was assessed in accordance with Inspection Manual Chapter 0609, Attachment 4. Using the Mitigating 
Systems Cornerstone column of Table 4a of  
Attachment 4, it was determined that the finding was of very low significance (Green) because the finding did not 
represent a loss of safety function and did not screen as potentially risk significant due to a seismic, flooding or severe 
weather initiating event. The inspectors determined this performance deficiency has a cross-cutting aspect in the 
Decision Making component of the Human Performance Area, because the licensee did not use conservative 
assumptions to determine operability of the ‘B’ safety related battery. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Inadequate Design Change resulted in Interference and Inoperability of Containment Water Level Indication 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the licensee’s 
installation of a plant modification that adversely affected the operability of nearby safety related equipment. 
Specifically, the licensee’s installation of radiation barriers in containment impeded the travel path for equipment 
associated with containment water level transmitter, LT-802E, and resulted in the “B” train of containment sump 
water level instrumentation being inoperable for a period of time greater than allowed in Technical Specification 
3.3.3. The licensee took immediate actions to remove the interference with the level instrumentation. This issue was 
entered into the licensee’s corrective action program as NCR 510240. The licensee’s installation of a plant 
modification that adversely affects the operability of nearby safety related equipment was a performance deficiency 
and resulted in containment water level transmitter, LT-802E, being inoperable for greater than the allowed outage 
time specified in Technical Specification 3.3.3. The performance  
deficiency was considered more than minor because it affected the Mitigating Systems Cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e. core damage). Specifically, reactor operators would have unreliable indication of containment 
water level during a postulated Loss of Coolant Accident (LOCA). Using Manual Chapter 0609.04, “Phase 1 Initial 
Screening and Characterization of Findings,” the issue was evaluated to be a degradation of the Mitigation Systems 
cornerstone because it affects long term core decay heat removal in the event of a LOCA. Table 4a of the Phase 1 
worksheet requires a Phase 2 significance determination evaluation, because the finding represents an actual loss of 
safety function of a single train, for greater than its Technical Specifications Allowed Outage Time. A further 
characterization of the safety significance could not be performed in Phase 2 because the function (i.e., containment 
water level indication) was not modeled  
and necessitated that a Phase 3 SDP be done. The SRA performed a bounding event assessment. The dominant 
accident sequence was where a LOCA occurs and, as a result of the depressurization, a Steam Generator Tube 
Rupture happens. This leads to the water from the steam generator adding to the internal flooding event. Subsequently 
operators fail to isolate the ruptured steam generator thus continuing to feed the break. The increase in core damage 
probability (?CDF) for this event was determined to be < 1E-6 therefore, this condition should be treated as very low 
safety significance (Green). The inspectors did not identify a crosscutting aspect associated with this finding because 
the performance deficiency occurred in 2005 and does not represent current licensee performance. 
Inspection Report# : 2012002 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Prompt Corrective Actions to Establish Guidance to Monitor and Operate Service Water 
Strainers Following LOOP 
Green. The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, Administrative Controls, 
Procedures, for failure to establish procedural guidance to monitor Service Water System (SWS) parameters and 
operate the SWS strainers following a loss of offsite power (LOOP). Following a LOOP, the operator’s ability to 
recover from a plugged SWS strainer would be impacted due to the loss of the associated control alarm and the lack of 
procedural guidance to manually operate the SWS strainers. The licensee has revised plant procedures to include 
additional instructions that will ensure that operators can recover from plugged SWS strainers and preserve the 
operation of the SWS following a LOOP. This issue was entered into the licensee’s corrective action program as NCR 
473900.  
 
The failure to establish procedural guidance to locally monitor SWS parameters and manually operate the SWS 
strainers following a LOOP was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, the inability to clean 
the service water strainers, following a prolonged LOOP, could impact the operation of the service water system. The 
SDP Phase 1 screening determined that this finding was within the mitigating systems cornerstone and was potentially 
risk significant due to a seismic, flooding or severe weather initiating event and therefore required a Phase 3 SDP 
analysis. An NRC Senior Reactor Analyst (SRA) determined the lack of procedure for a loss of the service water 
strainers due to an external event (i.e., loss of offsite power removing power to the strainers and causing debris to clog 
the system) was of very low risk significance i.e., Green. The main contributors to the low risk results were: 1) the 
low likelihood of a total loss of service water event, and 2) the probability of recovery of the strainers and/or the 
system despite the lack of procedures. The inspectors determined that the finding has a cross-cutting aspect in the 



Corrective Action Program component of the Problem Identification and Resolution area, because the licensee failed 
to thoroughly evaluate the issue such that the resolution addressed the cause and extent of conditions, as necessary. 
Specifically, licensee’s evaluation of the NCR associated with the lack of plant procedures to manually operate the 
SWS, failed to recognize that the control room indication associated with a plugged SWS strainer would be lost 
following a LOOP. (P.1(c))  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Seismic Analysis for Installation of Safety Related Cable Trays and Conduit 
•Green. The inspectors identified a Non-Cited Violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to perform an adequate seismic analysis during the plant modification of 
the 125VDC Battery Chargers. Specifically, the interface evaluation for installation of the safety-related, Battery 
Charger, cable tray and conduit failed to consider the seismic interaction with the adjacent air-handling unit structure. 
Subsequent review and analysis determined that the modification introduced a degraded/nonconforming condition 
which does not affect operability. The licensee documented the issue in Nuclear Condition Report 458971 and 
initiated actions for a plant modification.  
 
The failure to perform an adequate seismic analysis for the installation of the safety-related cable trays and conduit is 
a performance deficiency. This performance deficiency is associated with the design control attribute of the Mitigating 
System Cornerstone. It is more than minor since it is similar to Inspection Manual Chapter 0612, Appendix E, 
Example, 3.a, in that the seismic analysis for the cable trays and conduits require revision and modification to the air 
handling unit structural supports to correctly resolve the seismic concerns. In accordance with IMC 0609 (Table 4a), 
“Phase 1 – Initial Screening and Characterization of Findings,” the finding was determined to be of very low safety 
significance (Green) because the finding was not a design or qualification deficiency which resulted in a loss of 
operability or functionality. The inspectors did not identify a cross-cutting aspect associated with this finding because 
the performance deficiency occurred in 1991 and does not represent current licensee performance. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Refueling Water Storage Tank Inoperable While On Purification 
Green. The inspectors identified a NCV of Technical Specification (TS) 3.5.4 Refueling Water Storage Tank 
(RWST), which required the RWST to be operable in modes 1 through 4. The licensee failed to comply with the TS 
Action Statements when the RWST was rendered inoperable by placing the non-seismically qualified purification 
loop in operation. Upon discovery the licensee promptly restored the RWST to operable status by removing the 
purification loop from service, put administrative controls in place to prevent use of the purification loop, and initiated 
Action Request (AR) 452093 to evaluate the event.  
 
Use of the non-seismically qualified Spent Fuel Pool Demineralizer System for purification of the Refueling Water 
Storage Tank was determined to be a performance deficiency. This action rendered the RWST inoperable and the 
licensee failed to comply with the required action statement for an inoperable RWST. The finding is more than minor 
because if left uncorrected, the performance deficiency has the potential to lead to a more significant safety concern. 
Specifically, during a seismic event the purification piping could break and cause a loss of inventory in the RWST. 
Significance Determination Process (SDP) Phase 1 screening determined that this finding was within the mitigating 
systems cornerstone and was potentially risk significant due to a seismic external event and therefore required a Phase 
3 SDP analysis. A phase 3 risk assessment was performed by a regional SRA using the NRC SPAR model. An 
exposure period of 213 days was utilized as this represented the worst case one year exposure period determined using 
the RWST purification history data. No recovery credit was assumed in the analysis. The non-seismic RWST 
purification piping and the dedicated shutdown diesel generator were assumed to fail at the same seismic input as that 
assumed for a loss of offsite power. The dominant sequence was a seismically induced loss of offsite power leading to 
a station blackout with failure of the emergency power system and failure to recover offsite power or the emergency 



diesel generators. Subsequent battery depletion and operator failure to control the turbine driven auxiliary feedwater 
pump would lead to core damage. The risk was mitigated by the low probability of a seismic event and the failure 
probability of the emergency diesel generators. The analysis determined that the risk increase of the performance 
deficiency was an increase in core damage frequency less than 1E-6/year a GREEN finding of very low safety 
significance.  
 
The cause of the finding was directly related to the conservative assumptions aspect in the Decision Making 
component of the Human Performance area because during a previous review of this evolution the licensee did not 
demonstrate the proposed action was safe in order to proceed. Instead the licensee could not find a requirement to 
show it was unsafe and concluded placing the RWST on purification was acceptable (H.1(b)) 
Inspection Report# : 2011003 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Low Temperature Overpressure System Rendered Inoperable For Operational Convenience 
The inspectors identified a Green finding for failure to follow the TS bases associated with Improved Technical 
Specification (ITS) 3.0.2 Limiting Condition for Operability (LCO) Applicability. Specifically, the licensee rendered 
the Low Temperature Overpressure Protection System (LTOP) inoperable and entered ITS 3.4.12 Condition G  
for operational convenience. On March 11, 2012, for approximately 90 minutes, while transitioning the Low 
Temperature Overpressure System from ITS LCO 3.4.12 b. to ITS LCO 3.4.12 a., the LTOP system was rendered 
inoperable. This issue has been entered in the corrective action program as NCR 523648. Corrective actions are being 
evaluated. Rendering the LTOP system inoperable for operational convenience was a performance deficiency. The 
finding was more than minor because it impacted the Equipment Performance attribute of the Barrier Integrity 
Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance that the physical design 
barriers of the reactor coolant system protect the public from radionuclide releases caused by accidents or events. 
Specifically, with an inoperable LTOP system the RCS protection from an overpressure event is reduced. The 
significance of this finding was assessed using Inspection Manual Chapter 0609 Shutdown Significance 
Determination Process Appendix G. The inspectors determined that the finding was of very low safety significance 
(Green) and it did not adversely impact the five guidelines contained in Checklist 4 of core heat removal, inventory 
control, power availability, containment  
closure, or reactivity. No cross-cutting aspect is associated with this finding as the performance deficiency  
does not reflect current licensee performance in that licensee has utilized this process for years. 
Inspection Report# : 2012002 (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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Robinson 2 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Lack of preventive maintenance on feedwater control switch results in an automatic reactor trip 
A self-revealing Green finding was identified when the licensee failed to establish adequate preventative maintenance 
for equipment associated with the feedwater control systems. Specifically, the licensee’s inappropriate classification 
of the feedwater flow loop selector switch as a “run-to-failure” component permitted the switch to remain in service, 
without preventative maintenance, until its failure on March 28, 2012, which resulted in a feedwater transient and 
reactor trip. Corrective actions included the replacement of the failed switch and future replacement of seven 
additional switches that were deemed to be at risk for a similar failure. This issue has been entered into the corrective 
action program (CAP) as Nuclear Condition Report (NCR) #527203.  
 
The licensee’s inappropriate classification of plant equipment in accordance with ADM-NGGC-0107 Rev. 1, 
Equipment Reliability Process Guideline, which permitted feed flow selector switch 1/FM-488B to remain in service, 
without preventative maintenance, until failure was a performance deficiency. This finding was determined not to be a 
violation of NRC requirements. The finding was more than minor because it was associated with the initiating events 
cornerstone attribute of Equipment Performance, and it affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the performance deficiency caused an automatic reactor trip from 55 percent power 
operations on March 28, 2012. The finding was determined to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or 
functions would not be available. The performance deficiency had a cross-cutting aspect of Evaluation of Identified 
Problems in the area of Problem Identification and Resolution, because the licensee failed to thoroughly evaluate the 
events in 2010 and 2008 such that the resolutions addressed the causes and extent of conditions as necessary.(P.1(c)) 
(Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Water Intrusion into Safety-Related Buildings due to Inadequate Design of Site Storm Water Runoff Drainage 
System 
A self-revealing apparent violation (AV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified 
for the licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability 
to drain storm water runoff and adequately respond to localized flooding during periods of heavy rain. This resulted in 
the ponding of storm water runoff, the subsequent direction of runoff flow towards the power block, overfilling of the 
retention basin, backup of the storm drainage system, and ultimately, uncontrolled water intrusion into safety-related 
equipment rooms in the auxiliary building. The licensee took immediate actions to remove the water from the affected 
plant buildings and grounds. In addition, within a few weeks of the event, the licensee repaired the washed out area of 
the berm just to the north of the power block, and performed interim adjustments to site topography to limit ponding 
near the berm. The licensee plans to perform additional site grade and trench restoration and remediation to 
permanently prevent site ponding. This issue was entered into the licensee’s corrective action program as NCR 
468235.  
 
The licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability to 



drain storm water runoff and adequately respond to localized flooding during periods of heavy rain as required by 
procedure EGR-NGGC-0005, “Engineering Change,” was a performance deficiency. This performance deficiency 
was considered more than minor because it was associated with the Initiating Events Cornerstone attributes of the 
Design Control (plant modifications) and Protection Against External Factors (flood hazard), and adversely 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, the failure to consider aggregate changes to the 
site’s topography on the site’s ability to drain storm water runoff resulted in uncontrolled water intrusion into safety-
related equipment rooms. The inspectors assessed the finding using Inspection Manual Chapter (IMC) 0609, 
Significance Determination Process (SDP), Att. 4, Phase 1 - Initial Screening and Characterization of Findings, and 
determined the finding was potentially greater than very low safety significance because the finding increases the 
likelihood of an external flooding event. As a result, the characterization worksheet for Initiating Events required a 
Phase 3 analysis using the Individual Plant Examination for External Event Submittal (IPEEE) or other existing plant 
specific analyses as inputs. The significance of this finding is designated as To Be Determined (TBD) until the safety 
characterization has been completed by the NRC Senior Reactor Analyst (SRA). The inspectors determined that the 
cause of this finding was related to the trending and assessment aspect in the Corrective Action Program component 
of the Problem Identification and Resolution cross-cutting area. (P.1(b))  
 
2011005 IR:  
 
Green. A self-revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was 
identified for the licensee’s failure to consider how the aggregate changes to the site’s topography could impact the 
site’s ability to drain storm water runoff and adequately respond to localized flooding during periods of heavy rain. 
This resulted in the ponding of storm water runoff, the subsequent direction of runoff flow towards the power block, 
overfilling of the retention basin, backup of the storm drainage system, and ultimately, uncontrolled water intrusion 
into safety-related equipment rooms in the auxiliary building. The licensee took immediate actions to remove the 
water from the affected plant buildings and grounds. In addition, within a few weeks of the event, the licensee 
repaired the washed out area of the berm just to the north of the power block, and performed interim adjustments to 
site topography to limit ponding near the berm. The licensee plans to perform additional site grade and trench 
restoration and remediation to permanently prevent site ponding. This issue was entered into the licensee’s corrective 
action program as NCR 468235.  
 
The licensee’s failure to consider how the aggregate changes to the site’s topography could impact the site’s ability to 
drain storm water runoff and adequately respond to localized flooding during periods of heavy rain as required by 
procedure EGR-NGGC-0005, “Engineering Change,” was a performance deficiency. This performance deficiency 
was considered more than minor because it was associated with the Initiating Events Cornerstone attributes of the 
Design Control (plant modifications) and Protection Against External Factors (flood hazard), and adversely 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, the failure to consider aggregate changes to the 
site’s topography on the site’s ability to drain storm water runoff resulted in uncontrolled water intrusion into safety-
related equipment rooms. The inspectors assessed the finding using Inspection Manual Chapter (IMC) 0609, 
Significance Determination Process (SDP), Att. 4, Phase 1 - Initial Screening and Characterization of Findings, and 
determined the finding was potentially greater than very low safety significance because the finding increases the 
likelihood of an external flooding event. As a result, the characterization worksheet for Initiating Events required a 
Phase 3 analysis using the Individual Plant Examination for External Event Submittal (IPEEE) or other existing plant 
specific analyses as inputs. A Senior Reactor Analyst determined the increase in likelihood of flooding was of very 
low risk significance i.e., Green. The main contributors to the low risk results were: 1) the low frequency of a severe 
rainfall necessary to impact equipment in the plant, and 2) the limited impact on risk-significant components affected 
by the postulated worst-case flood i.e., the 230kV switchyard and none of the equipment in the Auxiliary Building. 
The inspectors determined that the cause of this finding was related to the trending and assessment aspect in the 
Corrective Action Program component of the Problem Identification and Resolution cross-cutting area. (P.1(b))  
 
 
Inspection Report# : 2011004 (pdf)  
Inspection Report# : 2011005 (pdf)  



Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inoperability of the refueling water storage tank not recognized as a safety system functional failure 
The inspectors identified a Green finding for the licensee’s failure to identify and document Safety System Functional 
Failures (SSFF) in accordance with REG-NGGC-0009, NRC Performance Indicators and Monthly Operating Report 
Data. The licensee did not recognize that rendering the refueling water storage tank inoperable by placing the non-
seismically qualified purification system in operation as documented in LER 05000261/2011-001-00, “Condition 
Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water Storage Tank due 
to Regulatory Requirements not Adequately Incorporated in Plant Documentation” also created a SSFF. The licensee 
entered the issue into the CAP as NCR 539132. Corrective actions are still being evaluated.  
 
The inspectors determined that the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s. The finding was determined to be more than minor because the minor 
screening question of whether the performance deficiency would have caused the SSFF PI to exceed a threshold was 
determined to have occurred. Specifically, had the licensee recognized the SSFFs and documented them during the 
investigation of LER 05000261/2001-001-00, the SSFF PI would have crossed the green/white threshold in the 4th 
quarter of 2010. The finding screened as Green because no loss of operability or functionality resulted from the failure 
to recognize the SSFF and document the event as described in LER 05000261/2011-001-00. The inspectors 
determined this performance deficiency had a cross-cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution Area, because the licensee did not thoroughly evaluate the condition described 
in LER 05000261/2011-001-00, to include conditions such as a SSFF. (P.1(c))(Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate safety system functional sailure performance indicator submittal 
The inspectors identified a Severity Level (SL) IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of 
Information,” when the licensee inaccurately reported Safety System Functional Failure (SSFF) performance indicator 
data beginning with the 4th quarter of 2010. The licensee entered the issue into the CAP as NCR 539132. Corrective 
actions are still being evaluated.  
 
The inspectors determined the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s for inclusion in the NRC performance indicator (PI) submittal. This resulted in 
a failure to submit complete and accurate PI data resulting from the investigation of LER 05000261/2011-001-00, 
“Condition Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water 
Storage Tank due to Regulatory Requirements”. Due to the inadequate review of LER 05000261/2011-001-00, the 
licensee submitted inaccurate data for the SSFF PI beginning in the 4th quarter of 2010. If accurate data had been 
provided the SSFF PI would have transitioned from green to white in the 4th quarter of 2010. The finding was more 
than minor because it impacted the ability of the NRC to perform its regulatory oversight function. The finding was 
determined to be a SL IV violation using the examples in the Enforcement Policy, where a licensee submits inaccurate 
or incomplete PI data to the NRC that would have caused a PI to change from green to white. No cross-cutting aspect 
was assign due to traditional enforcement violations are not screened for cross-cutting aspects. (Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 25, 2012 



Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Refueling Water Storage Tank Purification 
Green: A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take adequate corrective actions to prevent recurrence (CAPR) in response to a significant 
condition adverse to quality (SCAQ) associated with the purification of the Refueling Water Storage Tank (RWST). 
Specifically, on March 16, 2012, with the plant in Mode 4, the licensee aligned the non-seismically qualified Spent 
Fuel Pool Demineralizer to the seismically qualified boundary of the RWST to perform purification of the RWST. 
This action rendered the RWST inoperable. This issue was previously identified as a significant condition adverse to 
quality in May 2011, but the corrective actions taken failed to preclude repetition. The licensee entered this issue in 
the corrective action program as Nuclear Condition Report (NCR) 524619. As immediate corrective actions, the 
licensee removed the SFP purification system from service and replaced the caution tags on valves SFPC-805A, 
Refueling Water Purification Pump Suction from RWST and SFPC-805B, RWST Return, with a Clearance. The 
licensee plans to revise several operating procedures to correctly apply  
Technical Specifications implications into procedural steps and they also plan to implement Engineering Change (EC) 
80584, to perform a seismic qualification of the spent fuel pool / RWST purification system to allow alignment to the 
RWST without affecting operability.  
 
The licensee’s failure to take adequate corrective actions to prevent recurrence of a SCAQ, aligning the non-
seismically qualified spent fuel pool demineralizer system for purification of the safety related and seismically 
qualified RWST, was a performance deficiency. The finding was more than minor because if left uncorrected, it has 
the potential to lead to a more significant safety concern. The finding was determined to affect the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems to respond to initiating events 
to prevent undesirable consequences. Specifically, during a seismic event the purification piping could break and 
cause a loss of inventory in the RWST which is used in  
accident mitigation. Inspection Manual Chapter (IMC) 0609, Attachment 4, Table 4a, “Phase 1 – Initial Screening and 
Characterization of Findings,” determined that this finding was within the mitigating systems (MS) cornerstone and 
was potentially risk significant due to a seismic external event and therefore required a Phase 3 SDP analysis. A phase 
3 risk assessment was performed by a regional Senior Risk Analyst (SRA) using the NRC SPAR model. The analysis 
determined that the risk increase of the performance deficiency was an increase in core damage frequency less than 
1E-6/year a GREEN finding of very low safety significance. The  
cross cutting aspect of the finding was directly related to the CAP component of the Problem Identification and 
Resolution area, because the licensee failed to take appropriate corrective actions to address safety issues. 
Specifically, the licensee’s corrective actions regarding the alignment of the purification system to the RWST were 
not adequate to solved the issue and prevent recurrence (P.1(d)). 
Inspection Report# : 2012007 (pdf)  

Significance:  May 25, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Trending Requirements Set Forth in Plant Procedures 
Green: An NRC identified finding was identified for the licensee’s failure to implement trending requirements set 
forth in CAP-NGGC-0206, “Performance Assessment and Trending” and EGR-NGGC-0010, “System Component 
Trending Program and System Notebooks.” Consequently the licensee missed opportunities to identify and enter 
adverse conditions into the CAP. The licensee entered these issues into the corrective action program as NCRs 535537 
and 535926. The licensee has taken immediate corrective actions which include the generation  
of trend reports that were previously missed.  
 
The finding was more than minor because the licensee’s failure to correct trending program implementation 
deficiencies could have the potential to lead to a more significant safety concern. Specifically, these trending program 
implementation deficiencies leave the station vulnerable to not identifying less significant issues that may be 
providing precursor insights that could prevent a more significant condition adverse to quality. The finding was 
determined to affect the mitigating systems cornerstone objective of ensuring the availability, reliability, and 
capability of systems to respond to initiating events to prevent undesirable consequences. In accordance with NRC 



Inspection Manual Chapter 0609.04, Significant Determination Process – Phase 1 screening, the finding was 
determined to be of very low safety significance (Green) because the finding did not result in a loss of system safety 
function or a loss of safety function of a single train for greater than allowed Technical Specification allowed outage 
time. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with the 
corrective action program component. Specifically, the licensee failed to periodically trend and assesses information 
from the CAP and other assessments in the aggregate to identify programmatic and common cause problems P.1(b) 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Technical Specification Action Requirements Regarding ‘B’ Battery Inoperability 
The inspectors identified a Green NCV of Technical Specification (TS) 3.8.4, DC Electrical Sources, when the 
licensee failed to comply with the action time following discovery of reasonable information to determine that 
Surveillance Requirement (SR) 3.8.4.6 had not been performed within its frequency plus 25 percent grace period for 
the ‘B’ safety related battery. The “B” battery was inoperable due to the SR not being performed. The issue was 
documented in the corrective action program as Nuclear Condition Report (NCR) 511315. As corrective actions, the 
licensee shut down the plant and successfully performed the SR. The failure to declare in a timely manner that the TS 
surveillance requirement for the ‘B” safety related battery was not met, was a performance deficiency. This 
performance deficiency is more than minor because it is associated with the equipment performance attribute and 
adversely affected the Mitigating Systems Cornerstone objective to ensure the availability and reliability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the licensee mistakenly extended 
the amount of time that they operated in Mode 1 with an inoperable safety related system. The significance of this 
finding was assessed in accordance with Inspection Manual Chapter 0609, Attachment 4. Using the Mitigating 
Systems Cornerstone column of Table 4a of  
Attachment 4, it was determined that the finding was of very low significance (Green) because the finding did not 
represent a loss of safety function and did not screen as potentially risk significant due to a seismic, flooding or severe 
weather initiating event. The inspectors determined this performance deficiency has a cross-cutting aspect in the 
Decision Making component of the Human Performance Area, because the licensee did not use conservative 
assumptions to determine operability of the ‘B’ safety related battery. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Change resulted in Interference and Inoperability of Containment Water Level Indication 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the licensee’s 
installation of a plant modification that adversely affected the operability of nearby safety related equipment. 
Specifically, the licensee’s installation of radiation barriers in containment impeded the travel path for equipment 
associated with containment water level transmitter, LT-802E, and resulted in the “B” train of containment sump 
water level instrumentation being inoperable for a period of time greater than allowed in Technical Specification 
3.3.3. The licensee took immediate actions to remove the interference with the level instrumentation. This issue was 
entered into the licensee’s corrective action program as NCR 510240. The licensee’s installation of a plant 
modification that adversely affects the operability of nearby safety related equipment was a performance deficiency 
and resulted in containment water level transmitter, LT-802E, being inoperable for greater than the allowed outage 
time specified in Technical Specification 3.3.3. The performance  
deficiency was considered more than minor because it affected the Mitigating Systems Cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e. core damage). Specifically, reactor operators would have unreliable indication of containment 
water level during a postulated Loss of Coolant Accident (LOCA). Using Manual Chapter 0609.04, “Phase 1 Initial 
Screening and Characterization of Findings,” the issue was evaluated to be a degradation of the Mitigation Systems 
cornerstone because it affects long term core decay heat removal in the event of a LOCA. Table 4a of the Phase 1 
worksheet requires a Phase 2 significance determination evaluation, because the finding represents an actual loss of 
safety function of a single train, for greater than its Technical Specifications Allowed Outage Time. A further 



characterization of the safety significance could not be performed in Phase 2 because the function (i.e., containment 
water level indication) was not modeled  
and necessitated that a Phase 3 SDP be done. The SRA performed a bounding event assessment. The dominant 
accident sequence was where a LOCA occurs and, as a result of the depressurization, a Steam Generator Tube 
Rupture happens. This leads to the water from the steam generator adding to the internal flooding event. Subsequently 
operators fail to isolate the ruptured steam generator thus continuing to feed the break. The increase in core damage 
probability (?CDF) for this event was determined to be < 1E-6 therefore, this condition should be treated as very low 
safety significance (Green). The inspectors did not identify a crosscutting aspect associated with this finding because 
the performance deficiency occurred in 2005 and does not represent current licensee performance. 
Inspection Report# : 2012002 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Prompt Corrective Actions to Establish Guidance to Monitor and Operate Service Water 
Strainers Following LOOP 
Green. The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, Administrative Controls, 
Procedures, for failure to establish procedural guidance to monitor Service Water System (SWS) parameters and 
operate the SWS strainers following a loss of offsite power (LOOP). Following a LOOP, the operator’s ability to 
recover from a plugged SWS strainer would be impacted due to the loss of the associated control alarm and the lack of 
procedural guidance to manually operate the SWS strainers. The licensee has revised plant procedures to include 
additional instructions that will ensure that operators can recover from plugged SWS strainers and preserve the 
operation of the SWS following a LOOP. This issue was entered into the licensee’s corrective action program as NCR 
473900.  
 
The failure to establish procedural guidance to locally monitor SWS parameters and manually operate the SWS 
strainers following a LOOP was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, the inability to clean 
the service water strainers, following a prolonged LOOP, could impact the operation of the service water system. The 
SDP Phase 1 screening determined that this finding was within the mitigating systems cornerstone and was potentially 
risk significant due to a seismic, flooding or severe weather initiating event and therefore required a Phase 3 SDP 
analysis. An NRC Senior Reactor Analyst (SRA) determined the lack of procedure for a loss of the service water 
strainers due to an external event (i.e., loss of offsite power removing power to the strainers and causing debris to clog 
the system) was of very low risk significance i.e., Green. The main contributors to the low risk results were: 1) the 
low likelihood of a total loss of service water event, and 2) the probability of recovery of the strainers and/or the 
system despite the lack of procedures. The inspectors determined that the finding has a cross-cutting aspect in the 
Corrective Action Program component of the Problem Identification and Resolution area, because the licensee failed 
to thoroughly evaluate the issue such that the resolution addressed the cause and extent of conditions, as necessary. 
Specifically, licensee’s evaluation of the NCR associated with the lack of plant procedures to manually operate the 
SWS, failed to recognize that the control room indication associated with a plugged SWS strainer would be lost 
following a LOOP. (P.1(c))  
 
Inspection Report# : 2011004 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Low Temperature Overpressure System Rendered Inoperable For Operational Convenience 
The inspectors identified a Green finding for failure to follow the TS bases associated with Improved Technical 
Specification (ITS) 3.0.2 Limiting Condition for Operability (LCO) Applicability. Specifically, the licensee rendered 



the Low Temperature Overpressure Protection System (LTOP) inoperable and entered ITS 3.4.12 Condition G 
for operational convenience. On March 11, 2012, for approximately 90 minutes, while transitioning the Low 
Temperature Overpressure System from ITS LCO 3.4.12 b. to ITS LCO 3.4.12 a., the LTOP system was rendered 
inoperable. This issue has been entered in the corrective action program as NCR 523648. Corrective actions are being 
evaluated. Rendering the LTOP system inoperable for operational convenience was a performance deficiency. The 
finding was more than minor because it impacted the Equipment Performance attribute of the Barrier Integrity 
Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance that the physical design 
barriers of the reactor coolant system protect the public from radionuclide releases caused by accidents or events. 
Specifically, with an inoperable LTOP system the RCS protection from an overpressure event is reduced. The 
significance of this finding was assessed using Inspection Manual Chapter 0609 Shutdown Significance 
Determination Process Appendix G. The inspectors determined that the finding was of very low safety significance 
(Green) and it did not adversely impact the five guidelines contained in Checklist 4 of core heat removal, inventory 
control, power availability, containment  
closure, or reactivity. No cross-cutting aspect is associated with this finding as the performance deficiency  
does not reflect current licensee performance in that licensee has utilized this process for years. 
Inspection Report# : 2012002 (pdf)  
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Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Last modified : September 12, 2012 



Robinson 2 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Lack of preventive maintenance on feedwater control switch results in an automatic reactor trip 
A self-revealing Green finding was identified when the licensee failed to establish adequate preventative maintenance 
for equipment associated with the feedwater control systems. Specifically, the licensee’s inappropriate classification 
of the feedwater flow loop selector switch as a “run-to-failure” component permitted the switch to remain in service, 
without preventative maintenance, until its failure on March 28, 2012, which resulted in a feedwater transient and 
reactor trip. Corrective actions included the replacement of the failed switch and future replacement of seven 
additional switches that were deemed to be at risk for a similar failure. This issue has been entered into the corrective 
action program (CAP) as Nuclear Condition Report (NCR) #527203.  
 
The licensee’s inappropriate classification of plant equipment in accordance with ADM-NGGC-0107 Rev. 1, 
Equipment Reliability Process Guideline, which permitted feed flow selector switch 1/FM-488B to remain in service, 
without preventative maintenance, until failure was a performance deficiency. This finding was determined not to be a 
violation of NRC requirements. The finding was more than minor because it was associated with the initiating events 
cornerstone attribute of Equipment Performance, and it affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the performance deficiency caused an automatic reactor trip from 55 percent power 
operations on March 28, 2012. The finding was determined to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or 
functions would not be available. The performance deficiency had a cross-cutting aspect of Evaluation of Identified 
Problems in the area of Problem Identification and Resolution, because the licensee failed to thoroughly evaluate the 
events in 2010 and 2008 such that the resolutions addressed the causes and extent of conditions as necessary.(P.1(c)) 
(Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include the Fuel Oil Supply to the TSC/EOF/Security Diesel in the Maintenance Rule 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(b)(2), "Requirements for Monitoring 
the Effectiveness of Maintenance at Nuclear Power Plants," because the licensee failed to include all aspects of the 
Fuel Oil System in the maintenance rule program. Specifically, the fuel oil supply to the Technical Support Center 
(TSC) Emergency Operations Facility (EOF) Security Diesel is required to support the diesels emergency operating 
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procedure (EOP) function of providing back-up power to security lighting and the plant computer system. The 
licensee entered the issue into their corrective action program (CAP) as Nuclear Condition Report (NCR) 560424. The 
licensee corrective actions included revising the scoping document of the fuel oil system to include its function of 
providing fuel to the diesel.  
The failure to scope in the fuel oil system function of providing fuel to the TSC/EOF/Security Diesel to the 
maintenance rule program was a performance deficiency. The finding was more than minor because it impacted the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the failure to scope in the fuel oil supply to the maintenance rule could affect 
the TSC/EOF/Security reliability and the accomplishment of EOPs. This finding was considered to have very low 
safety significance (Green) because the finding did not cause a loss of mitigation equipment functions and did not 
represent an actual loss of function of one or more non-Technical Specification Trains of equipment designated as 
high safety-significant in accordance with the licensee?s maintenance rule program for more than 24 hours. This 
finding had a cross cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution area, because the licensee failed to perform a thorough evaluation, such that the necessary support systems 
for the TSC/EOF/Security diesel were identified and added to the maintenance rule program (P.1(c)). 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inoperability of the refueling water storage tank not recognized as a safety system functional failure 
The inspectors identified a Green finding for the licensee’s failure to identify and document Safety System Functional 
Failures (SSFF) in accordance with REG-NGGC-0009, NRC Performance Indicators and Monthly Operating Report 
Data. The licensee did not recognize that rendering the refueling water storage tank inoperable by placing the non-
seismically qualified purification system in operation as documented in LER 05000261/2011-001-00, “Condition 
Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water Storage Tank due 
to Regulatory Requirements not Adequately Incorporated in Plant Documentation” also created a SSFF. The licensee 
entered the issue into the CAP as NCR 539132. Corrective actions are still being evaluated.  
 
The inspectors determined that the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s. The finding was determined to be more than minor because the minor 
screening question of whether the performance deficiency would have caused the SSFF PI to exceed a threshold was 
determined to have occurred. Specifically, had the licensee recognized the SSFFs and documented them during the 
investigation of LER 05000261/2001-001-00, the SSFF PI would have crossed the green/white threshold in the 4th 
quarter of 2010. The finding screened as Green because no loss of operability or functionality resulted from the failure 
to recognize the SSFF and document the event as described in LER 05000261/2011-001-00. The inspectors 
determined this performance deficiency had a cross-cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution Area, because the licensee did not thoroughly evaluate the condition described 
in LER 05000261/2011-001-00, to include conditions such as a SSFF. (P.1(c))(Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate safety system functional sailure performance indicator submittal 
The inspectors identified a Severity Level (SL) IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of 
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Information,” when the licensee inaccurately reported Safety System Functional Failure (SSFF) performance indicator 
data beginning with the 4th quarter of 2010. The licensee entered the issue into the CAP as NCR 539132. Corrective 
actions are still being evaluated.  
 
The inspectors determined the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s for inclusion in the NRC performance indicator (PI) submittal. This resulted in 
a failure to submit complete and accurate PI data resulting from the investigation of LER 05000261/2011-001-00, 
“Condition Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water 
Storage Tank due to Regulatory Requirements”. Due to the inadequate review of LER 05000261/2011-001-00, the 
licensee submitted inaccurate data for the SSFF PI beginning in the 4th quarter of 2010. If accurate data had been 
provided the SSFF PI would have transitioned from green to white in the 4th quarter of 2010. The finding was more 
than minor because it impacted the ability of the NRC to perform its regulatory oversight function. The finding was 
determined to be a SL IV violation using the examples in the Enforcement Policy, where a licensee submits inaccurate 
or incomplete PI data to the NRC that would have caused a PI to change from green to white. No cross-cutting aspect 
was assign due to traditional enforcement violations are not screened for cross-cutting aspects. (Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 25, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Refueling Water Storage Tank Purification 
Green: A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take adequate corrective actions to prevent recurrence (CAPR) in response to a significant 
condition adverse to quality (SCAQ) associated with the purification of the Refueling Water Storage Tank (RWST). 
Specifically, on March 16, 2012, with the plant in Mode 4, the licensee aligned the non-seismically qualified Spent 
Fuel Pool Demineralizer to the seismically qualified boundary of the RWST to perform purification of the RWST. 
This action rendered the RWST inoperable. This issue was previously identified as a significant condition adverse to 
quality in May 2011, but the corrective actions taken failed to preclude repetition. The licensee entered this issue in 
the corrective action program as Nuclear Condition Report (NCR) 524619. As immediate corrective actions, the 
licensee removed the SFP purification system from service and replaced the caution tags on valves SFPC-805A, 
Refueling Water Purification Pump Suction from RWST and SFPC-805B, RWST Return, with a Clearance. The 
licensee plans to revise several operating procedures to correctly apply  
Technical Specifications implications into procedural steps and they also plan to implement Engineering Change (EC) 
80584, to perform a seismic qualification of the spent fuel pool / RWST purification system to allow alignment to the 
RWST without affecting operability.  
 
The licensee’s failure to take adequate corrective actions to prevent recurrence of a SCAQ, aligning the non-
seismically qualified spent fuel pool demineralizer system for purification of the safety related and seismically 
qualified RWST, was a performance deficiency. The finding was more than minor because if left uncorrected, it has 
the potential to lead to a more significant safety concern. The finding was determined to affect the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems to respond to initiating events 
to prevent undesirable consequences. Specifically, during a seismic event the purification piping could break and 
cause a loss of inventory in the RWST which is used in  
accident mitigation. Inspection Manual Chapter (IMC) 0609, Attachment 4, Table 4a, “Phase 1 – Initial Screening and 
Characterization of Findings,” determined that this finding was within the mitigating systems (MS) cornerstone and 
was potentially risk significant due to a seismic external event and therefore required a Phase 3 SDP analysis. A phase 
3 risk assessment was performed by a regional Senior Risk Analyst (SRA) using the NRC SPAR model. The analysis 
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determined that the risk increase of the performance deficiency was an increase in core damage frequency less than 
1E-6/year a GREEN finding of very low safety significance. The  
cross cutting aspect of the finding was directly related to the CAP component of the Problem Identification and 
Resolution area, because the licensee failed to take appropriate corrective actions to address safety issues. 
Specifically, the licensee’s corrective actions regarding the alignment of the purification system to the RWST were 
not adequate to solved the issue and prevent recurrence (P.1(d)). 
Inspection Report# : 2012007 (pdf)  

Significance:  May 25, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Trending Requirements Set Forth in Plant Procedures 
Green: An NRC identified finding was identified for the licensee’s failure to implement trending requirements set 
forth in CAP-NGGC-0206, “Performance Assessment and Trending” and EGR-NGGC-0010, “System Component 
Trending Program and System Notebooks.” Consequently the licensee missed opportunities to identify and enter 
adverse conditions into the CAP. The licensee entered these issues into the corrective action program as NCRs 535537 
and 535926. The licensee has taken immediate corrective actions which include the generation  
of trend reports that were previously missed.  
 
The finding was more than minor because the licensee’s failure to correct trending program implementation 
deficiencies could have the potential to lead to a more significant safety concern. Specifically, these trending program 
implementation deficiencies leave the station vulnerable to not identifying less significant issues that may be 
providing precursor insights that could prevent a more significant condition adverse to quality. The finding was 
determined to affect the mitigating systems cornerstone objective of ensuring the availability, reliability, and 
capability of systems to respond to initiating events to prevent undesirable consequences. In accordance with NRC 
Inspection Manual Chapter 0609.04, Significant Determination Process – Phase 1 screening, the finding was 
determined to be of very low safety significance (Green) because the finding did not result in a loss of system safety 
function or a loss of safety function of a single train for greater than allowed Technical Specification allowed outage 
time. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with the 
corrective action program component. Specifically, the licensee failed to periodically trend and assesses information 
from the CAP and other assessments in the aggregate to identify programmatic and common cause problems P.1(b) 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Technical Specification Action Requirements Regarding ‘B’ Battery Inoperability 
The inspectors identified a Green NCV of Technical Specification (TS) 3.8.4, DC Electrical Sources, when the 
licensee failed to comply with the action time following discovery of reasonable information to determine that 
Surveillance Requirement (SR) 3.8.4.6 had not been performed within its frequency plus 25 percent grace period for 
the ‘B’ safety related battery. The “B” battery was inoperable due to the SR not being performed. The issue was 
documented in the corrective action program as Nuclear Condition Report (NCR) 511315. As corrective actions, the 
licensee shut down the plant and successfully performed the SR. The failure to declare in a timely manner that the TS 
surveillance requirement for the ‘B” safety related battery was not met, was a performance deficiency. This 
performance deficiency is more than minor because it is associated with the equipment performance attribute and 
adversely affected the Mitigating Systems Cornerstone objective to ensure the availability and reliability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the licensee mistakenly extended 
the amount of time that they operated in Mode 1 with an inoperable safety related system. The significance of this 
finding was assessed in accordance with Inspection Manual Chapter 0609, Attachment 4. Using the Mitigating 
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Systems Cornerstone column of Table 4a of  
Attachment 4, it was determined that the finding was of very low significance (Green) because the finding did not 
represent a loss of safety function and did not screen as potentially risk significant due to a seismic, flooding or severe 
weather initiating event. The inspectors determined this performance deficiency has a cross-cutting aspect in the 
Decision Making component of the Human Performance Area, because the licensee did not use conservative 
assumptions to determine operability of the ‘B’ safety related battery. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Change resulted in Interference and Inoperability of Containment Water Level Indication 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the licensee’s 
installation of a plant modification that adversely affected the operability of nearby safety related equipment. 
Specifically, the licensee’s installation of radiation barriers in containment impeded the travel path for equipment 
associated with containment water level transmitter, LT-802E, and resulted in the “B” train of containment sump 
water level instrumentation being inoperable for a period of time greater than allowed in Technical Specification 
3.3.3. The licensee took immediate actions to remove the interference with the level instrumentation. This issue was 
entered into the licensee’s corrective action program as NCR 510240. The licensee’s installation of a plant 
modification that adversely affects the operability of nearby safety related equipment was a performance deficiency 
and resulted in containment water level transmitter, LT-802E, being inoperable for greater than the allowed outage 
time specified in Technical Specification 3.3.3. The performance  
deficiency was considered more than minor because it affected the Mitigating Systems Cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e. core damage). Specifically, reactor operators would have unreliable indication of containment 
water level during a postulated Loss of Coolant Accident (LOCA). Using Manual Chapter 0609.04, “Phase 1 Initial 
Screening and Characterization of Findings,” the issue was evaluated to be a degradation of the Mitigation Systems 
cornerstone because it affects long term core decay heat removal in the event of a LOCA. Table 4a of the Phase 1 
worksheet requires a Phase 2 significance determination evaluation, because the finding represents an actual loss of 
safety function of a single train, for greater than its Technical Specifications Allowed Outage Time. A further 
characterization of the safety significance could not be performed in Phase 2 because the function (i.e., containment 
water level indication) was not modeled  
and necessitated that a Phase 3 SDP be done. The SRA performed a bounding event assessment. The dominant 
accident sequence was where a LOCA occurs and, as a result of the depressurization, a Steam Generator Tube 
Rupture happens. This leads to the water from the steam generator adding to the internal flooding event. Subsequently 
operators fail to isolate the ruptured steam generator thus continuing to feed the break. The increase in core damage 
probability (?CDF) for this event was determined to be < 1E-6 therefore, this condition should be treated as very low 
safety significance (Green). The inspectors did not identify a crosscutting aspect associated with this finding because 
the performance deficiency occurred in 2005 and does not represent current licensee performance. 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
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Low Temperature Overpressure System Rendered Inoperable For Operational Convenience 
The inspectors identified a Green finding for failure to follow the TS bases associated with Improved Technical 
Specification (ITS) 3.0.2 Limiting Condition for Operability (LCO) Applicability. Specifically, the licensee rendered 
the Low Temperature Overpressure Protection System (LTOP) inoperable and entered ITS 3.4.12 Condition G  
for operational convenience. On March 11, 2012, for approximately 90 minutes, while transitioning the Low 
Temperature Overpressure System from ITS LCO 3.4.12 b. to ITS LCO 3.4.12 a., the LTOP system was rendered 
inoperable. This issue has been entered in the corrective action program as NCR 523648. Corrective actions are being 
evaluated. Rendering the LTOP system inoperable for operational convenience was a performance deficiency. The 
finding was more than minor because it impacted the Equipment Performance attribute of the Barrier Integrity 
Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance that the physical design 
barriers of the reactor coolant system protect the public from radionuclide releases caused by accidents or events. 
Specifically, with an inoperable LTOP system the RCS protection from an overpressure event is reduced. The 
significance of this finding was assessed using Inspection Manual Chapter 0609 Shutdown Significance 
Determination Process Appendix G. The inspectors determined that the finding was of very low safety significance 
(Green) and it did not adversely impact the five guidelines contained in Checklist 4 of core heat removal, inventory 
control, power availability, containment  
closure, or reactivity. No cross-cutting aspect is associated with this finding as the performance deficiency  
does not reflect current licensee performance in that licensee has utilized this process for years. 
Inspection Report# : 2012002 (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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Robinson 2 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Lack of preventive maintenance on feedwater control switch results in an automatic reactor trip 
A self-revealing Green finding was identified when the licensee failed to establish adequate preventative maintenance 
for equipment associated with the feedwater control systems. Specifically, the licensee’s inappropriate classification 
of the feedwater flow loop selector switch as a “run-to-failure” component permitted the switch to remain in service, 
without preventative maintenance, until its failure on March 28, 2012, which resulted in a feedwater transient and 
reactor trip. Corrective actions included the replacement of the failed switch and future replacement of seven 
additional switches that were deemed to be at risk for a similar failure. This issue has been entered into the corrective 
action program (CAP) as Nuclear Condition Report (NCR) #527203.  
 
The licensee’s inappropriate classification of plant equipment in accordance with ADM-NGGC-0107 Rev. 1, 
Equipment Reliability Process Guideline, which permitted feed flow selector switch 1/FM-488B to remain in service, 
without preventative maintenance, until failure was a performance deficiency. This finding was determined not to be a 
violation of NRC requirements. The finding was more than minor because it was associated with the initiating events 
cornerstone attribute of Equipment Performance, and it affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the performance deficiency caused an automatic reactor trip from 55 percent power 
operations on March 28, 2012. The finding was determined to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or 
functions would not be available. The performance deficiency had a cross-cutting aspect of Evaluation of Identified 
Problems in the area of Problem Identification and Resolution, because the licensee failed to thoroughly evaluate the 
events in 2010 and 2008 such that the resolutions addressed the causes and extent of conditions as necessary.(P.1(c)) 
(Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Effectively Implement Gas Intrusion Program (GL 2008-01) 
Green. The inspectors identified a Finding for the licensee’s failure to perform the 18-month pre-refueling outage 
(RO) ultrasonic testing (UT) examinations on 47 potential gas accumulation locations required by plant operating 
manual PLP-085, “Emergency Core Cooling Systems Gas Management Program (GL 2008-01).” Compliance with 
PLP-085 ensures the capability of the safety injection (SI), residual heat removal (RHR), and containment spray (CS) 
systems to perform their safety-related functions, and effectively implements the licensee’s gas management program 
as committed to the NRC in response to Generic Letter 2008-01. The licensee entered the issue into the corrective 
action program (CAP) as nuclear condition report (NCR) 575063, and is evaluating corrective actions.  
 
The failure to perform pre-RO UT examinations on 47 potential gas accumulation locations, as required by PLP-085 
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was a performance deficiency. The performance deficiency was more than minor because if left uncorrected, it had the 
potential to lead to a more significant safety concern. Specifically, if the licensee continued to miss pre-RO UT 
examinations, conditions that result in the formation of voids in the SI, RHR, and CS systems could go undetected 
with the potential to adversely affect the systems’ capability to perform their functions. The inspectors assessed the 
finding using IMC 0609 Attachment 4, “Initial Characterization of Findings;” and IMC 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because it was not a design deficiency, it did not represent the loss of a system safety function, 
did not result in exceeding a Technical Specification allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. The inspectors identified a cross-cutting 
aspect in the work practices component of the human performance area, because the licensee did not define and 
effectively communicate expectations regarding procedural compliance and personnel following procedures. 
Specifically, on two occasions, the licensee did not perform pre-RO UTs in accordance with their gas management 
program, as described in PLP-085. [H.4(b)] (Section 4OA5.5)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Nov 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Load Limits in Fire Area A 
Green. The inspectors identified a Green Non-Cited Violation (NCV) of Robinson’s  
License Condition 3. E, “Fire Protection Program”, for increasing the amounts of in-situ  
combustibles in several fire zones within fire area “A” above required limits in NRC  
approved licensing exemptions. The licensee has entered the finding into the corrective  
action program as Nuclear Condition Report (NCR) 567284 and established continuous  
fire watches as well as restricted transient combustibles permits for the fire areas of  
concern.  
 
The failure to properly evaluate increases in the quantities of in-situ combustibles above  
those stated as upper limits for anticipated fire severity and duration in HBR2 exemption  
requests and an associated SER was a performance deficiency. This performance  
deficiency was determined to be more than minor because the finding was associated  
with the protection against external events (i.e. fire) attribute of the mitigating systems  
cornerstone objective of ensuring the availability, reliability and capability of systems that  
respond to external events that prevent undesirable consequences. In seven fire zones  
upper limits for fire severity were exceeded. Using the guidance contained in the IMC  
0609 Appendix F, the inspectors concluded that a Phase 3 analysis was necessary  
because the noncompliance involved fires leading to main control room abandonment.  
The Phase 3 analysis concluded that this item would be associated with a finding of very  
low safety significance (Green) because the fire detection systems, fire brigade, fire  
barriers, and the Dedicated Shutdown Systems were not affected by increase in fire  
loading in the affected fire areas. The inspectors identified a cross cutting aspect in the  
decision making component of the human performance area because the licensee did  
not use conservative assumptions in decision making to demonstrate the proposed  
action did not affect the validity of the technical basis for granted exemptions. [H.1(b)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Nov 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Deficiencies in the Emergency Lighting System Preventive Maintenance 
Program 
Green. The inspectors identified a Green NCV of 10 CFR Part 50.65, Maintenance Rule,  
for the licensee’s failure to identify and correct deficiencies in the emergency lighting  

4Q/2012 Inspection Findings - Robinson 2

Page 2 of 8



system (ELS) preventive maintenance program. The licensee entered the issues into 
their corrective action program as NCRs 567517 and 567632. The deficiency will be  
mitigated by the operator’s use of flashlights until the deficiencies are corrected.  
 
The licensee’s failure to identify and correct deficiencies in the ELS preventive  
maintenance program was a performance deficiency. The performance deficiency was  
more than minor because it was associated with the protection against external events  
(fire) 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 to prevent undesirable consequences. Specifically, the  
high failure rate of battery load test resulted in a lack of reasonable assurance that the  
ELS would perform its design function of providing illumination for 8 hours during fire  
events. Utilizing IMC 0609, Appendix F, "Fire Protection Significance Determination  
Process," the team assigned the performance deficiency to the Post-fire Safe Shutdown  
category since it affected systems or functions relied upon for post-fire safe shutdown.  
The finding was then assigned a low degradation rating since the finding minimally  
impacted the performance and reliability of the fire protection program element.  
Specifically, the team noted that operators were required to obtain and carry flashlights.  
Therefore, the finding screened as having very low safety significance (Green). The team  
identified a cross-cutting aspect in the corrective action program component of the  
problem identification and resolution area. [P.1(b)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include the Fuel Oil Supply to the TSC/EOF/Security Diesel in the Maintenance Rule 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(b)(2), "Requirements for Monitoring 
the Effectiveness of Maintenance at Nuclear Power Plants," because the licensee failed to include all aspects of the 
Fuel Oil System in the maintenance rule program. Specifically, the fuel oil supply to the Technical Support Center 
(TSC) Emergency Operations Facility (EOF) Security Diesel is required to support the diesels emergency operating 
procedure (EOP) function of providing back-up power to security lighting and the plant computer system. The 
licensee entered the issue into their corrective action program (CAP) as Nuclear Condition Report (NCR) 560424. The 
licensee corrective actions included revising the scoping document of the fuel oil system to include its function of 
providing fuel to the diesel.  
The failure to scope in the fuel oil system function of providing fuel to the TSC/EOF/Security Diesel to the 
maintenance rule program was a performance deficiency. The finding was more than minor because it impacted the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the failure to scope in the fuel oil supply to the maintenance rule could affect 
the TSC/EOF/Security reliability and the accomplishment of EOPs. This finding was considered to have very low 
safety significance (Green) because the finding did not cause a loss of mitigation equipment functions and did not 
represent an actual loss of function of one or more non-Technical Specification Trains of equipment designated as 
high safety-significant in accordance with the licensee?s maintenance rule program for more than 24 hours. This 
finding had a cross cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution area, because the licensee failed to perform a thorough evaluation, such that the necessary support systems 
for the TSC/EOF/Security diesel were identified and added to the maintenance rule program (P.1(c)). 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inoperability of the refueling water storage tank not recognized as a safety system functional failure 
The inspectors identified a Green finding for the licensee’s failure to identify and document Safety System Functional 
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Failures (SSFF) in accordance with REG-NGGC-0009, NRC Performance Indicators and Monthly Operating Report 
Data. The licensee did not recognize that rendering the refueling water storage tank inoperable by placing the non-
seismically qualified purification system in operation as documented in LER 05000261/2011-001-00, “Condition 
Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water Storage Tank due 
to Regulatory Requirements not Adequately Incorporated in Plant Documentation” also created a SSFF. The licensee 
entered the issue into the CAP as NCR 539132. Corrective actions are still being evaluated.  
 
The inspectors determined that the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s. The finding was determined to be more than minor because the minor 
screening question of whether the performance deficiency would have caused the SSFF PI to exceed a threshold was 
determined to have occurred. Specifically, had the licensee recognized the SSFFs and documented them during the 
investigation of LER 05000261/2001-001-00, the SSFF PI would have crossed the green/white threshold in the 4th 
quarter of 2010. The finding screened as Green because no loss of operability or functionality resulted from the failure 
to recognize the SSFF and document the event as described in LER 05000261/2011-001-00. The inspectors 
determined this performance deficiency had a cross-cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution Area, because the licensee did not thoroughly evaluate the condition described 
in LER 05000261/2011-001-00, to include conditions such as a SSFF. (P.1(c))(Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate safety system functional failure performance indicator submittal 
The inspectors identified a Severity Level (SL) IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of 
Information,” when the licensee inaccurately reported Safety System Functional Failure (SSFF) performance indicator 
data beginning with the 4th quarter of 2010. The licensee entered the issue into the CAP as NCR 539132. Corrective 
actions are still being evaluated.  
 
The inspectors determined the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s for inclusion in the NRC performance indicator (PI) submittal. This resulted in 
a failure to submit complete and accurate PI data resulting from the investigation of LER 05000261/2011-001-00, 
“Condition Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water 
Storage Tank due to Regulatory Requirements”. Due to the inadequate review of LER 05000261/2011-001-00, the 
licensee submitted inaccurate data for the SSFF PI beginning in the 4th quarter of 2010. If accurate data had been 
provided the SSFF PI would have transitioned from green to white in the 4th quarter of 2010. The finding was more 
than minor because it impacted the ability of the NRC to perform its regulatory oversight function. The finding was 
determined to be a SL IV violation using the examples in the Enforcement Policy, where a licensee submits inaccurate 
or incomplete PI data to the NRC that would have caused a PI to change from green to white. No cross-cutting aspect 
was assign due to traditional enforcement violations are not screened for cross-cutting aspects. (Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 25, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Refueling Water Storage Tank Purification 
Green: A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take adequate corrective actions to prevent recurrence (CAPR) in response to a significant 
condition adverse to quality (SCAQ) associated with the purification of the Refueling Water Storage Tank (RWST). 
Specifically, on March 16, 2012, with the plant in Mode 4, the licensee aligned the non-seismically qualified Spent 
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Fuel Pool Demineralizer to the seismically qualified boundary of the RWST to perform purification of the RWST. 
This action rendered the RWST inoperable. This issue was previously identified as a significant condition adverse to 
quality in May 2011, but the corrective actions taken failed to preclude repetition. The licensee entered this issue in 
the corrective action program as Nuclear Condition Report (NCR) 524619. As immediate corrective actions, the 
licensee removed the SFP purification system from service and replaced the caution tags on valves SFPC-805A, 
Refueling Water Purification Pump Suction from RWST and SFPC-805B, RWST Return, with a Clearance. The 
licensee plans to revise several operating procedures to correctly apply  
Technical Specifications implications into procedural steps and they also plan to implement Engineering Change (EC) 
80584, to perform a seismic qualification of the spent fuel pool / RWST purification system to allow alignment to the 
RWST without affecting operability.  
 
The licensee’s failure to take adequate corrective actions to prevent recurrence of a SCAQ, aligning the non-
seismically qualified spent fuel pool demineralizer system for purification of the safety related and seismically 
qualified RWST, was a performance deficiency. The finding was more than minor because if left uncorrected, it has 
the potential to lead to a more significant safety concern. The finding was determined to affect the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems to respond to initiating events 
to prevent undesirable consequences. Specifically, during a seismic event the purification piping could break and 
cause a loss of inventory in the RWST which is used in  
accident mitigation. Inspection Manual Chapter (IMC) 0609, Attachment 4, Table 4a, “Phase 1 – Initial Screening and 
Characterization of Findings,” determined that this finding was within the mitigating systems (MS) cornerstone and 
was potentially risk significant due to a seismic external event and therefore required a Phase 3 SDP analysis. A phase 
3 risk assessment was performed by a regional Senior Risk Analyst (SRA) using the NRC SPAR model. The analysis 
determined that the risk increase of the performance deficiency was an increase in core damage frequency less than 
1E-6/year a GREEN finding of very low safety significance. The  
cross cutting aspect of the finding was directly related to the CAP component of the Problem Identification and 
Resolution area, because the licensee failed to take appropriate corrective actions to address safety issues. 
Specifically, the licensee’s corrective actions regarding the alignment of the purification system to the RWST were 
not adequate to solved the issue and prevent recurrence (P.1(d)). 
Inspection Report# : 2012007 (pdf)  

Significance:  May 25, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Trending Requirements Set Forth in Plant Procedures 
Green: An NRC identified finding was identified for the licensee’s failure to implement trending requirements set 
forth in CAP-NGGC-0206, “Performance Assessment and Trending” and EGR-NGGC-0010, “System Component 
Trending Program and System Notebooks.” Consequently the licensee missed opportunities to identify and enter 
adverse conditions into the CAP. The licensee entered these issues into the corrective action program as NCRs 535537 
and 535926. The licensee has taken immediate corrective actions which include the generation  
of trend reports that were previously missed.  
 
The finding was more than minor because the licensee’s failure to correct trending program implementation 
deficiencies could have the potential to lead to a more significant safety concern. Specifically, these trending program 
implementation deficiencies leave the station vulnerable to not identifying less significant issues that may be 
providing precursor insights that could prevent a more significant condition adverse to quality. The finding was 
determined to affect the mitigating systems cornerstone objective of ensuring the availability, reliability, and 
capability of systems to respond to initiating events to prevent undesirable consequences. In accordance with NRC 
Inspection Manual Chapter 0609.04, Significant Determination Process – Phase 1 screening, the finding was 
determined to be of very low safety significance (Green) because the finding did not result in a loss of system safety 
function or a loss of safety function of a single train for greater than allowed Technical Specification allowed outage 
time. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with the 
corrective action program component. Specifically, the licensee failed to periodically trend and assesses information 
from the CAP and other assessments in the aggregate to identify programmatic and common cause problems P.1(b) 
Inspection Report# : 2012007 (pdf)  
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Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Technical Specification Action Requirements Regarding ‘B’ Battery Inoperability 
The inspectors identified a Green NCV of Technical Specification (TS) 3.8.4, DC Electrical Sources, when the 
licensee failed to comply with the action time following discovery of reasonable information to determine that 
Surveillance Requirement (SR) 3.8.4.6 had not been performed within its frequency plus 25 percent grace period for 
the ‘B’ safety related battery. The “B” battery was inoperable due to the SR not being performed. The issue was 
documented in the corrective action program as Nuclear Condition Report (NCR) 511315. As corrective actions, the 
licensee shut down the plant and successfully performed the SR. The failure to declare in a timely manner that the TS 
surveillance requirement for the ‘B” safety related battery was not met, was a performance deficiency. This 
performance deficiency is more than minor because it is associated with the equipment performance attribute and 
adversely affected the Mitigating Systems Cornerstone objective to ensure the availability and reliability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the licensee mistakenly extended 
the amount of time that they operated in Mode 1 with an inoperable safety related system. The significance of this 
finding was assessed in accordance with Inspection Manual Chapter 0609, Attachment 4. Using the Mitigating 
Systems Cornerstone column of Table 4a of  
Attachment 4, it was determined that the finding was of very low significance (Green) because the finding did not 
represent a loss of safety function and did not screen as potentially risk significant due to a seismic, flooding or severe 
weather initiating event. The inspectors determined this performance deficiency has a cross-cutting aspect in the 
Decision Making component of the Human Performance Area, because the licensee did not use conservative 
assumptions to determine operability of the ‘B’ safety related battery. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Change resulted in Interference and Inoperability of Containment Water Level Indication 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the licensee’s 
installation of a plant modification that adversely affected the operability of nearby safety related equipment. 
Specifically, the licensee’s installation of radiation barriers in containment impeded the travel path for equipment 
associated with containment water level transmitter, LT-802E, and resulted in the “B” train of containment sump 
water level instrumentation being inoperable for a period of time greater than allowed in Technical Specification 
3.3.3. The licensee took immediate actions to remove the interference with the level instrumentation. This issue was 
entered into the licensee’s corrective action program as NCR 510240. The licensee’s installation of a plant 
modification that adversely affects the operability of nearby safety related equipment was a performance deficiency 
and resulted in containment water level transmitter, LT-802E, being inoperable for greater than the allowed outage 
time specified in Technical Specification 3.3.3. The performance  
deficiency was considered more than minor because it affected the Mitigating Systems Cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e. core damage). Specifically, reactor operators would have unreliable indication of containment 
water level during a postulated Loss of Coolant Accident (LOCA). Using Manual Chapter 0609.04, “Phase 1 Initial 
Screening and Characterization of Findings,” the issue was evaluated to be a degradation of the Mitigation Systems 
cornerstone because it affects long term core decay heat removal in the event of a LOCA. Table 4a of the Phase 1 
worksheet requires a Phase 2 significance determination evaluation, because the finding represents an actual loss of 
safety function of a single train, for greater than its Technical Specifications Allowed Outage Time. A further 
characterization of the safety significance could not be performed in Phase 2 because the function (i.e., containment 
water level indication) was not modeled  
and necessitated that a Phase 3 SDP be done. The SRA performed a bounding event assessment. The dominant 
accident sequence was where a LOCA occurs and, as a result of the depressurization, a Steam Generator Tube 
Rupture happens. This leads to the water from the steam generator adding to the internal flooding event. Subsequently 
operators fail to isolate the ruptured steam generator thus continuing to feed the break. The increase in core damage 
probability (?CDF) for this event was determined to be < 1E-6 therefore, this condition should be treated as very low 
safety significance (Green). The inspectors did not identify a crosscutting aspect associated with this finding because 
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the performance deficiency occurred in 2005 and does not represent current licensee performance. 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Low Temperature Overpressure System Rendered Inoperable For Operational Convenience 
The inspectors identified a Green finding for failure to follow the TS bases associated with Improved Technical 
Specification (ITS) 3.0.2 Limiting Condition for Operability (LCO) Applicability. Specifically, the licensee rendered 
the Low Temperature Overpressure Protection System (LTOP) inoperable and entered ITS 3.4.12 Condition G  
for operational convenience. On March 11, 2012, for approximately 90 minutes, while transitioning the Low 
Temperature Overpressure System from ITS LCO 3.4.12 b. to ITS LCO 3.4.12 a., the LTOP system was rendered 
inoperable. This issue has been entered in the corrective action program as NCR 523648. Corrective actions are being 
evaluated. Rendering the LTOP system inoperable for operational convenience was a performance deficiency. The 
finding was more than minor because it impacted the Equipment Performance attribute of the Barrier Integrity 
Cornerstone, and adversely affected the cornerstone objective to provide reasonable assurance that the physical design 
barriers of the reactor coolant system protect the public from radionuclide releases caused by accidents or events. 
Specifically, with an inoperable LTOP system the RCS protection from an overpressure event is reduced. The 
significance of this finding was assessed using Inspection Manual Chapter 0609 Shutdown Significance 
Determination Process Appendix G. The inspectors determined that the finding was of very low safety significance 
(Green) and it did not adversely impact the five guidelines contained in Checklist 4 of core heat removal, inventory 
control, power availability, containment  
closure, or reactivity. No cross-cutting aspect is associated with this finding as the performance deficiency  
does not reflect current licensee performance in that licensee has utilized this process for years. 
Inspection Report# : 2012002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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Robinson 2 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Lack of preventive maintenance on feedwater control switch results in an automatic reactor trip 
A self-revealing Green finding was identified when the licensee failed to establish adequate preventative maintenance 
for equipment associated with the feedwater control systems. Specifically, the licensee’s inappropriate classification 
of the feedwater flow loop selector switch as a “run-to-failure” component permitted the switch to remain in service, 
without preventative maintenance, until its failure on March 28, 2012, which resulted in a feedwater transient and 
reactor trip. Corrective actions included the replacement of the failed switch and future replacement of seven 
additional switches that were deemed to be at risk for a similar failure. This issue has been entered into the corrective 
action program (CAP) as Nuclear Condition Report (NCR) #527203.  
 
The licensee’s inappropriate classification of plant equipment in accordance with ADM-NGGC-0107 Rev. 1, 
Equipment Reliability Process Guideline, which permitted feed flow selector switch 1/FM-488B to remain in service, 
without preventative maintenance, until failure was a performance deficiency. This finding was determined not to be a 
violation of NRC requirements. The finding was more than minor because it was associated with the initiating events 
cornerstone attribute of Equipment Performance, and it affected the associated cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, the performance deficiency caused an automatic reactor trip from 55 percent power 
operations on March 28, 2012. The finding was determined to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or 
functions would not be available. The performance deficiency had a cross-cutting aspect of Evaluation of Identified 
Problems in the area of Problem Identification and Resolution, because the licensee failed to thoroughly evaluate the 
events in 2010 and 2008 such that the resolutions addressed the causes and extent of conditions as necessary.(P.1(c)) 
(Section 1R12)  
 
Inspection Report# : 2012003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Effectively Implement Gas Intrusion Program (GL 2008-01) 
Green. The inspectors identified a Finding for the licensee’s failure to perform the 18-month pre-refueling outage 
(RO) ultrasonic testing (UT) examinations on 47 potential gas accumulation locations required by plant operating 
manual PLP-085, “Emergency Core Cooling Systems Gas Management Program (GL 2008-01).” Compliance with 
PLP-085 ensures the capability of the safety injection (SI), residual heat removal (RHR), and containment spray (CS) 
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systems to perform their safety-related functions, and effectively implements the licensee’s gas management program 
as committed to the NRC in response to Generic Letter 2008-01. The licensee entered the issue into the corrective 
action program (CAP) as nuclear condition report (NCR) 575063, and is evaluating corrective actions.  
 
The failure to perform pre-RO UT examinations on 47 potential gas accumulation locations, as required by PLP-085 
was a performance deficiency. The performance deficiency was more than minor because if left uncorrected, it had the 
potential to lead to a more significant safety concern. Specifically, if the licensee continued to miss pre-RO UT 
examinations, conditions that result in the formation of voids in the SI, RHR, and CS systems could go undetected 
with the potential to adversely affect the systems’ capability to perform their functions. The inspectors assessed the 
finding using IMC 0609 Attachment 4, “Initial Characterization of Findings;” and IMC 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because it was not a design deficiency, it did not represent the loss of a system safety function, 
did not result in exceeding a Technical Specification allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. The inspectors identified a cross-cutting 
aspect in the work practices component of the human performance area, because the licensee did not define and 
effectively communicate expectations regarding procedural compliance and personnel following procedures. 
Specifically, on two occasions, the licensee did not perform pre-RO UTs in accordance with their gas management 
program, as described in PLP-085. [H.4(b)] (Section 4OA5.5)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Nov 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Load Limits in Fire Area A 
Green. The inspectors identified a Green Non-Cited Violation (NCV) of Robinson’s  
License Condition 3. E, “Fire Protection Program”, for increasing the amounts of in-situ  
combustibles in several fire zones within fire area “A” above required limits in NRC  
approved licensing exemptions. The licensee has entered the finding into the corrective  
action program as Nuclear Condition Report (NCR) 567284 and established continuous  
fire watches as well as restricted transient combustibles permits for the fire areas of  
concern.  
 
The failure to properly evaluate increases in the quantities of in-situ combustibles above  
those stated as upper limits for anticipated fire severity and duration in HBR2 exemption  
requests and an associated SER was a performance deficiency. This performance  
deficiency was determined to be more than minor because the finding was associated  
with the protection against external events (i.e. fire) attribute of the mitigating systems  
cornerstone objective of ensuring the availability, reliability and capability of systems that  
respond to external events that prevent undesirable consequences. In seven fire zones  
upper limits for fire severity were exceeded. Using the guidance contained in the IMC  
0609 Appendix F, the inspectors concluded that a Phase 3 analysis was necessary  
because the noncompliance involved fires leading to main control room abandonment.  
The Phase 3 analysis concluded that this item would be associated with a finding of very  
low safety significance (Green) because the fire detection systems, fire brigade, fire  
barriers, and the Dedicated Shutdown Systems were not affected by increase in fire  
loading in the affected fire areas. The inspectors identified a cross cutting aspect in the  
decision making component of the human performance area because the licensee did  
not use conservative assumptions in decision making to demonstrate the proposed  
action did not affect the validity of the technical basis for granted exemptions. [H.1(b)] 
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Inspection Report# : 2012008 (pdf)  

Significance:  Nov 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Deficiencies in the Emergency Lighting System Preventive Maintenance 
Program 
Green. The inspectors identified a Green NCV of 10 CFR Part 50.65, Maintenance Rule,  
for the licensee’s failure to identify and correct deficiencies in the emergency lighting  
system (ELS) preventive maintenance program. The licensee entered the issues into  
their corrective action program as NCRs 567517 and 567632. The deficiency will be  
mitigated by the operator’s use of flashlights until the deficiencies are corrected.  
 
The licensee’s failure to identify and correct deficiencies in the ELS preventive  
maintenance program was a performance deficiency. The performance deficiency was  
more than minor because it was associated with the protection against external events  
(fire) 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 to prevent undesirable consequences. Specifically, the  
high failure rate of battery load test resulted in a lack of reasonable assurance that the  
ELS would perform its design function of providing illumination for 8 hours during fire  
events. Utilizing IMC 0609, Appendix F, "Fire Protection Significance Determination  
Process," the team assigned the performance deficiency to the Post-fire Safe Shutdown  
category since it affected systems or functions relied upon for post-fire safe shutdown.  
The finding was then assigned a low degradation rating since the finding minimally  
impacted the performance and reliability of the fire protection program element.  
Specifically, the team noted that operators were required to obtain and carry flashlights.  
Therefore, the finding screened as having very low safety significance (Green). The team  
identified a cross-cutting aspect in the corrective action program component of the  
problem identification and resolution area. [P.1(b)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include the Fuel Oil Supply to the TSC/EOF/Security Diesel in the Maintenance Rule 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(b)(2), "Requirements for Monitoring 
the Effectiveness of Maintenance at Nuclear Power Plants," because the licensee failed to include all aspects of the 
Fuel Oil System in the maintenance rule program. Specifically, the fuel oil supply to the Technical Support Center 
(TSC) Emergency Operations Facility (EOF) Security Diesel is required to support the diesels emergency operating 
procedure (EOP) function of providing back-up power to security lighting and the plant computer system. The 
licensee entered the issue into their corrective action program (CAP) as Nuclear Condition Report (NCR) 560424. The 
licensee corrective actions included revising the scoping document of the fuel oil system to include its function of 
providing fuel to the diesel.  
The failure to scope in the fuel oil system function of providing fuel to the TSC/EOF/Security Diesel to the 
maintenance rule program was a performance deficiency. The finding was more than minor because it impacted the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the failure to scope in the fuel oil supply to the maintenance rule could affect 
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the TSC/EOF/Security reliability and the accomplishment of EOPs. This finding was considered to have very low 
safety significance (Green) because the finding did not cause a loss of mitigation equipment functions and did not 
represent an actual loss of function of one or more non-Technical Specification Trains of equipment designated as 
high safety-significant in accordance with the licensee?s maintenance rule program for more than 24 hours. This 
finding had a cross cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution area, because the licensee failed to perform a thorough evaluation, such that the necessary support systems 
for the TSC/EOF/Security diesel were identified and added to the maintenance rule program (P.1(c)). 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inoperability of the refueling water storage tank not recognized as a safety system functional failure 
The inspectors identified a Green finding for the licensee’s failure to identify and document Safety System Functional 
Failures (SSFF) in accordance with REG-NGGC-0009, NRC Performance Indicators and Monthly Operating Report 
Data. The licensee did not recognize that rendering the refueling water storage tank inoperable by placing the non-
seismically qualified purification system in operation as documented in LER 05000261/2011-001-00, “Condition 
Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water Storage Tank due 
to Regulatory Requirements not Adequately Incorporated in Plant Documentation” also created a SSFF. The licensee 
entered the issue into the CAP as NCR 539132. Corrective actions are still being evaluated.  
 
The inspectors determined that the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s. The finding was determined to be more than minor because the minor 
screening question of whether the performance deficiency would have caused the SSFF PI to exceed a threshold was 
determined to have occurred. Specifically, had the licensee recognized the SSFFs and documented them during the 
investigation of LER 05000261/2001-001-00, the SSFF PI would have crossed the green/white threshold in the 4th 
quarter of 2010. The finding screened as Green because no loss of operability or functionality resulted from the failure 
to recognize the SSFF and document the event as described in LER 05000261/2011-001-00. The inspectors 
determined this performance deficiency had a cross-cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution Area, because the licensee did not thoroughly evaluate the condition described 
in LER 05000261/2011-001-00, to include conditions such as a SSFF. (P.1(c))(Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inaccurate safety system functional failure performance indicator submittal 
The inspectors identified a Severity Level (SL) IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of 
Information,” when the licensee inaccurately reported Safety System Functional Failure (SSFF) performance indicator 
data beginning with the 4th quarter of 2010. The licensee entered the issue into the CAP as NCR 539132. Corrective 
actions are still being evaluated.  
 
The inspectors determined the licensee’s failure to identify and document a SSFF was a performance deficiency. 
Specifically, Attachment 7 of REG-NGGC-009, NRC Performance Indicators and Monthly Operating Report Data, 
Rev. 11 requires documenting SSFF’s for inclusion in the NRC performance indicator (PI) submittal. This resulted in 
a failure to submit complete and accurate PI data resulting from the investigation of LER 05000261/2011-001-00, 
“Condition Prohibited by Technical Specifications When Non-Seismic System was Aligned to Refueling Water 
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Storage Tank due to Regulatory Requirements”. Due to the inadequate review of LER 05000261/2011-001-00, the 
licensee submitted inaccurate data for the SSFF PI beginning in the 4th quarter of 2010. If accurate data had been 
provided the SSFF PI would have transitioned from green to white in the 4th quarter of 2010. The finding was more 
than minor because it impacted the ability of the NRC to perform its regulatory oversight function. The finding was 
determined to be a SL IV violation using the examples in the Enforcement Policy, where a licensee submits inaccurate 
or incomplete PI data to the NRC that would have caused a PI to change from green to white. No cross-cutting aspect 
was assign due to traditional enforcement violations are not screened for cross-cutting aspects. (Section 4OA1)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 25, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Refueling Water Storage Tank Purification 
Green: A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take adequate corrective actions to prevent recurrence (CAPR) in response to a significant 
condition adverse to quality (SCAQ) associated with the purification of the Refueling Water Storage Tank (RWST). 
Specifically, on March 16, 2012, with the plant in Mode 4, the licensee aligned the non-seismically qualified Spent 
Fuel Pool Demineralizer to the seismically qualified boundary of the RWST to perform purification of the RWST. 
This action rendered the RWST inoperable. This issue was previously identified as a significant condition adverse to 
quality in May 2011, but the corrective actions taken failed to preclude repetition. The licensee entered this issue in 
the corrective action program as Nuclear Condition Report (NCR) 524619. As immediate corrective actions, the 
licensee removed the SFP purification system from service and replaced the caution tags on valves SFPC-805A, 
Refueling Water Purification Pump Suction from RWST and SFPC-805B, RWST Return, with a Clearance. The 
licensee plans to revise several operating procedures to correctly apply  
Technical Specifications implications into procedural steps and they also plan to implement Engineering Change (EC) 
80584, to perform a seismic qualification of the spent fuel pool / RWST purification system to allow alignment to the 
RWST without affecting operability.  
 
The licensee’s failure to take adequate corrective actions to prevent recurrence of a SCAQ, aligning the non-
seismically qualified spent fuel pool demineralizer system for purification of the safety related and seismically 
qualified RWST, was a performance deficiency. The finding was more than minor because if left uncorrected, it has 
the potential to lead to a more significant safety concern. The finding was determined to affect the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems to respond to initiating events 
to prevent undesirable consequences. Specifically, during a seismic event the purification piping could break and 
cause a loss of inventory in the RWST which is used in  
accident mitigation. Inspection Manual Chapter (IMC) 0609, Attachment 4, Table 4a, “Phase 1 – Initial Screening and 
Characterization of Findings,” determined that this finding was within the mitigating systems (MS) cornerstone and 
was potentially risk significant due to a seismic external event and therefore required a Phase 3 SDP analysis. A phase 
3 risk assessment was performed by a regional Senior Risk Analyst (SRA) using the NRC SPAR model. The analysis 
determined that the risk increase of the performance deficiency was an increase in core damage frequency less than 
1E-6/year a GREEN finding of very low safety significance. The  
cross cutting aspect of the finding was directly related to the CAP component of the Problem Identification and 
Resolution area, because the licensee failed to take appropriate corrective actions to address safety issues. 
Specifically, the licensee’s corrective actions regarding the alignment of the purification system to the RWST were 
not adequate to solved the issue and prevent recurrence (P.1(d)). 
Inspection Report# : 2012007 (pdf)  
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Significance:  May 25, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Implement Trending Requirements Set Forth in Plant Procedures 
Green: An NRC identified finding was identified for the licensee’s failure to implement trending requirements set 
forth in CAP-NGGC-0206, “Performance Assessment and Trending” and EGR-NGGC-0010, “System Component 
Trending Program and System Notebooks.” Consequently the licensee missed opportunities to identify and enter 
adverse conditions into the CAP. The licensee entered these issues into the corrective action program as NCRs 535537 
and 535926. The licensee has taken immediate corrective actions which include the generation  
of trend reports that were previously missed.  
 
The finding was more than minor because the licensee’s failure to correct trending program implementation 
deficiencies could have the potential to lead to a more significant safety concern. Specifically, these trending program 
implementation deficiencies leave the station vulnerable to not identifying less significant issues that may be 
providing precursor insights that could prevent a more significant condition adverse to quality. The finding was 
determined to affect the mitigating systems cornerstone objective of ensuring the availability, reliability, and 
capability of systems to respond to initiating events to prevent undesirable consequences. In accordance with NRC 
Inspection Manual Chapter 0609.04, Significant Determination Process – Phase 1 screening, the finding was 
determined to be of very low safety significance (Green) because the finding did not result in a loss of system safety 
function or a loss of safety function of a single train for greater than allowed Technical Specification allowed outage 
time. This finding has a cross-cutting aspect in the area of problem identification and resolution associated with the 
corrective action program component. Specifically, the licensee failed to periodically trend and assesses information 
from the CAP and other assessments in the aggregate to identify programmatic and common cause problems P.1(b) 
Inspection Report# : 2012007 (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 
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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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Robinson 2 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope in all CVCS Instruments used in EOPs in the Maintenance Rule Program 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2), "Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants," because the licensee failed to scope in all the Chemical Volume and Control 
(CVCS) instruments used in plant Emergency Operating Procedures (EOPs). Specifically, the CVCS instrument loops 
for FI-110, Boric Acid Bypass Flow, FI-122A, Charging Flow and LI-115, VCT Level, were not included in the 
maintenance monitoring program. Subsequent review by the licensee identified one additional functional failure that 
was previously unrecognized. The licensee entered the issue into their corrective action program (CAP) as Nuclear 
Condition Report (NCR) 574956. The licensee corrective actions included adding the associated instruments loops to 
the maintenance rule and revising the performance monitoring criteria.  
 
The inspectors determined that the failure to scope in all the CVCS instruments, used in EOPS, into the maintenance 
rule was a performance deficiency. The finding was more than minor because if left uncorrected, the performance 
deficiency would have had the potential to lead to a more significant safety concern. Specifically, the failure to scope 
in all CVCS instruments into the maintenance rule could affect the maintenance rule program’s ability to effectively 
monitor the performance of CVCS equipment and the accomplishment of EOPs. This finding was considered to have 
very low safety significance (Green) because the finding did not cause a loss of mitigation equipment functions and 
did not represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as high 
safety-significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. The finding 
does not have a cross-cutting aspect since the failure to scope this equipment into the maintenance rule was not 
recognized during the initial maintenance rule scoping activities and as a result, is not indicative of current 
performance.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 25, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Perform Adequate Preventative Maintenance on the DSDG In accordance with Vendor Guidelines 
10 CFR 50.63 (c)(2) states, in part, that the alternate AC power source, as defined in section 50.2, will constitute 
acceptable capability to withstand station blackout provided an analysis is performed which demonstrates that the 
plant has this capability from onset of the station blackout until the alternate AC source(s) and required shutdown 
equipment are started and lined up to operate. Robinson Nuclear Plant Station Blackout Coping Analysis Report 
8S19-P-101, identifies the Dedicated Shutdown Diesel Generator (DSDG) as its alternate AC power source and 
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specifies that Robinson is required to cope for eight hours following a station blackout and that alternate AC power 
must be supplied within one hour to shut down equipment by the DSDG. Additionally, the DSDG is required to 
provide emergency power during selected Fire Safe Shutdown (SSD) scenarios.  
Contrary to the above, from August 28, to October 3, 2012, the licensee’s failure to have an alternate AC power 
source with acceptable capability to withstand station blackout for the required durations specified in its coping 
analysis. Specifically, during surveillance testing of the DSDG on October 2, 2012, the DSDG automatically shut 
down on high engine temperature due to a failure of the radiator drive belts. The condition of the drive belts was 
significantly degraded, due in part to a lack of adequate inspection, maintenance, and/or periodic replacement. Based 
on the failure of the DSDG and necessary repair time, this degraded condition would have prohibited the DSDG from 
supplying power to shutdown equipment within one hour following a station blackout and could have rendered the 
plant unable to cope for eight hours after a postulated station blackout or to provide emergency power for certain 
selected Fire SSD scenarios.  
This violation is associated with a White SDP finding. 
Inspection Report# : 2013008 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Evaluate SBO Coping Equipment for Environmental Conditions 
The team identified a Green finding for the licensee’s failure to follow NRC Regulatory Guide 1.155, “Station 
Blackout,” guidance (to which they are committed in the Updated Final Safety Analysis Report) for evaluating 
equipment needed to cope with a station blackout for the required duration for associated environmental conditions. 
This was a performance deficiency. The licensee entered the issue into their corrective action program as Nuclear 
Condition Report 600522, and established a calculation that determined the maximum expected temperature inside the 
compartment housing the dedicated shutdown diesel generator (DSDG) and evaluated the equipment to determine its 
capability to perform its function for the station blackout coping duration.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the capability 
and reliability of the equipment located in the DSDG compartment was not ensured since a comparison of equipment 
temperature ratings and expected DSDG compartment temperatures was not performed. The finding was determined 
to be of very low safety significance (Green) because the finding was a deficiency affecting the design or qualification 
of a mitigating structure, system, or component, and the structure, system, or component maintained its functionality. 
No cross-cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance due to the age of the installation of the DSDG. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses Supporting the Degraded Voltage Relay Setpoints 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to have adequate analyses that supported safety-related load operation during a design basis accident 
while supplied by offsite power. This was a performance deficiency.  
 
The licensee entered the issue into the corrective action program as Nuclear Condition Reports 601201 and 605969, 
and performed an evaluation that determined the capability of starting the safety-related motors at degraded voltage 
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conditions, as well as the capability of the electrical loads during the degraded grid voltage relay (DGVR) time delay 
to ensure equipment function was preserved.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee 
did not ensure the capability of safety-related loads to respond to a design basis accident under degraded voltage 
conditions. Evaluations of the effects of starting motors at the DGVR voltage dropout setpoint and the equipment 
survivability during the DGVR time delay were not performed. The team determined the finding required a detailed 
risk analysis, because the finding was a deficiency affecting the design or qualification of a mitigating structure, 
system, or component, and the team assumed the performance deficiency represented a loss of operability or 
functionality of the equipment that could be lost during the DGVR time delay. This assumption was made to bound 
the risk of the finding, because the licensee was still investigating whether or not there would be a loss of function of 
any equipment during the DGVR time delay period as of the date of this inspection report issuance. The team assumed 
a recoverable loss of function of all 480V motor control centers and assumed a degraded voltage condition exposure 
time of one hour per year. The one hour per year assumption is conservative relative to actual plant data which 
indicated a degraded voltage condition exposure of 44 seconds over the past 3 operating years. The results of the 
detailed risk analysis indicated an increase in core damage frequency <1E-6/year, which is representative of a finding 
of very low safety significance (Green). No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
degraded voltage evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses For the E1 Bus Fast Transfer 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to verify the adequacy of the plant design during fast bus transfers. Specifically, the licensee failed 
to have an adequate analysis that ensured a successful fast bus transfer of the safety-related E1 bus feeder from the 
Unit Auxiliary Transformer to the Startup Transformer when required. This was a performance deficiency. The 
licensee entered the issue into the corrective action program as Nuclear Condition Reports 603357 and 605562, and 
performed an additional fast bus transfer evaluation of the E1 feeder breaker to ensure that the breaker would not trip 
under fast bus transfer conditions.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Design Control and adversely affected the cornerstone objective of ensuring reliability, availability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee did not ensure 
the capability of safety-related loads on the E1 bus because the licensee did not verify the E1 feeder breaker would not 
trip during a fast bus transfer. The finding was determined to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design or qualification of a mitigating structure, system, or component (SSC), 
and the SSC maintained its operability and functionality. No cross-cutting aspect was assigned to this finding because 
the team determined that the cause of the finding was not indicative of current licensee performance due to the age of 
the fast bus transfer evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Have Appropriate Procedure to Verify Degraded Voltage Relay Circuit Status 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the licensee’s failure to prescribe an adequate procedure that verified DGVR circuit operability 
following degraded voltage disable switch operation for reactor coolant pump (RCP) starts. This was a performance 
deficiency. The licensee entered the issue into the corrective action program as Nuclear Condition Report 602516, 
developed a test procedure, and verified the DGVR operability on both emergency buses.  
 
The performance deficiency was more than minor because if left uncorrected, it could become a more significant 
safety concern. Specifically, by not properly testing the DGVR circuit to ensure continuity following switch 
manipulation for RCP starts, the circuit could unknowingly become inoperable and non-functional for an entire 
operating cycle. The finding was determined to be of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not represent a loss of system function, did not represent an actual loss of 
function of at least a single train for greater than its technical specification (TS) allowed outage time or two separate 
safety systems out-of-service for greater than its TS allowed outage time, and did not represent an actual loss of 
function of one or more non-TS trains. No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
modification that added the degraded voltage disable switches. 
Inspection Report# : 2013007 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Effectively Implement Gas Intrusion Program (GL 2008-01) 
Green. The inspectors identified a Finding for the licensee’s failure to perform the 18-month pre-refueling outage 
(RO) ultrasonic testing (UT) examinations on 47 potential gas accumulation locations required by plant operating 
manual PLP-085, “Emergency Core Cooling Systems Gas Management Program (GL 2008-01).” Compliance with 
PLP-085 ensures the capability of the safety injection (SI), residual heat removal (RHR), and containment spray (CS) 
systems to perform their safety-related functions, and effectively implements the licensee’s gas management program 
as committed to the NRC in response to Generic Letter 2008-01. The licensee entered the issue into the corrective 
action program (CAP) as nuclear condition report (NCR) 575063, and is evaluating corrective actions.  
 
The failure to perform pre-RO UT examinations on 47 potential gas accumulation locations, as required by PLP-085 
was a performance deficiency. The performance deficiency was more than minor because if left uncorrected, it had the 
potential to lead to a more significant safety concern. Specifically, if the licensee continued to miss pre-RO UT 
examinations, conditions that result in the formation of voids in the SI, RHR, and CS systems could go undetected 
with the potential to adversely affect the systems’ capability to perform their functions. The inspectors assessed the 
finding using IMC 0609 Attachment 4, “Initial Characterization of Findings;” and IMC 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because it was not a design deficiency, it did not represent the loss of a system safety function, 
did not result in exceeding a Technical Specification allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. The inspectors identified a cross-cutting 
aspect in the work practices component of the human performance area, because the licensee did not define and 
effectively communicate expectations regarding procedural compliance and personnel following procedures. 
Specifically, on two occasions, the licensee did not perform pre-RO UTs in accordance with their gas management 
program, as described in PLP-085. [H.4(b)] (Section 4OA5.5)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Nov 30, 2012 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Load Limits in Fire Area A 
Green. The inspectors identified a Green Non-Cited Violation (NCV) of Robinson’s  
License Condition 3. E, “Fire Protection Program”, for increasing the amounts of in-situ  
combustibles in several fire zones within fire area “A” above required limits in NRC  
approved licensing exemptions. The licensee has entered the finding into the corrective  
action program as Nuclear Condition Report (NCR) 567284 and established continuous  
fire watches as well as restricted transient combustibles permits for the fire areas of  
concern.  
 
The failure to properly evaluate increases in the quantities of in-situ combustibles above  
those stated as upper limits for anticipated fire severity and duration in HBR2 exemption  
requests and an associated SER was a performance deficiency. This performance  
deficiency was determined to be more than minor because the finding was associated  
with the protection against external events (i.e. fire) attribute of the mitigating systems  
cornerstone objective of ensuring the availability, reliability and capability of systems that  
respond to external events that prevent undesirable consequences. In seven fire zones  
upper limits for fire severity were exceeded. Using the guidance contained in the IMC  
0609 Appendix F, the inspectors concluded that a Phase 3 analysis was necessary  
because the noncompliance involved fires leading to main control room abandonment.  
The Phase 3 analysis concluded that this item would be associated with a finding of very  
low safety significance (Green) because the fire detection systems, fire brigade, fire  
barriers, and the Dedicated Shutdown Systems were not affected by increase in fire  
loading in the affected fire areas. The inspectors identified a cross cutting aspect in the  
decision making component of the human performance area because the licensee did  
not use conservative assumptions in decision making to demonstrate the proposed  
action did not affect the validity of the technical basis for granted exemptions. [H.1(b)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Nov 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Deficiencies in the Emergency Lighting System Preventive Maintenance 
Program 
Green. The inspectors identified a Green NCV of 10 CFR Part 50.65, Maintenance Rule,  
for the licensee’s failure to identify and correct deficiencies in the emergency lighting  
system (ELS) preventive maintenance program. The licensee entered the issues into  
their corrective action program as NCRs 567517 and 567632. The deficiency will be  
mitigated by the operator’s use of flashlights until the deficiencies are corrected.  
 
The licensee’s failure to identify and correct deficiencies in the ELS preventive  
maintenance program was a performance deficiency. The performance deficiency was  
more than minor because it was associated with the protection against external events  
(fire) 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 to prevent undesirable consequences. Specifically, the  
high failure rate of battery load test resulted in a lack of reasonable assurance that the  
ELS would perform its design function of providing illumination for 8 hours during fire  
events. Utilizing IMC 0609, Appendix F, "Fire Protection Significance Determination  
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Process," the team assigned the performance deficiency to the Post-fire Safe Shutdown  
category since it affected systems or functions relied upon for post-fire safe shutdown.  
The finding was then assigned a low degradation rating since the finding minimally  
impacted the performance and reliability of the fire protection program element.  
Specifically, the team noted that operators were required to obtain and carry flashlights.  
Therefore, the finding screened as having very low safety significance (Green). The team  
identified a cross-cutting aspect in the corrective action program component of the  
problem identification and resolution area. [P.1(b)] 
Inspection Report# : 2012008 (pdf)  

Barrier Integrity 

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Account for Containment Temperature Measurement Uncertainty 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to account for instrument uncertainty on the containment bulk temperature instrumentation which 
was used to verify technical specification (TS) containment operability. This was a performance deficiency. The 
licensee entered this issue into their corrective action program as Nuclear Condition Report 603294 and performed an 
evaluation of the temperature instrumentation uncertainty. In addition, the licensee issued Standing Instruction 13-001 
which specified the indicated containment temperature for entry into TS Limiting Condition for Operation 3.6.5 was 
to be 118 degrees Fahrenheit, a value that compensated for the temperature measurement uncertainty.  
 
The performance deficiency was more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern. Specifically, if the licensee did not account for the temperature measurement 
accuracy, containment temperature could unknowingly exceed the TS operability limit, and the licensee may not 
declare containment inoperable. The finding was determined to be of very low safety significance (Green) because the 
finding did not represent an actual open pathway in the physical integrity of reactor containment, containment 
isolation system, or heat removal components and did not involve a reduction in function of hydrogen igniters in the 
reactor containment. The cause of the finding was indicative of current licensee performance because the licensee 
failed to consider instrument uncertainty when they performed a containment re-analysis in 2013. The cause of the 
finding was directly related to the maintaining long term plant safety by maintenance of design margins cross-cutting 
aspect of the resources component in the area of human performance because when the containment re-analysis was 
performed, the licensee reduced margin between the analyzed value for containment starting temperature and the TS 
limit, making the instrument uncertainty of the temperature instruments more significant. [H.2(a)] 
Inspection Report# : 2013007 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

3Q/2013 Inspection Findings - Robinson 2

Page 6 of 7



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 24, 2013 
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Robinson 2 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of preventive maintenance results in "B" EDG recirculation damper failure 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(2) for the licensee’s failure to 
demonstrate that the performance of the “B” Emergency Diesel Generator (EDG) ventilation recirculation damper was 
effectively controlled through appropriate preventive maintenance (PM) or monitored as specified in 10 CFR 50.65(a)
(1), such that the ventilation system remained capable of performing its intended function. The lack of PM on the “B” 
EDG recirculation damper led to its failure and resulted in the “B” EDG being declared inoperable on May 1, 2013. 
Following the discovery of this issue, operations declared the “B” EDG inoperable and took immediate corrective 
actions to close the damper. This issue was entered in the licensee’s corrective action program as NCR 60433.  
 
The 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 failure to perform appropriate preventive maintenance on the “B” EDG ventilation 
recirculation damper resulted in its failure and on May 1, 2013, the “B” EDG was declared inoperable. Failure of the 
“B” EDG ventilation recirculation damper could allow the EDG room design limit temperature of 130F to be 
exceeded. Using IMC 0609, Appendix A, issued June 19, 2012, The SDP for Findings At-Power, the inspectors 
determined that this finding is of very low safety significance (Green) because the finding did not represent an actual 
loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for greater than 24 hours. This finding had a cross-cutting 
aspect in the Operating Experience component of the Problem Identification and Resolution area, because the licensee 
failed to incorporate lessons learned from a similar event, which occurred in 2012 at the Clinton Power Station, into 
the preventive maintenance program. [P.2(b)] (1R12) 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope in all CVCS Instruments used in EOPs in the Maintenance Rule Program 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2), "Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants," because the licensee failed to scope in all the Chemical Volume and Control 
(CVCS) instruments used in plant Emergency Operating Procedures (EOPs). Specifically, the CVCS instrument loops 
for FI-110, Boric Acid Bypass Flow, FI-122A, Charging Flow and LI-115, volume control tank (VCT) Level, were 
not included in the maintenance monitoring program. Subsequent review by the licensee identified one additional 
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functional failure that was previously unrecognized. The licensee entered the issue into their corrective action program 
(CAP) as Nuclear Condition Report (NCR) 574956. The licensee corrective actions included adding the associated 
instruments loops to the maintenance rule program and revising the performance monitoring criteria.  
The inspectors determined that the failure to scope in all the CVCS instruments, used in EOPS, into the maintenance 
rule program was a performance deficiency. The finding was more than minor because if left uncorrected, the 
performance deficiency would have had the potential to lead to a more significant safety concern. Specifically, the 
failure to scope in all CVCS instruments into the maintenance rule program could affect the maintenance rule 
program’s ability to effectively monitor the performance of CVCS equipment and the accomplishment of EOPs. This 
finding was considered to have very low safety significance (Green) because the finding did not cause a loss of 
mitigation equipment functions and did not represent an actual loss of function of one or more non-Tech Spec Trains 
of equipment designated as high safety-significant in accordance with the licensee’s maintenance rule program for 
greater than 24 hours. The finding does not have a cross-cutting aspect since the failure to scope this equipment into 
the maintenance rule program was not recognized during the initial maintenance rule scoping activities and as a result, 
is not indicative of current performance. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 25, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Perform Adequate Preventative Maintenance on the DSDG In accordance with Vendor Guidelines 
10 CFR 50.63 (c)(2) states, in part, that the alternate AC power source, as defined in section 50.2, will constitute 
acceptable capability to withstand station blackout provided an analysis is performed which demonstrates that the 
plant has this capability from onset of the station blackout until the alternate AC source(s) and required shutdown 
equipment are started and lined up to operate. Robinson Nuclear Plant Station Blackout Coping Analysis Report 
8S19-P-101, identifies the Dedicated Shutdown Diesel Generator (DSDG) as its alternate AC power source and 
specifies that Robinson is required to cope for eight hours following a station blackout and that alternate AC power 
must be supplied within one hour to shut down equipment by the DSDG. Additionally, the DSDG is required to 
provide emergency power during selected Fire Safe Shutdown (SSD) scenarios.  
Contrary to the above, from August 28, to October 3, 2012, the licensee’s failure to have an alternate AC power 
source with acceptable capability to withstand station blackout for the required durations specified in its coping 
analysis. Specifically, during surveillance testing of the DSDG on October 2, 2012, the DSDG automatically shut 
down on high engine temperature due to a failure of the radiator drive belts. The condition of the drive belts was 
significantly degraded, due in part to a lack of adequate inspection, maintenance, and/or periodic replacement. Based 
on the failure of the DSDG and necessary repair time, this degraded condition would have prohibited the DSDG from 
supplying power to shutdown equipment within one hour following a station blackout and could have rendered the 
plant unable to cope for eight hours after a postulated station blackout or to provide emergency power for certain 
selected Fire SSD scenarios.  
This violation is associated with a White SDP finding. 
Inspection Report# : 2013008 (pdf)  
Inspection Report# : 2013009 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Evaluate SBO Coping Equipment for Environmental Conditions 
The team identified a Green finding for the licensee’s failure to follow NRC Regulatory Guide 1.155, “Station 
Blackout,” guidance (to which they are committed in the Updated Final Safety Analysis Report) for evaluating 
equipment needed to cope with a station blackout for the required duration for associated environmental conditions. 
This was a performance deficiency. The licensee entered the issue into their corrective action program as Nuclear 
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Condition Report 600522, and established a calculation that determined the maximum expected temperature inside the 
compartment housing the dedicated shutdown diesel generator (DSDG) and evaluated the equipment to determine its 
capability to perform its function for the station blackout coping duration.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the capability 
and reliability of the equipment located in the DSDG compartment was not ensured since a comparison of equipment 
temperature ratings and expected DSDG compartment temperatures was not performed. The finding was determined 
to be of very low safety significance (Green) because the finding was a deficiency affecting the design or qualification 
of a mitigating structure, system, or component, and the structure, system, or component maintained its functionality. 
No cross-cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance due to the age of the installation of the DSDG. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses Supporting the Degraded Voltage Relay Setpoints 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to have adequate analyses that supported safety-related load operation during a design basis accident 
while supplied by offsite power. This was a performance deficiency.  
 
The licensee entered the issue into the corrective action program as Nuclear Condition Reports 601201 and 605969, 
and performed an evaluation that determined the capability of starting the safety-related motors at degraded voltage 
conditions, as well as the capability of the electrical loads during the degraded grid voltage relay (DGVR) time delay 
to ensure equipment function was preserved.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee 
did not ensure the capability of safety-related loads to respond to a design basis accident under degraded voltage 
conditions. Evaluations of the effects of starting motors at the DGVR voltage dropout setpoint and the equipment 
survivability during the DGVR time delay were not performed. The team determined the finding required a detailed 
risk analysis, because the finding was a deficiency affecting the design or qualification of a mitigating structure, 
system, or component, and the team assumed the performance deficiency represented a loss of operability or 
functionality of the equipment that could be lost during the DGVR time delay. This assumption was made to bound 
the risk of the finding, because the licensee was still investigating whether or not there would be a loss of function of 
any equipment during the DGVR time delay period as of the date of this inspection report issuance. The team assumed 
a recoverable loss of function of all 480V motor control centers and assumed a degraded voltage condition exposure 
time of one hour per year. The one hour per year assumption is conservative relative to actual plant data which 
indicated a degraded voltage condition exposure of 44 seconds over the past 3 operating years. The results of the 
detailed risk analysis indicated an increase in core damage frequency <1E-6/year, which is representative of a finding 
of very low safety significance (Green). No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
degraded voltage evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses For the E1 Bus Fast Transfer 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to verify the adequacy of the plant design during fast bus transfers. Specifically, the licensee failed 
to have an adequate analysis that ensured a successful fast bus transfer of the safety-related E1 bus feeder from the 
Unit Auxiliary Transformer to the Startup Transformer when required. This was a performance deficiency. The 
licensee entered the issue into the corrective action program as Nuclear Condition Reports 603357 and 605562, and 
performed an additional fast bus transfer evaluation of the E1 feeder breaker to ensure that the breaker would not trip 
under fast bus transfer conditions.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Design Control and adversely affected the cornerstone objective of ensuring reliability, availability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee did not ensure 
the capability of safety-related loads on the E1 bus because the licensee did not verify the E1 feeder breaker would not 
trip during a fast bus transfer. The finding was determined to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design or qualification of a mitigating structure, system, or component (SSC), 
and the SSC maintained its operability and functionality. No cross-cutting aspect was assigned to this finding because 
the team determined that the cause of the finding was not indicative of current licensee performance due to the age of 
the fast bus transfer evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Appropriate Procedure to Verify Degraded Voltage Relay Circuit Status 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the licensee’s failure to prescribe an adequate procedure that verified DGVR circuit operability 
following degraded voltage disable switch operation for reactor coolant pump (RCP) starts. This was a performance 
deficiency. The licensee entered the issue into the corrective action program as Nuclear Condition Report 602516, 
developed a test procedure, and verified the DGVR operability on both emergency buses.  
 
The performance deficiency was more than minor because if left uncorrected, it could become a more significant 
safety concern. Specifically, by not properly testing the DGVR circuit to ensure continuity following switch 
manipulation for RCP starts, the circuit could unknowingly become inoperable and non-functional for an entire 
operating cycle. The finding was determined to be of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not represent a loss of system function, did not represent an actual loss of 
function of at least a single train for greater than its technical specification (TS) allowed outage time or two separate 
safety systems out-of-service for greater than its TS allowed outage time, and did not represent an actual loss of 
function of one or more non-TS trains. No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
modification that added the degraded voltage disable switches. 
Inspection Report# : 2013007 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Effectively Implement Gas Intrusion Program (GL 2008-01) 
Green. The inspectors identified a Finding for the licensee’s failure to perform the 18-month pre-refueling outage 
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(RO) ultrasonic testing (UT) examinations on 47 potential gas accumulation locations required by plant operating 
manual PLP-085, “Emergency Core Cooling Systems Gas Management Program (GL 2008-01).” Compliance with 
PLP-085 ensures the capability of the safety injection (SI), residual heat removal (RHR), and containment spray (CS) 
systems to perform their safety-related functions, and effectively implements the licensee’s gas management program 
as committed to the NRC in response to Generic Letter 2008-01. The licensee entered the issue into the corrective 
action program (CAP) as nuclear condition report (NCR) 575063, and is evaluating corrective actions.  
 
The failure to perform pre-RO UT examinations on 47 potential gas accumulation locations, as required by PLP-085 
was a performance deficiency. The performance deficiency was more than minor because if left uncorrected, it had the 
potential to lead to a more significant safety concern. Specifically, if the licensee continued to miss pre-RO UT 
examinations, conditions that result in the formation of voids in the SI, RHR, and CS systems could go undetected 
with the potential to adversely affect the systems’ capability to perform their functions. The inspectors assessed the 
finding using IMC 0609 Attachment 4, “Initial Characterization of Findings;” and IMC 0609 Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined the finding was of very low safety 
significance (Green) because it was not a design deficiency, it did not represent the loss of a system safety function, 
did not result in exceeding a Technical Specification allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. The inspectors identified a cross-cutting 
aspect in the work practices component of the human performance area, because the licensee did not define and 
effectively communicate expectations regarding procedural compliance and personnel following procedures. 
Specifically, on two occasions, the licensee did not perform pre-RO UTs in accordance with their gas management 
program, as described in PLP-085. [H.4(b)] (Section 4OA5.5)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Nov 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Fire Load Limits in Fire Area A 
Green. The inspectors identified a Green Non-Cited Violation (NCV) of Robinson’s  
License Condition 3. E, “Fire Protection Program”, for increasing the amounts of in-situ  
combustibles in several fire zones within fire area “A” above required limits in NRC  
approved licensing exemptions. The licensee has entered the finding into the corrective  
action program as Nuclear Condition Report (NCR) 567284 and established continuous  
fire watches as well as restricted transient combustibles permits for the fire areas of  
concern.  
 
The failure to properly evaluate increases in the quantities of in-situ combustibles above  
those stated as upper limits for anticipated fire severity and duration in HBR2 exemption  
requests and an associated SER was a performance deficiency. This performance  
deficiency was determined to be more than minor because the finding was associated  
with the protection against external events (i.e. fire) attribute of the mitigating systems  
cornerstone objective of ensuring the availability, reliability and capability of systems that  
respond to external events that prevent undesirable consequences. In seven fire zones  
upper limits for fire severity were exceeded. Using the guidance contained in the IMC  
0609 Appendix F, the inspectors concluded that a Phase 3 analysis was necessary  
because the noncompliance involved fires leading to main control room abandonment.  
The Phase 3 analysis concluded that this item would be associated with a finding of very  
low safety significance (Green) because the fire detection systems, fire brigade, fire  
barriers, and the Dedicated Shutdown Systems were not affected by increase in fire  
loading in the affected fire areas. The inspectors identified a cross cutting aspect in the  
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decision making component of the human performance area because the licensee did 
not use conservative assumptions in decision making to demonstrate the proposed  
action did not affect the validity of the technical basis for granted exemptions. [H.1(b)] 
Inspection Report# : 2012008 (pdf)  

Significance:  Nov 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Deficiencies in the Emergency Lighting System Preventive Maintenance 
Program 
Green. The inspectors identified a Green NCV of 10 CFR Part 50.65, Maintenance Rule,  
for the licensee’s failure to identify and correct deficiencies in the emergency lighting  
system (ELS) preventive maintenance program. The licensee entered the issues into  
their corrective action program as NCRs 567517 and 567632. The deficiency will be  
mitigated by the operator’s use of flashlights until the deficiencies are corrected.  
 
The licensee’s failure to identify and correct deficiencies in the ELS preventive  
maintenance program was a performance deficiency. The performance deficiency was  
more than minor because it was associated with the protection against external events  
(fire) 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 to prevent undesirable consequences. Specifically, the  
high failure rate of battery load test resulted in a lack of reasonable assurance that the  
ELS would perform its design function of providing illumination for 8 hours during fire  
events. Utilizing IMC 0609, Appendix F, "Fire Protection Significance Determination  
Process," the team assigned the performance deficiency to the Post-fire Safe Shutdown  
category since it affected systems or functions relied upon for post-fire safe shutdown.  
The finding was then assigned a low degradation rating since the finding minimally  
impacted the performance and reliability of the fire protection program element.  
Specifically, the team noted that operators were required to obtain and carry flashlights.  
Therefore, the finding screened as having very low safety significance (Green). The team  
identified a cross-cutting aspect in the corrective action program component of the  
problem identification and resolution area. [P.1(b)] 
Inspection Report# : 2012008 (pdf)  

Barrier Integrity 

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Account for Containment Temperature Measurement Uncertainty 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to account for instrument uncertainty on the containment bulk temperature instrumentation which 
was used to verify technical specification (TS) containment operability. This was a performance deficiency. The 
licensee entered this issue into their corrective action program as Nuclear Condition Report 603294 and performed an 
evaluation of the temperature instrumentation uncertainty. In addition, the licensee issued Standing Instruction 13-001 
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which specified the indicated containment temperature for entry into TS Limiting Condition for Operation 3.6.5 was 
to be 118 degrees Fahrenheit, a value that compensated for the temperature measurement uncertainty.  
 
The performance deficiency was more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern. Specifically, if the licensee did not account for the temperature measurement 
accuracy, containment temperature could unknowingly exceed the TS operability limit, and the licensee may not 
declare containment inoperable. The finding was determined to be of very low safety significance (Green) because the 
finding did not represent an actual open pathway in the physical integrity of reactor containment, containment 
isolation system, or heat removal components and did not involve a reduction in function of hydrogen igniters in the 
reactor containment. The cause of the finding was indicative of current licensee performance because the licensee 
failed to consider instrument uncertainty when they performed a containment re-analysis in 2013. The cause of the 
finding was directly related to the maintaining long term plant safety by maintenance of design margins cross-cutting 
aspect of the resources component in the area of human performance because when the containment re-analysis was 
performed, the licensee reduced margin between the analyzed value for containment starting temperature and the TS 
limit, making the instrument uncertainty of the temperature instruments more significant. [H.2(a)] 
Inspection Report# : 2013007 (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 : December 03, 2013 
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Robinson 2 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Preparation for Cold Weather Conditions 
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 5.4.1 for the licensee’s failure 
to implement freeze protection requirements specified in station procedures. Specifically the inspectors found that the 
required temporary enclosures were not installed and work orders for freeze protection circuits were not repaired prior 
to November 1, 2013, in accordance with procedure OP-925, Cold Weather Operation. The licensee initiated CR 
645333 and took immediate corrective actions to install the necessary enclosures and to verify the proper operation of 
freeze protection circuits for safety related and fire protection equipment.  
 
The licensee’s failure to implement freeze protection requirements as required by procedure OP-925 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external factors attribute of the initiating events cornerstone and adversely 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, the failure to implement the requirements of 
procedure OP-925 could limit the sites ability to detect, respond to, or mitigate the consequences of an accident. The 
finding was determined to be of very low safety significance (i.e. Green) because the finding did not contribute to 
both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be available. 
More specifically, the site had not experienced freezing weather conditions of sufficient magnitude to challenge plant 
systems during this time period. The finding involved the cross-cutting area of Human Performance under the Work 
Control component in that the licensee failed to appropriately plan work activities by incorporating risk insights to 
ensure the activities required to prepare the plant for cold weather conditions were completed prior to the onset of cold 
weather. [H.3(a)]  
 
Inspection Report# : 2013005 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Materials Not Removed from Containment Prior to Reactor Startup 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.4.1 for the failure to properly 
implement procedure PLP-006, Containment Vessel Inspection Closeout, prior to startup following RFO 28. The 
improper closeout resulted in various tools as well as bags of consumable items and debris left in containment that 
could impact the containment sump strainer following an accident. The licensee initiated CR 640903, removed the 
items identified by the inspectors, and re-performed procedure PLP-006, Containment Vessel Inspection/Closeout, to 
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further identify materials that should have been previously removed. 
 
The failure to remove debris and various temporary materials as required by procedure PLP-006 was a performance 
deficiency. The 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 reliability and availability of ECCS equipment would be degraded by the 
introduction of material in to the containment that would impact and reduce the available area on the recirculation 
sump strainer. The inspectors determined that this finding is of very low safety significance (Green) because the 
finding did not represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as 
high safety-significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. This 
finding had a cross-cutting aspect in the Work Practices component of the Human Performance area, because the 
licensee failed to ensure that supervisor and management oversight of procedure PLP-006 ensured that debris was 
removed as required during containment closeout prior to reactor startup. [H.4(c)]  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of preventive maintenance results in "B" EDG recirculation damper failure 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(2) for the licensee’s failure to 
demonstrate that the performance of the “B” Emergency Diesel Generator (EDG) ventilation recirculation damper was 
effectively controlled through appropriate preventive maintenance (PM) or monitored as specified in 10 CFR 50.65(a)
(1), such that the ventilation system remained capable of performing its intended function. The lack of PM on the “B” 
EDG recirculation damper led to its failure and resulted in the “B” EDG being declared inoperable on May 1, 2013. 
Following the discovery of this issue, operations declared the “B” EDG inoperable and took immediate corrective 
actions to close the damper. This issue was entered in the licensee’s corrective action program as NCR 60433.  
 
The 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 failure to perform appropriate preventive maintenance on the “B” EDG ventilation 
recirculation damper resulted in its failure and on May 1, 2013, the “B” EDG was declared inoperable. Failure of the 
“B” EDG ventilation recirculation damper could allow the EDG room design limit temperature of 130F to be 
exceeded. Using IMC 0609, Appendix A, issued June 19, 2012, The SDP for Findings At-Power, the inspectors 
determined that this finding is of very low safety significance (Green) because the finding did not represent an actual 
loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for greater than 24 hours. This finding had a cross-cutting 
aspect in the Operating Experience component of the Problem Identification and Resolution area, because the licensee 
failed to incorporate lessons learned from a similar event, which occurred in 2012 at the Clinton Power Station, into 
the preventive maintenance program. [P.2(b)] (1R12) 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope in all CVCS Instruments used in EOPs in the Maintenance Rule Program 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2), "Requirements for Monitoring the Effectiveness of 
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Maintenance at Nuclear Power Plants," because the licensee failed to scope in all the Chemical Volume and Control 
(CVCS) instruments used in plant Emergency Operating Procedures (EOPs). Specifically, the CVCS instrument loops 
for FI-110, Boric Acid Bypass Flow, FI-122A, Charging Flow and LI-115, volume control tank (VCT) Level, were 
not included in the maintenance monitoring program. Subsequent review by the licensee identified one additional 
functional failure that was previously unrecognized. The licensee entered the issue into their corrective action program 
(CAP) as Nuclear Condition Report (NCR) 574956. The licensee corrective actions included adding the associated 
instruments loops to the maintenance rule program and revising the performance monitoring criteria.  
The inspectors determined that the failure to scope in all the CVCS instruments, used in EOPS, into the maintenance 
rule program was a performance deficiency. The finding was more than minor because if left uncorrected, the 
performance deficiency would have had the potential to lead to a more significant safety concern. Specifically, the 
failure to scope in all CVCS instruments into the maintenance rule program could affect the maintenance rule 
program’s ability to effectively monitor the performance of CVCS equipment and the accomplishment of EOPs. This 
finding was considered to have very low safety significance (Green) because the finding did not cause a loss of 
mitigation equipment functions and did not represent an actual loss of function of one or more non-Tech Spec Trains 
of equipment designated as high safety-significant in accordance with the licensee’s maintenance rule program for 
greater than 24 hours. The finding does not have a cross-cutting aspect since the failure to scope this equipment into 
the maintenance rule program was not recognized during the initial maintenance rule scoping activities and as a result, 
is not indicative of current performance. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 25, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Perform Adequate Preventative Maintenance on the DSDG In accordance with Vendor Guidelines 
10 CFR 50.63 (c)(2) states, in part, that the alternate AC power source, as defined in section 50.2, will constitute 
acceptable capability to withstand station blackout provided an analysis is performed which demonstrates that the 
plant has this capability from onset of the station blackout until the alternate AC source(s) and required shutdown 
equipment are started and lined up to operate. Robinson Nuclear Plant Station Blackout Coping Analysis Report 
8S19-P-101, identifies the Dedicated Shutdown Diesel Generator (DSDG) as its alternate AC power source and 
specifies that Robinson is required to cope for eight hours following a station blackout and that alternate AC power 
must be supplied within one hour to shut down equipment by the DSDG. Additionally, the DSDG is required to 
provide emergency power during selected Fire Safe Shutdown (SSD) scenarios.  
Contrary to the above, from August 28, to October 3, 2012, the licensee’s failure to have an alternate AC power 
source with acceptable capability to withstand station blackout for the required durations specified in its coping 
analysis. Specifically, during surveillance testing of the DSDG on October 2, 2012, the DSDG automatically shut 
down on high engine temperature due to a failure of the radiator drive belts. The condition of the drive belts was 
significantly degraded, due in part to a lack of adequate inspection, maintenance, and/or periodic replacement. Based 
on the failure of the DSDG and necessary repair time, this degraded condition would have prohibited the DSDG from 
supplying power to shutdown equipment within one hour following a station blackout and could have rendered the 
plant unable to cope for eight hours after a postulated station blackout or to provide emergency power for certain 
selected Fire SSD scenarios.  
This violation is associated with a White SDP finding. 
Inspection Report# : 2013008 (pdf)  
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013010 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: FIN Finding 
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Failure to Evaluate SBO Coping Equipment for Environmental Conditions
The team identified a Green finding for the licensee’s failure to follow NRC Regulatory Guide 1.155, “Station 
Blackout,” guidance (to which they are committed in the Updated Final Safety Analysis Report) for evaluating 
equipment needed to cope with a station blackout for the required duration for associated environmental conditions. 
This was a performance deficiency. The licensee entered the issue into their corrective action program as Nuclear 
Condition Report 600522, and established a calculation that determined the maximum expected temperature inside the 
compartment housing the dedicated shutdown diesel generator (DSDG) and evaluated the equipment to determine its 
capability to perform its function for the station blackout coping duration.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the capability 
and reliability of the equipment located in the DSDG compartment was not ensured since a comparison of equipment 
temperature ratings and expected DSDG compartment temperatures was not performed. The finding was determined 
to be of very low safety significance (Green) because the finding was a deficiency affecting the design or qualification 
of a mitigating structure, system, or component, and the structure, system, or component maintained its functionality. 
No cross-cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance due to the age of the installation of the DSDG. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses Supporting the Degraded Voltage Relay Setpoints 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to have adequate analyses that supported safety-related load operation during a design basis accident 
while supplied by offsite power. This was a performance deficiency.  
 
The licensee entered the issue into the corrective action program as Nuclear Condition Reports 601201 and 605969, 
and performed an evaluation that determined the capability of starting the safety-related motors at degraded voltage 
conditions, as well as the capability of the electrical loads during the degraded grid voltage relay (DGVR) time delay 
to ensure equipment function was preserved.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee 
did not ensure the capability of safety-related loads to respond to a design basis accident under degraded voltage 
conditions. Evaluations of the effects of starting motors at the DGVR voltage dropout setpoint and the equipment 
survivability during the DGVR time delay were not performed. The team determined the finding required a detailed 
risk analysis, because the finding was a deficiency affecting the design or qualification of a mitigating structure, 
system, or component, and the team assumed the performance deficiency represented a loss of operability or 
functionality of the equipment that could be lost during the DGVR time delay. This assumption was made to bound 
the risk of the finding, because the licensee was still investigating whether or not there would be a loss of function of 
any equipment during the DGVR time delay period as of the date of this inspection report issuance. The team assumed 
a recoverable loss of function of all 480V motor control centers and assumed a degraded voltage condition exposure 
time of one hour per year. The one hour per year assumption is conservative relative to actual plant data which 
indicated a degraded voltage condition exposure of 44 seconds over the past 3 operating years. The results of the 
detailed risk analysis indicated an increase in core damage frequency <1E-6/year, which is representative of a finding 
of very low safety significance (Green). No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
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degraded voltage evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses For the E1 Bus Fast Transfer 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to verify the adequacy of the plant design during fast bus transfers. Specifically, the licensee failed 
to have an adequate analysis that ensured a successful fast bus transfer of the safety-related E1 bus feeder from the 
Unit Auxiliary Transformer to the Startup Transformer when required. This was a performance deficiency. The 
licensee entered the issue into the corrective action program as Nuclear Condition Reports 603357 and 605562, and 
performed an additional fast bus transfer evaluation of the E1 feeder breaker to ensure that the breaker would not trip 
under fast bus transfer conditions.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Design Control and adversely affected the cornerstone objective of ensuring reliability, availability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee did not ensure 
the capability of safety-related loads on the E1 bus because the licensee did not verify the E1 feeder breaker would not 
trip during a fast bus transfer. The finding was determined to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design or qualification of a mitigating structure, system, or component (SSC), 
and the SSC maintained its operability and functionality. No cross-cutting aspect was assigned to this finding because 
the team determined that the cause of the finding was not indicative of current licensee performance due to the age of 
the fast bus transfer evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Appropriate Procedure to Verify Degraded Voltage Relay Circuit Status 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the licensee’s failure to prescribe an adequate procedure that verified DGVR circuit operability 
following degraded voltage disable switch operation for reactor coolant pump (RCP) starts. This was a performance 
deficiency. The licensee entered the issue into the corrective action program as Nuclear Condition Report 602516, 
developed a test procedure, and verified the DGVR operability on both emergency buses.  
 
The performance deficiency was more than minor because if left uncorrected, it could become a more significant 
safety concern. Specifically, by not properly testing the DGVR circuit to ensure continuity following switch 
manipulation for RCP starts, the circuit could unknowingly become inoperable and non-functional for an entire 
operating cycle. The finding was determined to be of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not represent a loss of system function, did not represent an actual loss of 
function of at least a single train for greater than its technical specification (TS) allowed outage time or two separate 
safety systems out-of-service for greater than its TS allowed outage time, and did not represent an actual loss of 
function of one or more non-TS trains. No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
modification that added the degraded voltage disable switches. 
Inspection Report# : 2013007 (pdf)  
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Barrier Integrity 

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Account for Containment Temperature Measurement Uncertainty 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to account for instrument uncertainty on the containment bulk temperature instrumentation which 
was used to verify technical specification (TS) containment operability. This was a performance deficiency. The 
licensee entered this issue into their corrective action program as Nuclear Condition Report 603294 and performed an 
evaluation of the temperature instrumentation uncertainty. In addition, the licensee issued Standing Instruction 13-001 
which specified the indicated containment temperature for entry into TS Limiting Condition for Operation 3.6.5 was 
to be 118 degrees Fahrenheit, a value that compensated for the temperature measurement uncertainty.  
 
The performance deficiency was more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern. Specifically, if the licensee did not account for the temperature measurement 
accuracy, containment temperature could unknowingly exceed the TS operability limit, and the licensee may not 
declare containment inoperable. The finding was determined to be of very low safety significance (Green) because the 
finding did not represent an actual open pathway in the physical integrity of reactor containment, containment 
isolation system, or heat removal components and did not involve a reduction in function of hydrogen igniters in the 
reactor containment. The cause of the finding was indicative of current licensee performance because the licensee 
failed to consider instrument uncertainty when they performed a containment re-analysis in 2013. The cause of the 
finding was directly related to the maintaining long term plant safety by maintenance of design margins cross-cutting 
aspect of the resources component in the area of human performance because when the containment re-analysis was 
performed, the licensee reduced margin between the analyzed value for containment starting temperature and the TS 
limit, making the instrument uncertainty of the temperature instruments more significant. [H.2(a)] 
Inspection Report# : 2013007 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entry Into a HRA 
A self-revealing, Green, non-cited violation (NCV) of TS 5.7.1, “High Radiation Area,” was identified for an 
unauthorized entry into a High Radiation Area (HRA). Specifically, two workers entered the residual heat removal 
pump room without knowledge of current radiological conditions and without wearing the prescribed electronic 
dosimetry for the area. The licensee entered this issue into the Corrective Action Program as Nuclear Condition 
Report 524523 and took immediate corrective actions including restriction of the workers from access to the 
Radiologically Controlled Area.  
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This finding was determined to be greater than minor because it was associated with the Occupational Radiation 
Safety Cornerstone attribute of Human Performance and adversely affected 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 evaluated using the Occupational Radiation Safety Significance 
Determination Process. 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 inspectors determined the finding to be of very low safety significance (Green). This finding involved 
the cross-cutting aspect of Human Performance, Work Practices because the HRA event was a direct result of 
inadequate pre-job briefings and a lack of self and peer checking on the part of the work crew. [H.4.a]  
 
Inspection Report# : 2013005 (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 24, 2014 
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Robinson 2 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Steam generator tube leak resulting from foreign material 
Green. A self-revealing Green FIN was identified for the licensee’s failure to thoroughly inspect and remove foreign 
material from feedwater piping after initial breach of the pipe, as required by licensee procedure MNT-NGGC-0007, 
Foreign Material Exclusion Program. As a result, foreign material entered the “C” Steam Generator (SG) and 
damaged a tube which created a primary-to-secondary leak condition.  
 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
foreign material entered the SG and damaged a SG tube, which increased the likelihood of a SG tube rupture (SGTR) 
and challenged the reactor coolant system (RCS) integrity safety function during shutdown. The inspectors used IMC 
0609, Significance Determination Process, Attachment 0609.04, issued June 19, 2012, Initial Characterization of 
Findings, and Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-
Power, and determined that the finding was of low safety significance (Green) because testing showed that the 
affected SG tube could sustain three times the differential pressure across the tube during normal full power and that 
the SG did not violate the accident leakage performance criterion. The performance deficiency had a cross-cutting 
aspect of Challenge the Unknown in the area of Human Performance because the licensee did not stop when faced 
with the unknown or evaluate and manage risk before proceeding. Specifically, the licensee should have evaluated and 
addressed the FME issue resulting from the pipe spring condition during the initial breach of the feedwater piping 
before continuing. (H.11) (Section 1R08)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate preventive maintenance on 4 KV breaker 52/7 results in an automatic reactor trip 
Green. A self-revealing Green finding (FIN) was identified for the licensee’s failure to perform adequate preventive 
maintenance (PM) in accordance with, licensee procedure ADM-NGGC-107, Equipment Reliability Process, for 4 
KV Breaker 52/7, Unit Auxiliary to 4 KV Bus 1. As a result, while transferring loads from the start-up transformer, a 
broken operating rod for breaker 52/7 prevented the breaker from closing and caused an automatic reactor trip.  
 
The finding was more than minor because it was associated with the Initiating Events cornerstone attribute of 
Equipment Performance, and it adversely affected the associated cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the performance deficiency resulted in breaker 52/7 failing to close and subsequently causing an 
automatic reactor trip from 19 percent power operations on November 5, 2013. Using IMC 0609, Appendix A, issued 
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June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigating equipment or functions would not be available. The performance 
deficiency had a cross-cutting aspect of Resolution in the area of Problem Identification and Resolution, because the 
licensee failed to take effective corrective actions to address a similar failure of an operating rod for the “A” 
circulating water (CW) pump breaker in 2011. (P.3) (Section 1R12)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Preparation for Cold Weather Conditions 
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 5.4.1 for the licensee’s failure 
to implement freeze protection requirements specified in station procedures. Specifically the inspectors found that the 
required temporary enclosures were not installed and work orders for freeze protection circuits were not repaired prior 
to November 1, 2013, in accordance with procedure OP-925, Cold Weather Operation. The licensee initiated CR 
645333 and took immediate corrective actions to install the necessary enclosures and to verify the proper operation of 
freeze protection circuits for safety related and fire protection equipment.  
 
The licensee’s failure to implement freeze protection requirements as required by procedure OP-925 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external factors attribute of the initiating events cornerstone and adversely 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, the failure to implement the requirements of 
procedure OP-925 could limit the sites ability to detect, respond to, or mitigate the consequences of an accident. The 
finding was determined to be of very low safety significance (i.e. Green) because the finding did not contribute to 
both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be available. 
More specifically, the site had not experienced freezing weather conditions of sufficient magnitude to challenge plant 
systems during this time period. The finding involved the cross-cutting area of Human Performance under the Work 
Control component in that the licensee failed to appropriately plan work activities by incorporating risk insights to 
ensure the activities required to prepare the plant for cold weather conditions were completed prior to the onset of cold 
weather. [H.3(a)]  
 
Inspection Report# : 2013005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately critique fire brigade drills 
Green. A Green NRC-Identified non-cited violation (NCV) of Facility Operating License DPR-23, Condition 3.E, Fire 
Protection Program, was identified for the licensee’s failure to identify, critique, and develop corrective actions for 
fire brigade performance weaknesses during two fire drills as required by procedure TPP-219, Fire Protection 
Training Program. Upon identification of these weaknesses by the inspectors, the licensee entered them into the 
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corrective action program (CAP), performed an apparent cause evaluation, and revised procedure TPP-219 to further 
define the roles and responsibilities of the drill controllers as well as the standards used to critique the fire brigade.  
 
The licensee’s failure to identify, critique, and develop appropriate actions for fire brigade performance weaknesses 
during two fire drills as required by procedure TPP-219 was a performance deficiency. The performance deficiency 
was more than minor because it was associated with the protection against external factors 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. Using IMC 0609, 
Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, Exhibit 2, 
“Mitigating Systems Screening Questions,” the finding was determined to be of very low safety Significance (Green) 
in accordance with question D.1 because although the finding involved fire brigade training requirements, the fire 
brigade demonstrated the ability to meet the required times for fire extinguishment for the fire drill scenarios and the 
finding did not significantly affect the fire brigade’s ability to respond to a fire. The performance deficiency had a 
cross-cutting aspect of Consistent Process in the area of Human Performance, because the licensee failed to use a 
consistent, systematic approach during conduct of fire brigade drills and during the subsequent critique process. 
(H.13) (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to provide adequate design control measures for diesel fuel oil cloud point 
Green. The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, because 
the licensee failed to provide adequate design control measures to ensure appropriate specifications were translated 
into procedures for diesel fuel oil (DFO) to ensure that the DFO temperatures remained above the DFO cloud point. 
The licensee entered this into the CAP as action request (AR) 664223 and took immediate corrective actions to change 
the cloud point acceptance criteria from 23 degrees to 10 degrees Fahrenheit and revise procedure OP-925, Cold 
Weather, to install temporary heaters if outside temperatures fell below 15 degrees Fahrenheit.  
 
The licensee’s failure to provide design control measures to ensure that the DFO temperature was maintained such 
that the cloud point was not reached was a performance deficiency. This finding is more than minor because it is 
associated with the protection against external factors 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 (i.e., core damage). Specifically, during periods of cold weather 
the DFO temperature could have been allowed to fall below its cloud point and affect operation of the emergency 
diesel generator (EDG) and/or the dedicated shutdown diesel generator operation due to the DFO transfer system 
becoming inoperable. The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, dated 
June 19, 2012, The Significance Determination Process (SDP) for Findings at Power, Exhibit 2, Mitigating Systems 
Screening Questions. The inspectors determined that this finding was of very low safety significance (Green) because 
the finding is a deficiency affecting the design or qualification of a mitigating SSC; however, the SSC maintained its 
operability or functionality since the design conditions were not actually reached. The performance deficiency had a 
cross-cutting aspect of Design Margins in the area of Human Performance because the licensee failed to recognize that
additional actions were required to maintain operability of the DFO system when ambient temperatures are below the 
maximum administrative limit even though samples are reviewed monthly per the DFO Testing Program. (H.6) 
(Section 1R15)  
 
Inspection Report# : 2014002 (pdf)  
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Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Materials Not Removed from Containment Prior to Reactor Startup 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.4.1 for the failure to properly 
implement procedure PLP-006, Containment Vessel Inspection Closeout, prior to startup following RFO 28. The 
improper closeout resulted in various tools as well as bags of consumable items and debris left in containment that 
could impact the containment sump strainer following an accident. The licensee initiated CR 640903, removed the 
items identified by the inspectors, and re-performed procedure PLP-006, Containment Vessel Inspection/Closeout, to 
further identify materials that should have been previously removed.  
 
The failure to remove debris and various temporary materials as required by procedure PLP-006 was a performance 
deficiency. The 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 reliability and availability of ECCS equipment would be degraded by the 
introduction of material in to the containment that would impact and reduce the available area on the recirculation 
sump strainer. The inspectors determined that this finding is of very low safety significance (Green) because the 
finding did not represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as 
high safety-significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. This 
finding had a cross-cutting aspect in the Work Practices component of the Human Performance area, because the 
licensee failed to ensure that supervisor and management oversight of procedure PLP-006 ensured that debris was 
removed as required during containment closeout prior to reactor startup. [H.4(c)]  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of preventive maintenance results in "B" EDG recirculation damper failure 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(2) for the licensee’s failure to 
demonstrate that the performance of the “B” Emergency Diesel Generator (EDG) ventilation recirculation damper was 
effectively controlled through appropriate preventive maintenance (PM) or monitored as specified in 10 CFR 50.65(a)
(1), such that the ventilation system remained capable of performing its intended function. The lack of PM on the “B” 
EDG recirculation damper led to its failure and resulted in the “B” EDG being declared inoperable on May 1, 2013. 
Following the discovery of this issue, operations declared the “B” EDG inoperable and took immediate corrective 
actions to close the damper. This issue was entered in the licensee’s corrective action program as NCR 60433.  
 
The 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 failure to perform appropriate preventive maintenance on the “B” EDG ventilation 
recirculation damper resulted in its failure and on May 1, 2013, the “B” EDG was declared inoperable. Failure of the 
“B” EDG ventilation recirculation damper could allow the EDG room design limit temperature of 130F to be 
exceeded. Using IMC 0609, Appendix A, issued June 19, 2012, The SDP for Findings At-Power, the inspectors 
determined that this finding is of very low safety significance (Green) because the finding did not represent an actual 
loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for greater than 24 hours. This finding had a cross-cutting 
aspect in the Operating Experience component of the Problem Identification and Resolution area, because the licensee 
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failed to incorporate lessons learned from a similar event, which occurred in 2012 at the Clinton Power Station, into 
the preventive maintenance program. [P.2(b)] (1R12) 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope in all CVCS Instruments used in EOPs in the Maintenance Rule Program 
The inspectors identified a Green NCV of 10 CFR 50.65(b)(2), "Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants," because the licensee failed to scope in all the Chemical Volume and Control 
(CVCS) instruments used in plant Emergency Operating Procedures (EOPs). Specifically, the CVCS instrument loops 
for FI-110, Boric Acid Bypass Flow, FI-122A, Charging Flow and LI-115, volume control tank (VCT) Level, were 
not included in the maintenance monitoring program. Subsequent review by the licensee identified one additional 
functional failure that was previously unrecognized. The licensee entered the issue into their corrective action program 
(CAP) as Nuclear Condition Report (NCR) 574956. The licensee corrective actions included adding the associated 
instruments loops to the maintenance rule program and revising the performance monitoring criteria.  
The inspectors determined that the failure to scope in all the CVCS instruments, used in EOPS, into the maintenance 
rule program was a performance deficiency. The finding was more than minor because if left uncorrected, the 
performance deficiency would have had the potential to lead to a more significant safety concern. Specifically, the 
failure to scope in all CVCS instruments into the maintenance rule program could affect the maintenance rule 
program’s ability to effectively monitor the performance of CVCS equipment and the accomplishment of EOPs. This 
finding was considered to have very low safety significance (Green) because the finding did not cause a loss of 
mitigation equipment functions and did not represent an actual loss of function of one or more non-Tech Spec Trains 
of equipment designated as high safety-significant in accordance with the licensee’s maintenance rule program for 
greater than 24 hours. The finding does not have a cross-cutting aspect since the failure to scope this equipment into 
the maintenance rule program was not recognized during the initial maintenance rule scoping activities and as a result, 
is not indicative of current performance. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 25, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Perform Adequate Preventative Maintenance on the DSDG In accordance with Vendor Guidelines 
10 CFR 50.63 (c)(2) states, in part, that the alternate AC power source, as defined in section 50.2, will constitute 
acceptable capability to withstand station blackout provided an analysis is performed which demonstrates that the 
plant has this capability from onset of the station blackout until the alternate AC source(s) and required shutdown 
equipment are started and lined up to operate. Robinson Nuclear Plant Station Blackout Coping Analysis Report 
8S19-P-101, identifies the Dedicated Shutdown Diesel Generator (DSDG) as its alternate AC power source and 
specifies that Robinson is required to cope for eight hours following a station blackout and that alternate AC power 
must be supplied within one hour to shut down equipment by the DSDG. Additionally, the DSDG is required to 
provide emergency power during selected Fire Safe Shutdown (SSD) scenarios.  
Contrary to the above, from August 28, to October 3, 2012, the licensee’s failure to have an alternate AC power 
source with acceptable capability to withstand station blackout for the required durations specified in its coping 
analysis. Specifically, during surveillance testing of the DSDG on October 2, 2012, the DSDG automatically shut 
down on high engine temperature due to a failure of the radiator drive belts. The condition of the drive belts was 
significantly degraded, due in part to a lack of adequate inspection, maintenance, and/or periodic replacement. Based 
on the failure of the DSDG and necessary repair time, this degraded condition would have prohibited the DSDG from 
supplying power to shutdown equipment within one hour following a station blackout and could have rendered the 
plant unable to cope for eight hours after a postulated station blackout or to provide emergency power for certain 
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selected Fire SSD scenarios.  
This violation is associated with a White SDP finding. 
Inspection Report# : 2013008 (pdf)  
Inspection Report# : 2013009 (pdf)  
Inspection Report# : 2013010 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Evaluate SBO Coping Equipment for Environmental Conditions 
The team identified a Green finding for the licensee’s failure to follow NRC Regulatory Guide 1.155, “Station 
Blackout,” guidance (to which they are committed in the Updated Final Safety Analysis Report) for evaluating 
equipment needed to cope with a station blackout for the required duration for associated environmental conditions. 
This was a performance deficiency. The licensee entered the issue into their corrective action program as Nuclear 
Condition Report 600522, and established a calculation that determined the maximum expected temperature inside the 
compartment housing the dedicated shutdown diesel generator (DSDG) and evaluated the equipment to determine its 
capability to perform its function for the station blackout coping duration.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the capability 
and reliability of the equipment located in the DSDG compartment was not ensured since a comparison of equipment 
temperature ratings and expected DSDG compartment temperatures was not performed. The finding was determined 
to be of very low safety significance (Green) because the finding was a deficiency affecting the design or qualification 
of a mitigating structure, system, or component, and the structure, system, or component maintained its functionality. 
No cross-cutting aspect was assigned to this finding because the team determined that the cause of the finding was not 
indicative of current licensee performance due to the age of the installation of the DSDG. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses Supporting the Degraded Voltage Relay Setpoints 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to have adequate analyses that supported safety-related load operation during a design basis accident 
while supplied by offsite power. This was a performance deficiency.  
 
The licensee entered the issue into the corrective action program as Nuclear Condition Reports 601201 and 605969, 
and performed an evaluation that determined the capability of starting the safety-related motors at degraded voltage 
conditions, as well as the capability of the electrical loads during the degraded grid voltage relay (DGVR) time delay 
to ensure equipment function was preserved.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely affected the cornerstone objective of ensuring reliability, availability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee 
did not ensure the capability of safety-related loads to respond to a design basis accident under degraded voltage 
conditions. Evaluations of the effects of starting motors at the DGVR voltage dropout setpoint and the equipment 
survivability during the DGVR time delay were not performed. The team determined the finding required a detailed 
risk analysis, because the finding was a deficiency affecting the design or qualification of a mitigating structure, 
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system, or component, and the team assumed the performance deficiency represented a loss of operability or 
functionality of the equipment that could be lost during the DGVR time delay. This assumption was made to bound 
the risk of the finding, because the licensee was still investigating whether or not there would be a loss of function of 
any equipment during the DGVR time delay period as of the date of this inspection report issuance. The team assumed 
a recoverable loss of function of all 480V motor control centers and assumed a degraded voltage condition exposure 
time of one hour per year. The one hour per year assumption is conservative relative to actual plant data which 
indicated a degraded voltage condition exposure of 44 seconds over the past 3 operating years. The results of the 
detailed risk analysis indicated an increase in core damage frequency <1E-6/year, which is representative of a finding 
of very low safety significance (Green). No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
degraded voltage evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Adequate Analyses For the E1 Bus Fast Transfer 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to verify the adequacy of the plant design during fast bus transfers. Specifically, the licensee failed 
to have an adequate analysis that ensured a successful fast bus transfer of the safety-related E1 bus feeder from the 
Unit Auxiliary Transformer to the Startup Transformer when required. This was a performance deficiency. The 
licensee entered the issue into the corrective action program as Nuclear Condition Reports 603357 and 605562, and 
performed an additional fast bus transfer evaluation of the E1 feeder breaker to ensure that the breaker would not trip 
under fast bus transfer conditions.  
 
The performance deficiency was more than minor because it affected the Mitigating Systems cornerstone attribute of 
Design Control and adversely affected the cornerstone objective of ensuring reliability, availability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the licensee did not ensure 
the capability of safety-related loads on the E1 bus because the licensee did not verify the E1 feeder breaker would not 
trip during a fast bus transfer. The finding was determined to be of very low safety significance (Green) because the 
finding was a deficiency affecting the design or qualification of a mitigating structure, system, or component (SSC), 
and the SSC maintained its operability and functionality. No cross-cutting aspect was assigned to this finding because 
the team determined that the cause of the finding was not indicative of current licensee performance due to the age of 
the fast bus transfer evaluation. 
Inspection Report# : 2013007 (pdf)  

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Have Appropriate Procedure to Verify Degraded Voltage Relay Circuit Status 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, 
and Drawings,” for the licensee’s failure to prescribe an adequate procedure that verified DGVR circuit operability 
following degraded voltage disable switch operation for reactor coolant pump (RCP) starts. This was a performance 
deficiency. The licensee entered the issue into the corrective action program as Nuclear Condition Report 602516, 
developed a test procedure, and verified the DGVR operability on both emergency buses.  
 
The performance deficiency was more than minor because if left uncorrected, it could become a more significant 
safety concern. Specifically, by not properly testing the DGVR circuit to ensure continuity following switch 
manipulation for RCP starts, the circuit could unknowingly become inoperable and non-functional for an entire 
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operating cycle. The finding was determined to be of very low safety significance (Green) because the finding was not 
a design or qualification deficiency, did not represent a loss of system function, did not represent an actual loss of 
function of at least a single train for greater than its technical specification (TS) allowed outage time or two separate 
safety systems out-of-service for greater than its TS allowed outage time, and did not represent an actual loss of 
function of one or more non-TS trains. No cross-cutting aspect was assigned to this finding because the team 
determined that the cause of the finding was not indicative of current licensee performance due to the age of the 
modification that added the degraded voltage disable switches. 
Inspection Report# : 2013007 (pdf)  

Barrier Integrity 

Significance:  May 17, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Account for Containment Temperature Measurement Uncertainty 
The team identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to account for instrument uncertainty on the containment bulk temperature instrumentation which 
was used to verify technical specification (TS) containment operability. This was a performance deficiency. The 
licensee entered this issue into their corrective action program as Nuclear Condition Report 603294 and performed an 
evaluation of the temperature instrumentation uncertainty. In addition, the licensee issued Standing Instruction 13-001 
which specified the indicated containment temperature for entry into TS Limiting Condition for Operation 3.6.5 was 
to be 118 degrees Fahrenheit, a value that compensated for the temperature measurement uncertainty.  
 
The performance deficiency was more than minor because if left uncorrected, it would have the potential to lead to a 
more significant safety concern. Specifically, if the licensee did not account for the temperature measurement 
accuracy, containment temperature could unknowingly exceed the TS operability limit, and the licensee may not 
declare containment inoperable. The finding was determined to be of very low safety significance (Green) because the 
finding did not represent an actual open pathway in the physical integrity of reactor containment, containment 
isolation system, or heat removal components and did not involve a reduction in function of hydrogen igniters in the 
reactor containment. The cause of the finding was indicative of current licensee performance because the licensee 
failed to consider instrument uncertainty when they performed a containment re-analysis in 2013. The cause of the 
finding was directly related to the maintaining long term plant safety by maintenance of design margins cross-cutting 
aspect of the resources component in the area of human performance because when the containment re-analysis was 
performed, the licensee reduced margin between the analyzed value for containment starting temperature and the TS 
limit, making the instrument uncertainty of the temperature instruments more significant. [H.2(a)] 
Inspection Report# : 2013007 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety
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Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entry Into a HRA 
A self-revealing, Green, non-cited violation (NCV) of TS 5.7.1, “High Radiation Area,” was identified for an 
unauthorized entry into a High Radiation Area (HRA). Specifically, two workers entered the residual heat removal 
pump room without knowledge of current radiological conditions and without wearing the prescribed electronic 
dosimetry for the area. The licensee entered this issue into the Corrective Action Program as Nuclear Condition 
Report 524523 and took immediate corrective actions including restriction of the workers from access to the 
Radiologically Controlled Area.  
 
This finding was determined to be greater than minor because it was associated with the Occupational Radiation 
Safety Cornerstone attribute of Human Performance and adversely affected 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 evaluated using the Occupational Radiation Safety Significance 
Determination Process. 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 inspectors determined the finding to be of very low safety significance (Green). This finding involved 
the cross-cutting aspect of Human Performance, Work Practices because the HRA event was a direct result of 
inadequate pre-job briefings and a lack of self and peer checking on the part of the work crew. [H.4.a]  
 
Inspection Report# : 2013005 (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 : May 30, 2014 
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Robinson 2 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Degraded Wire Labels in the Reactor Protection Relay Cabinets 
A self-revealing Green non-cited violation (NCV) was identified for the licensee’s failure to promptly identify and 
correct degraded wire labels in the reactor protection cabinets, which were a condition adverse to quality, as required 
by 10 CFR Part 50, Criterion XVI, Corrective Action. This resulted in an automatic reactor trip. Immediate corrective 
actions included inspection of both trains of relay racks to identify and remove any potential foreign material. The 
licensee also tested both trains of reactor protection relays to verify no foreign material was present. Additionally, the 
licensee plans to replace the wire labels in the reactor protection and safeguards relay racks during refueling outages 
29 and 30. The licensee documented the issue in the corrective action program as CR 654789.  
The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the initiating events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the degraded wire labels became lodged between contact 2-6 on relay LC-496A1-X(B), which set up the 
half-trip condition to cause a reactor trip, during the surveillance testing. Using IMC 0609, Appendix A, issued June 
19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that this 
finding is of very low safety significance (Green) because although the finding caused a reactor trip, it did not cause 
the loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition. This finding had a cross-cutting aspect of identification in the area of problem identification and resolution 
because the licensee failed to implement a corrective action program with a low enough threshold for identifying 
issues in that the licensee process did not recognize, during review of the work requests for the degraded wire labels, 
that this issue should have been entered into the corrective action program as a nuclear condition report. (P.1) 
Inspection Report# : 2014003 (pdf)  

Significance:  May 09, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Steam Generator Tube Leak 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for the licensee’s 
failure to take adequate corrective action to prevent repetition of a significant condition adverse to quality regarding 
steam generator tube leakage due to poor maintenance practices. Specifically, on February 27, 2014, the “C” steam 
generator showed indications of a primary to secondary tube leak due to foreign material that was introduced during 
the fall 2013 refueling outage. As immediate corrective actions, on March 7, 2014, the licensee shutdown the plant 
and repaired the leak. This violation was entered into the licensee’s CAP as nuclear condition reports (NCRs) 683695, 
683593, and 683591.  
 
The licensee’s failure to implement appropriate corrective actions to address poor worker practices to prevent 
recurrence of a steam generator tube leak was a performance deficiency. The finding was more than minor because it 
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was associated with the initiating events cornerstone equipment performance attribute and it adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during shutdown as well as power operations. Specifically, foreign material entered the steam generator and damaged 
a steam generator tube, which increased the likelihood of a steam generator tube rupture. The finding screened as 
Green because testing showed that the affected steam generator tube could sustain three times the differential pressure 
across the tube during normal full power and that the steam generator did not violate the accident leakage performance 
criterion. The performance deficiency does not have a cross cutting aspect because the last revision of the root cause 
evaluation was completed in 2011 and it is not indicative of current licensee performance. 
Inspection Report# : 2014008 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Steam generator tube leak resulting from foreign material 
Green. A self-revealing Green FIN was identified for the licensee’s failure to thoroughly inspect and remove foreign 
material from feedwater piping after initial breach of the pipe, as required by licensee procedure MNT-NGGC-0007, 
Foreign Material Exclusion Program. As a result, foreign material entered the “C” Steam Generator (SG) and 
damaged a tube which created a primary-to-secondary leak condition.  
 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
foreign material entered the SG and damaged a SG tube, which increased the likelihood of a SG tube rupture (SGTR) 
and challenged the reactor coolant system (RCS) integrity safety function during shutdown. The inspectors used IMC 
0609, Significance Determination Process, Attachment 0609.04, issued June 19, 2012, Initial Characterization of 
Findings, and Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-
Power, and determined that the finding was of low safety significance (Green) because testing showed that the 
affected SG tube could sustain three times the differential pressure across the tube during normal full power and that 
the SG did not violate the accident leakage performance criterion. The performance deficiency had a cross-cutting 
aspect of Challenge the Unknown in the area of Human Performance because the licensee did not stop when faced 
with the unknown or evaluate and manage risk before proceeding. Specifically, the licensee should have evaluated and 
addressed the FME issue resulting from the pipe spring condition during the initial breach of the feedwater piping 
before continuing. (H.11) (Section 1R08)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate preventive maintenance on 4 KV breaker 52/7 results in an automatic reactor trip 
Green. A self-revealing Green finding (FIN) was identified for the licensee’s failure to perform adequate preventive 
maintenance (PM) in accordance with, licensee procedure ADM-NGGC-107, Equipment Reliability Process, for 4 
KV Breaker 52/7, Unit Auxiliary to 4 KV Bus 1. As a result, while transferring loads from the start-up transformer, a 
broken operating rod for breaker 52/7 prevented the breaker from closing and caused an automatic reactor trip.  
 
The finding was more than minor because it was associated with the Initiating Events cornerstone attribute of 
Equipment Performance, and it adversely affected the associated cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the performance deficiency resulted in breaker 52/7 failing to close and subsequently causing an 
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automatic reactor trip from 19 percent power operations on November 5, 2013. Using IMC 0609, Appendix A, issued 
June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigating equipment or functions would not be available. The performance 
deficiency had a cross-cutting aspect of Resolution in the area of Problem Identification and Resolution, because the 
licensee failed to take effective corrective actions to address a similar failure of an operating rod for the “A” 
circulating water (CW) pump breaker in 2011. (P.3) (Section 1R12)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Preparation for Cold Weather Conditions 
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 5.4.1 for the licensee’s failure 
to implement freeze protection requirements specified in station procedures. Specifically the inspectors found that the 
required temporary enclosures were not installed and work orders for freeze protection circuits were not repaired prior 
to November 1, 2013, in accordance with procedure OP-925, Cold Weather Operation. The licensee initiated CR 
645333 and took immediate corrective actions to install the necessary enclosures and to verify the proper operation of 
freeze protection circuits for safety related and fire protection equipment.  
 
The licensee’s failure to implement freeze protection requirements as required by procedure OP-925 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external factors attribute of the initiating events cornerstone and adversely 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, the failure to implement the requirements of 
procedure OP-925 could limit the sites ability to detect, respond to, or mitigate the consequences of an accident. The 
finding was determined to be of very low safety significance (i.e. Green) because the finding did not contribute to 
both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be available. 
More specifically, the site had not experienced freezing weather conditions of sufficient magnitude to challenge plant 
systems during this time period. The finding involved the cross-cutting area of Human Performance under the Work 
Control component in that the licensee failed to appropriately plan work activities by incorporating risk insights to 
ensure the activities required to prepare the plant for cold weather conditions were completed prior to the onset of cold 
weather. [H.3(a)]  
 
Inspection Report# : 2013005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately critique fire brigade drills 
Green. A Green NRC-Identified non-cited violation (NCV) of Facility Operating License DPR-23, Condition 3.E, Fire 
Protection Program, was identified for the licensee’s failure to identify, critique, and develop corrective actions for 
fire brigade performance weaknesses during two fire drills as required by procedure TPP-219, Fire Protection 
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Training Program. Upon identification of these weaknesses by the inspectors, the licensee entered them into the 
corrective action program (CAP), performed an apparent cause evaluation, and revised procedure TPP-219 to further 
define the roles and responsibilities of the drill controllers as well as the standards used to critique the fire brigade.  
 
The licensee’s failure to identify, critique, and develop appropriate actions for fire brigade performance weaknesses 
during two fire drills as required by procedure TPP-219 was a performance deficiency. The performance deficiency 
was more than minor because it was associated with the protection against external factors 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. Using IMC 0609, 
Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, Exhibit 2, 
“Mitigating Systems Screening Questions,” the finding was determined to be of very low safety Significance (Green) 
in accordance with question D.1 because although the finding involved fire brigade training requirements, the fire 
brigade demonstrated the ability to meet the required times for fire extinguishment for the fire drill scenarios and the 
finding did not significantly affect the fire brigade’s ability to respond to a fire. The performance deficiency had a 
cross-cutting aspect of Consistent Process in the area of Human Performance, because the licensee failed to use a 
consistent, systematic approach during conduct of fire brigade drills and during the subsequent critique process. 
(H.13) (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to provide adequate design control measures for diesel fuel oil cloud point 
Green. The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, because 
the licensee failed to provide adequate design control measures to ensure appropriate specifications were translated 
into procedures for diesel fuel oil (DFO) to ensure that the DFO temperatures remained above the DFO cloud point. 
The licensee entered this into the CAP as action request (AR) 664223 and took immediate corrective actions to change 
the cloud point acceptance criteria from 23 degrees to 10 degrees Fahrenheit and revise procedure OP-925, Cold 
Weather, to install temporary heaters if outside temperatures fell below 15 degrees Fahrenheit.  
 
The licensee’s failure to provide design control measures to ensure that the DFO temperature was maintained such 
that the cloud point was not reached was a performance deficiency. This finding is more than minor because it is 
associated with the protection against external factors 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 (i.e., core damage). Specifically, during periods of cold weather 
the DFO temperature could have been allowed to fall below its cloud point and affect operation of the emergency 
diesel generator (EDG) and/or the dedicated shutdown diesel generator operation due to the DFO transfer system 
becoming inoperable. The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, dated 
June 19, 2012, The Significance Determination Process (SDP) for Findings at Power, Exhibit 2, Mitigating Systems 
Screening Questions. The inspectors determined that this finding was of very low safety significance (Green) because 
the finding is a deficiency affecting the design or qualification of a mitigating SSC; however, the SSC maintained its 
operability or functionality since the design conditions were not actually reached. The performance deficiency had a 
cross-cutting aspect of Design Margins in the area of Human Performance because the licensee failed to recognize that
additional actions were required to maintain operability of the DFO system when ambient temperatures are below the 
maximum administrative limit even though samples are reviewed monthly per the DFO Testing Program. (H.6) 
(Section 1R15)  
 
Inspection Report# : 2014002 (pdf)  
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Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Materials Not Removed from Containment Prior to Reactor Startup 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.4.1 for the failure to properly 
implement procedure PLP-006, Containment Vessel Inspection Closeout, prior to startup following RFO 28. The 
improper closeout resulted in various tools as well as bags of consumable items and debris left in containment that 
could impact the containment sump strainer following an accident. The licensee initiated CR 640903, removed the 
items identified by the inspectors, and re-performed procedure PLP-006, Containment Vessel Inspection/Closeout, to 
further identify materials that should have been previously removed.  
 
The failure to remove debris and various temporary materials as required by procedure PLP-006 was a performance 
deficiency. The 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 reliability and availability of ECCS equipment would be degraded by the 
introduction of material in to the containment that would impact and reduce the available area on the recirculation 
sump strainer. The inspectors determined that this finding is of very low safety significance (Green) because the 
finding did not represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as 
high safety-significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. This 
finding had a cross-cutting aspect in the Work Practices component of the Human Performance area, because the 
licensee failed to ensure that supervisor and management oversight of procedure PLP-006 ensured that debris was 
removed as required during containment closeout prior to reactor startup. [H.4(c)]  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of preventive maintenance results in "B" EDG recirculation damper failure 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(2) for the licensee’s failure to 
demonstrate that the performance of the “B” Emergency Diesel Generator (EDG) ventilation recirculation damper was 
effectively controlled through appropriate preventive maintenance (PM) or monitored as specified in 10 CFR 50.65(a)
(1), such that the ventilation system remained capable of performing its intended function. The lack of PM on the “B” 
EDG recirculation damper led to its failure and resulted in the “B” EDG being declared inoperable on May 1, 2013. 
Following the discovery of this issue, operations declared the “B” EDG inoperable and took immediate corrective 
actions to close the damper. This issue was entered in the licensee’s corrective action program as NCR 60433.  
 
The 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 failure to perform appropriate preventive maintenance on the “B” EDG ventilation 
recirculation damper resulted in its failure and on May 1, 2013, the “B” EDG was declared inoperable. Failure of the 
“B” EDG ventilation recirculation damper could allow the EDG room design limit temperature of 130F to be 
exceeded. Using IMC 0609, Appendix A, issued June 19, 2012, The SDP for Findings At-Power, the inspectors 
determined that this finding is of very low safety significance (Green) because the finding did not represent an actual 
loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-significant in 
accordance with the licensee’s maintenance rule program for greater than 24 hours. This finding had a cross-cutting 
aspect in the Operating Experience component of the Problem Identification and Resolution area, because the licensee 
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failed to incorporate lessons learned from a similar event, which occurred in 2012 at the Clinton Power Station, into 
the preventive maintenance program. [P.2(b)] (1R12) 
Inspection Report# : 2013004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entry Into a HRA 
A self-revealing, Green, non-cited violation (NCV) of TS 5.7.1, “High Radiation Area,” was identified for an 
unauthorized entry into a High Radiation Area (HRA). Specifically, two workers entered the residual heat removal 
pump room without knowledge of current radiological conditions and without wearing the prescribed electronic 
dosimetry for the area. The licensee entered this issue into the Corrective Action Program as Nuclear Condition 
Report 524523 and took immediate corrective actions including restriction of the workers from access to the 
Radiologically Controlled Area.  
 
This finding was determined to be greater than minor because it was associated with the Occupational Radiation 
Safety Cornerstone attribute of Human Performance and adversely affected 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 evaluated using the Occupational Radiation Safety Significance 
Determination Process. 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 inspectors determined the finding to be of very low safety significance (Green). This finding involved 
the cross-cutting aspect of Human Performance, Work Practices because the HRA event was a direct result of 
inadequate pre-job briefings and a lack of self and peer checking on the part of the work crew. [H.4.a]  
 
Inspection Report# : 2013005 (pdf)  

Public Radiation Safety 

Security 

2Q/2014 Inspection Findings - Robinson 2

Page 6 of 7



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

Miscellaneous 
Last modified : August 29, 2014 
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Robinson 2 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Degraded Wire Labels in the Reactor Protection Relay Cabinets 
A self-revealing Green non-cited violation (NCV) was identified for the licensee’s failure to promptly identify and 
correct degraded wire labels in the reactor protection cabinets, which were a condition adverse to quality, as required 
by 10 CFR Part 50, Criterion XVI, Corrective Action. This resulted in an automatic reactor trip. Immediate corrective 
actions included inspection of both trains of relay racks to identify and remove any potential foreign material. The 
licensee also tested both trains of reactor protection relays to verify no foreign material was present. Additionally, the 
licensee plans to replace the wire labels in the reactor protection and safeguards relay racks during refueling outages 
29 and 30. The licensee documented the issue in the corrective action program as CR 654789.  
The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the initiating events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the degraded wire labels became lodged between contact 2-6 on relay LC-496A1-X(B), which set up the 
half-trip condition to cause a reactor trip, during the surveillance testing. Using IMC 0609, Appendix A, issued June 
19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that this 
finding is of very low safety significance (Green) because although the finding caused a reactor trip, it did not cause 
the loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition. This finding had a cross-cutting aspect of identification in the area of problem identification and resolution 
because the licensee failed to implement a corrective action program with a low enough threshold for identifying 
issues in that the licensee process did not recognize, during review of the work requests for the degraded wire labels, 
that this issue should have been entered into the corrective action program as a nuclear condition report. (P.1) 
Inspection Report# : 2014003 (pdf)  

Significance:  May 09, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Steam Generator Tube Leak 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for the licensee’s 
failure to take adequate corrective action to prevent repetition of a significant condition adverse to quality regarding 
steam generator tube leakage due to poor maintenance practices. Specifically, on February 27, 2014, the “C” steam 
generator showed indications of a primary to secondary tube leak due to foreign material that was introduced during 
the fall 2013 refueling outage. As immediate corrective actions, on March 7, 2014, the licensee shutdown the plant 
and repaired the leak. This violation was entered into the licensee’s CAP as nuclear condition reports (NCRs) 683695, 
683593, and 683591.  
 
The licensee’s failure to implement appropriate corrective actions to address poor worker practices to prevent 
recurrence of a steam generator tube leak was a performance deficiency. The finding was more than minor because it 
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was associated with the initiating events cornerstone equipment performance attribute and it adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during shutdown as well as power operations. Specifically, foreign material entered the steam generator and damaged 
a steam generator tube, which increased the likelihood of a steam generator tube rupture. The finding screened as 
Green because testing showed that the affected steam generator tube could sustain three times the differential pressure 
across the tube during normal full power and that the steam generator did not violate the accident leakage performance 
criterion. The performance deficiency does not have a cross cutting aspect because the last revision of the root cause 
evaluation was completed in 2011 and it is not indicative of current licensee performance. 
Inspection Report# : 2014008 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Steam generator tube leak resulting from foreign material 
Green. A self-revealing Green FIN was identified for the licensee’s failure to thoroughly inspect and remove foreign 
material from feedwater piping after initial breach of the pipe, as required by licensee procedure MNT-NGGC-0007, 
Foreign Material Exclusion Program. As a result, foreign material entered the “C” Steam Generator (SG) and 
damaged a tube which created a primary-to-secondary leak condition.  
 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
foreign material entered the SG and damaged a SG tube, which increased the likelihood of a SG tube rupture (SGTR) 
and challenged the reactor coolant system (RCS) integrity safety function during shutdown. The inspectors used IMC 
0609, Significance Determination Process, Attachment 0609.04, issued June 19, 2012, Initial Characterization of 
Findings, and Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-
Power, and determined that the finding was of low safety significance (Green) because testing showed that the 
affected SG tube could sustain three times the differential pressure across the tube during normal full power and that 
the SG did not violate the accident leakage performance criterion. The performance deficiency had a cross-cutting 
aspect of Challenge the Unknown in the area of Human Performance because the licensee did not stop when faced 
with the unknown or evaluate and manage risk before proceeding. Specifically, the licensee should have evaluated and 
addressed the FME issue resulting from the pipe spring condition during the initial breach of the feedwater piping 
before continuing. (H.11) (Section 1R08)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate preventive maintenance on 4 KV breaker 52/7 results in an automatic reactor trip 
Green. A self-revealing Green finding (FIN) was identified for the licensee’s failure to perform adequate preventive 
maintenance (PM) in accordance with, licensee procedure ADM-NGGC-107, Equipment Reliability Process, for 4 
KV Breaker 52/7, Unit Auxiliary to 4 KV Bus 1. As a result, while transferring loads from the start-up transformer, a 
broken operating rod for breaker 52/7 prevented the breaker from closing and caused an automatic reactor trip.  
 
The finding was more than minor because it was associated with the Initiating Events cornerstone attribute of 
Equipment Performance, and it adversely affected the associated cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the performance deficiency resulted in breaker 52/7 failing to close and subsequently causing an 
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automatic reactor trip from 19 percent power operations on November 5, 2013. Using IMC 0609, Appendix A, issued 
June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigating equipment or functions would not be available. The performance 
deficiency had a cross-cutting aspect of Resolution in the area of Problem Identification and Resolution, because the 
licensee failed to take effective corrective actions to address a similar failure of an operating rod for the “A” 
circulating water (CW) pump breaker in 2011. (P.3) (Section 1R12)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Preparation for Cold Weather Conditions 
The inspectors identified a Green non-cited violation (NCV) of Technical Specification 5.4.1 for the licensee’s failure 
to implement freeze protection requirements specified in station procedures. Specifically the inspectors found that the 
required temporary enclosures were not installed and work orders for freeze protection circuits were not repaired prior 
to November 1, 2013, in accordance with procedure OP-925, Cold Weather Operation. The licensee initiated CR 
645333 and took immediate corrective actions to install the necessary enclosures and to verify the proper operation of 
freeze protection circuits for safety related and fire protection equipment.  
 
The licensee’s failure to implement freeze protection requirements as required by procedure OP-925 was a 
performance deficiency. The performance deficiency was determined to be more than minor because it was associated 
with the protection against external factors attribute of the initiating events cornerstone and adversely 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, the failure to implement the requirements of 
procedure OP-925 could limit the sites ability to detect, respond to, or mitigate the consequences of an accident. The 
finding was determined to be of very low safety significance (i.e. Green) because the finding did not contribute to 
both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions will not be available. 
More specifically, the site had not experienced freezing weather conditions of sufficient magnitude to challenge plant 
systems during this time period. The finding involved the cross-cutting area of Human Performance under the Work 
Control component in that the licensee failed to appropriately plan work activities by incorporating risk insights to 
ensure the activities required to prepare the plant for cold weather conditions were completed prior to the onset of cold 
weather. [H.3(a)]  
 
Inspection Report# : 2013005 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately critique fire brigade drills 
Green. A Green NRC-Identified non-cited violation (NCV) of Facility Operating License DPR-23, Condition 3.E, Fire 
Protection Program, was identified for the licensee’s failure to identify, critique, and develop corrective actions for 
fire brigade performance weaknesses during two fire drills as required by procedure TPP-219, Fire Protection 
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Training Program. Upon identification of these weaknesses by the inspectors, the licensee entered them into the 
corrective action program (CAP), performed an apparent cause evaluation, and revised procedure TPP-219 to further 
define the roles and responsibilities of the drill controllers as well as the standards used to critique the fire brigade.  
 
The licensee’s failure to identify, critique, and develop appropriate actions for fire brigade performance weaknesses 
during two fire drills as required by procedure TPP-219 was a performance deficiency. The performance deficiency 
was more than minor because it was associated with the protection against external factors 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. Using IMC 0609, 
Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, Exhibit 2, 
“Mitigating Systems Screening Questions,” the finding was determined to be of very low safety Significance (Green) 
in accordance with question D.1 because although the finding involved fire brigade training requirements, the fire 
brigade demonstrated the ability to meet the required times for fire extinguishment for the fire drill scenarios and the 
finding did not significantly affect the fire brigade’s ability to respond to a fire. The performance deficiency had a 
cross-cutting aspect of Consistent Process in the area of Human Performance, because the licensee failed to use a 
consistent, systematic approach during conduct of fire brigade drills and during the subsequent critique process. 
(H.13) (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to provide adequate design control measures for diesel fuel oil cloud point 
Green. The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, because 
the licensee failed to provide adequate design control measures to ensure appropriate specifications were translated 
into procedures for diesel fuel oil (DFO) to ensure that the DFO temperatures remained above the DFO cloud point. 
The licensee entered this into the CAP as action request (AR) 664223 and took immediate corrective actions to change 
the cloud point acceptance criteria from 23 degrees to 10 degrees Fahrenheit and revise procedure OP-925, Cold 
Weather, to install temporary heaters if outside temperatures fell below 15 degrees Fahrenheit.  
 
The licensee’s failure to provide design control measures to ensure that the DFO temperature was maintained such 
that the cloud point was not reached was a performance deficiency. This finding is more than minor because it is 
associated with the protection against external factors 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 (i.e., core damage). Specifically, during periods of cold weather 
the DFO temperature could have been allowed to fall below its cloud point and affect operation of the emergency 
diesel generator (EDG) and/or the dedicated shutdown diesel generator operation due to the DFO transfer system 
becoming inoperable. The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, dated 
June 19, 2012, The Significance Determination Process (SDP) for Findings at Power, Exhibit 2, Mitigating Systems 
Screening Questions. The inspectors determined that this finding was of very low safety significance (Green) because 
the finding is a deficiency affecting the design or qualification of a mitigating SSC; however, the SSC maintained its 
operability or functionality since the design conditions were not actually reached. The performance deficiency had a 
cross-cutting aspect of Design Margins in the area of Human Performance because the licensee failed to recognize that
additional actions were required to maintain operability of the DFO system when ambient temperatures are below the 
maximum administrative limit even though samples are reviewed monthly per the DFO Testing Program. (H.6) 
(Section 1R15)  
 
Inspection Report# : 2014002 (pdf)  
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Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Materials Not Removed from Containment Prior to Reactor Startup 
The inspectors identified a Green non-cited violation of Technical Specification (TS) 5.4.1 for the failure to properly 
implement procedure PLP-006, Containment Vessel Inspection Closeout, prior to startup following RFO 28. The 
improper closeout resulted in various tools as well as bags of consumable items and debris left in containment that 
could impact the containment sump strainer following an accident. The licensee initiated CR 640903, removed the 
items identified by the inspectors, and re-performed procedure PLP-006, Containment Vessel Inspection/Closeout, to 
further identify materials that should have been previously removed.  
 
The failure to remove debris and various temporary materials as required by procedure PLP-006 was a performance 
deficiency. The 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 reliability and availability of ECCS equipment would be degraded by the 
introduction of material in to the containment that would impact and reduce the available area on the recirculation 
sump strainer. The inspectors determined that this finding is of very low safety significance (Green) because the 
finding did not represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as 
high safety-significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. This 
finding had a cross-cutting aspect in the Work Practices component of the Human Performance area, because the 
licensee failed to ensure that supervisor and management oversight of procedure PLP-006 ensured that debris was 
removed as required during containment closeout prior to reactor startup. [H.4(c)]  
 
Inspection Report# : 2013005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unauthorized Entry Into a HRA 
A self-revealing, Green, non-cited violation (NCV) of TS 5.7.1, “High Radiation Area,” was identified for an 
unauthorized entry into a High Radiation Area (HRA). Specifically, two workers entered the residual heat removal 
pump room without knowledge of current radiological conditions and without wearing the prescribed electronic 
dosimetry for the area. The licensee entered this issue into the Corrective Action Program as Nuclear Condition 
Report 524523 and took immediate corrective actions including restriction of the workers from access to the 
Radiologically Controlled Area.  
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This finding was determined to be greater than minor because it was associated with the Occupational Radiation 
Safety Cornerstone attribute of Human Performance and adversely affected 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 evaluated using the Occupational Radiation Safety Significance 
Determination Process. 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 inspectors determined the finding to be of very low safety significance (Green). This finding involved 
the cross-cutting aspect of Human Performance, Work Practices because the HRA event was a direct result of 
inadequate pre-job briefings and a lack of self and peer checking on the part of the work crew. [H.4.a]  
 
Inspection Report# : 2013005 (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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Robinson 2 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Identify and Correct Degraded Wire Labels in the Reactor Protection Relay Cabinets 
A self-revealing Green non-cited violation (NCV) was identified for the licensee’s failure to promptly identify and 
correct degraded wire labels in the reactor protection cabinets, which were a condition adverse to quality, as required 
by 10 CFR Part 50, Criterion XVI, Corrective Action. This resulted in an automatic reactor trip. Immediate corrective 
actions included inspection of both trains of relay racks to identify and remove any potential foreign material. The 
licensee also tested both trains of reactor protection relays to verify no foreign material was present. Additionally, the 
licensee plans to replace the wire labels in the reactor protection and safeguards relay racks during refueling outages 
29 and 30. The licensee documented the issue in the corrective action program as CR 654789.  
The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the initiating events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the degraded wire labels became lodged between contact 2-6 on relay LC-496A1-X(B), which set up the 
half-trip condition to cause a reactor trip, during the surveillance testing. Using IMC 0609, Appendix A, issued June 
19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that this 
finding is of very low safety significance (Green) because although the finding caused a reactor trip, it did not cause 
the loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition. This finding had a cross-cutting aspect of identification in the area of problem identification and resolution 
because the licensee failed to implement a corrective action program with a low enough threshold for identifying 
issues in that the licensee process did not recognize, during review of the work requests for the degraded wire labels, 
that this issue should have been entered into the corrective action program as a nuclear condition report. (P.1) 
Inspection Report# : 2014003 (pdf)  

Significance:  May 09, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Steam Generator Tube Leak 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for the licensee’s 
failure to take adequate corrective action to prevent repetition of a significant condition adverse to quality regarding 
steam generator tube leakage due to poor maintenance practices. Specifically, on February 27, 2014, the “C” steam 
generator showed indications of a primary to secondary tube leak due to foreign material that was introduced during 
the fall 2013 refueling outage. As immediate corrective actions, on March 7, 2014, the licensee shutdown the plant 
and repaired the leak. This violation was entered into the licensee’s CAP as nuclear condition reports (NCRs) 683695, 
683593, and 683591.  
 
The licensee’s failure to implement appropriate corrective actions to address poor worker practices to prevent 
recurrence of a steam generator tube leak was a performance deficiency. The finding was more than minor because it 
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was associated with the initiating events cornerstone equipment performance attribute and it adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during shutdown as well as power operations. Specifically, foreign material entered the steam generator and damaged 
a steam generator tube, which increased the likelihood of a steam generator tube rupture. The finding screened as 
Green because testing showed that the affected steam generator tube could sustain three times the differential pressure 
across the tube during normal full power and that the steam generator did not violate the accident leakage performance 
criterion. The performance deficiency does not have a cross cutting aspect because the last revision of the root cause 
evaluation was completed in 2011 and it is not indicative of current licensee performance. 
Inspection Report# : 2014008 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Steam generator tube leak resulting from foreign material 
Green. A self-revealing Green FIN was identified for the licensee’s failure to thoroughly inspect and remove foreign 
material from feedwater piping after initial breach of the pipe, as required by licensee procedure MNT-NGGC-0007, 
Foreign Material Exclusion Program. As a result, foreign material entered the “C” Steam Generator (SG) and 
damaged a tube which created a primary-to-secondary leak condition.  
 
This finding was more than minor because it was associated with the Equipment Performance attribute of the 
Initiating Events cornerstone, and it adversely affected the cornerstone objective to limit the likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
foreign material entered the SG and damaged a SG tube, which increased the likelihood of a SG tube rupture (SGTR) 
and challenged the reactor coolant system (RCS) integrity safety function during shutdown. The inspectors used IMC 
0609, Significance Determination Process, Attachment 0609.04, issued June 19, 2012, Initial Characterization of 
Findings, and Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-
Power, and determined that the finding was of low safety significance (Green) because testing showed that the 
affected SG tube could sustain three times the differential pressure across the tube during normal full power and that 
the SG did not violate the accident leakage performance criterion. The performance deficiency had a cross-cutting 
aspect of Challenge the Unknown in the area of Human Performance because the licensee did not stop when faced 
with the unknown or evaluate and manage risk before proceeding. Specifically, the licensee should have evaluated and 
addressed the FME issue resulting from the pipe spring condition during the initial breach of the feedwater piping 
before continuing. (H.11) (Section 1R08)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Inadequate preventive maintenance on 4 KV breaker 52/7 results in an automatic reactor trip 
Green. A self-revealing Green finding (FIN) was identified for the licensee’s failure to perform adequate preventive 
maintenance (PM) in accordance with, licensee procedure ADM-NGGC-107, Equipment Reliability Process, for 4 
KV Breaker 52/7, Unit Auxiliary to 4 KV Bus 1. As a result, while transferring loads from the start-up transformer, a 
broken operating rod for breaker 52/7 prevented the breaker from closing and caused an automatic reactor trip.  
 
The finding was more than minor because it was associated with the Initiating Events cornerstone attribute of 
Equipment Performance, and it adversely affected the associated cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the performance deficiency resulted in breaker 52/7 failing to close and subsequently causing an 
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automatic reactor trip from 19 percent power operations on November 5, 2013. Using IMC 0609, Appendix A, issued 
June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not contribute to both the likelihood of a 
reactor trip and the likelihood that mitigating equipment or functions would not be available. The performance 
deficiency had a cross-cutting aspect of Resolution in the area of Problem Identification and Resolution, because the 
licensee failed to take effective corrective actions to address a similar failure of an operating rod for the “A” 
circulating water (CW) pump breaker in 2011. (P.3) (Section 1R12)  
 
Inspection Report# : 2014002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Protect Diesel Driven Equipment from Effects of Extreme Cold Temperatures 
The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, for failure to 
establish procedural guidance to protect diesel driven equipment important to safety from the effects of extreme cold 
temperatures. Specifically, the licensee’s cold weather procedures failed to include actions to maintain fuel oil 
temperatures above the diesel fuel oil cloud point for the dedicated shutdown diesel generator (DSDG) and/or the 
engine driven fire pump (EDFP). The licensee entered this into the corrective action program (CAP) as AR 715032 
and took immediate corrective actions to revise station procedures to protect the diesel driven equipment during 
periods of extreme low temperatures.  
 
The failure to establish procedural guidance to protect diesel-driven equipment important to safety from the effects of 
extreme cold temperatures was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, failure to maintain the 
fuel oil temperatures for the DSDG and/or the EDFP greater than the measured cloud point, may impact the operation 
of the equipment during extreme low temperature conditions, due to the associated fuel oil transfer system becoming 
non-functional. A detailed risk assessment was performed by a regional Senior Reactor Analyst in accordance with 
NRC IMC 0609 Appendices A and F. The latest NRC Robinson SPAR risk model was used to quantify the internal 
events risk and a calculation was performed to estimate the fire risk. The major analysis assumptions included: both 
the EDFP and the DSDG were simultaneously considered unavailable without recovery for a 1-day exposure interval, 
DSDG fire scenarios were considered for the emergency switchgear room (ESWGR), the cable spreading room, and 
the main control room, where fire could cause a loss of offsite power and the emergency diesel generators (EDGs), 
compartment total ignition frequency data from the Robinson NFPA 805 project was used and a bounding Conditional 
Core Damage Probability for the fire scenarios of 1.0. The dominant sequence was a fire in the ESWGR which 
remained unsuppressed long enough to cause a loss of offsite power and the EDGs requiring use of alternate shutdown 
which failed due to the performance deficiency impact on the DSDG resulting in station blackout, and core damage 
due to an unmitigated reactor coolant pump seal loss of cooling accident. The risk was mitigated by the low likelihood 
of the initiators occurring during the specific cold weather vulnerability periods. The risk due to the performance 
deficiency was determined to be an increase in core damage frequency of <1E-6/year, a GREEN finding of very low 
safety significance. The performance deficiency had a cross cutting aspect of Evaluation in the area of Problem 
Identification and Resolution because the licensee failed to thoroughly evaluate the effects of cold weather on the fuel 
system for diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their 
safety significance (P.2).  
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Inspection Report# : 2014005 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately critique fire brigade drills 
Green. A Green NRC-Identified non-cited violation (NCV) of Facility Operating License DPR-23, Condition 3.E, Fire 
Protection Program, was identified for the licensee’s failure to identify, critique, and develop corrective actions for 
fire brigade performance weaknesses during two fire drills as required by procedure TPP-219, Fire Protection 
Training Program. Upon identification of these weaknesses by the inspectors, the licensee entered them into the 
corrective action program (CAP), performed an apparent cause evaluation, and revised procedure TPP-219 to further 
define the roles and responsibilities of the drill controllers as well as the standards used to critique the fire brigade.  
 
The licensee’s failure to identify, critique, and develop appropriate actions for fire brigade performance weaknesses 
during two fire drills as required by procedure TPP-219 was a performance deficiency. The performance deficiency 
was more than minor because it was associated with the protection against external factors 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. Using IMC 0609, 
Appendix A, issued June 19, 2012, The Significance Determination Process (SDP) for Findings At-Power, Exhibit 2, 
“Mitigating Systems Screening Questions,” the finding was determined to be of very low safety Significance (Green) 
in accordance with question D.1 because although the finding involved fire brigade training requirements, the fire 
brigade demonstrated the ability to meet the required times for fire extinguishment for the fire drill scenarios and the 
finding did not significantly affect the fire brigade’s ability to respond to a fire. The performance deficiency had a 
cross-cutting aspect of Consistent Process in the area of Human Performance, because the licensee failed to use a 
consistent, systematic approach during conduct of fire brigade drills and during the subsequent critique process. 
(H.13) (Section 1R05)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to provide adequate design control measures for diesel fuel oil cloud point 
Green. The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, because 
the licensee failed to provide adequate design control measures to ensure appropriate specifications were translated 
into procedures for diesel fuel oil (DFO) to ensure that the DFO temperatures remained above the DFO cloud point. 
The licensee entered this into the CAP as action request (AR) 664223 and took immediate corrective actions to change 
the cloud point acceptance criteria from 23 degrees to 10 degrees Fahrenheit and revise procedure OP-925, Cold 
Weather, to install temporary heaters if outside temperatures fell below 15 degrees Fahrenheit.  
 
The licensee’s failure to provide design control measures to ensure that the DFO temperature was maintained such 
that the cloud point was not reached was a performance deficiency. This finding is more than minor because it is 
associated with the protection against external factors 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 (i.e., core damage). Specifically, during periods of cold weather 
the DFO temperature could have been allowed to fall below its cloud point and affect operation of the emergency 
diesel generator (EDG) and/or the dedicated shutdown diesel generator operation due to the DFO transfer system 
becoming inoperable. The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, dated 
June 19, 2012, The Significance Determination Process (SDP) for Findings at Power, Exhibit 2, Mitigating Systems 
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Screening Questions. The inspectors determined that this finding was of very low safety significance (Green) because 
the finding is a deficiency affecting the design or qualification of a mitigating SSC; however, the SSC maintained its 
operability or functionality since the design conditions were not actually reached. The performance deficiency had a 
cross-cutting aspect of Design Margins in the area of Human Performance because the licensee failed to recognize that
additional actions were required to maintain operability of the DFO system when ambient temperatures are below the 
maximum administrative limit even though samples are reviewed monthly per the DFO Testing Program. (H.6) 
(Section 1R15)  
 
Inspection Report# : 2014002 (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 26, 2015 
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Robinson 2
1Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Identify and Correct Degraded Wire Labels in the Reactor Protection Relay Cabinets
A self-revealing Green non-cited violation (NCV) was identified for the licensee’s failure to promptly identify and 
correct degraded wire labels in the reactor protection cabinets, which were a condition adverse to quality, as required 
by 10 CFR Part 50, Criterion XVI, Corrective Action. This resulted in an automatic reactor trip. Immediate corrective 
actions included inspection of both trains of relay racks to identify and remove any potential foreign material. The 
licensee also tested both trains of reactor protection relays to verify no foreign material was present. Additionally, the 
licensee plans to replace the wire labels in the reactor protection and safeguards relay racks during refueling outages 
29 and 30. The licensee documented the issue in the corrective action program as CR 654789. 
The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the initiating events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of 
events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. 
Specifically, the degraded wire labels became lodged between contact 2-6 on relay LC-496A1-X(B), which set up the 
half-trip condition to cause a reactor trip, during the surveillance testing. Using IMC 0609, Appendix A, issued June 
19, 2012, The Significance Determination Process (SDP) for Findings At-Power, the inspectors determined that this 
finding is of very low safety significance (Green) because although the finding caused a reactor trip, it did not cause 
the loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition. This finding had a cross-cutting aspect of identification in the area of problem identification and resolution 
because the licensee failed to implement a corrective action program with a low enough threshold for identifying 
issues in that the licensee process did not recognize, during review of the work requests for the degraded wire labels, 
that this issue should have been entered into the corrective action program as a nuclear condition report. (P.1)
Inspection Report# : 2014003 (pdf)

Significance:  May 09, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Take Adequate Corrective Action to Preclude Repetition of a Significant Condition Adverse to 
Quality Associated with the Steam Generator Tube Leak
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for the licensee’s 
failure to take adequate corrective action to prevent repetition of a significant condition adverse to quality regarding 
steam generator tube leakage due to poor maintenance practices. Specifically, on February 27, 2014, the “C” steam 
generator showed indications of a primary to secondary tube leak due to foreign material that was introduced during 
the fall 2013 refueling outage. As immediate corrective actions, on March 7, 2014, the licensee shutdown the plant 
and repaired the leak. This violation was entered into the licensee’s CAP as nuclear condition reports (NCRs) 683695, 
683593, and 683591. 

The licensee’s failure to implement appropriate corrective actions to address poor worker practices to prevent 
recurrence of a steam generator tube leak was a performance deficiency. The finding was more than minor because it 
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was associated with the initiating events cornerstone equipment performance attribute and it adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during shutdown as well as power operations. Specifically, foreign material entered the steam generator and damaged 
a steam generator tube, which increased the likelihood of a steam generator tube rupture. The finding screened as 
Green because testing showed that the affected steam generator tube could sustain three times the differential pressure 
across the tube during normal full power and that the steam generator did not violate the accident leakage performance 
criterion. The performance deficiency does not have a cross cutting aspect because the last revision of the root cause 
evaluation was completed in 2011 and it is not indicative of current licensee performance.
Inspection Report# : 2014008 (pdf)

Mitigating Systems
Significance: N/A Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate 10 CFR 50.59 Evaluation Results in RPI System Inoperability
The inspectors identified a severity level IV (SLIV) non-cited violation (NCV) of 10 CFR 50.59, “Changes, Tests, and 
Experiments,” for the licensee’s failure to obtain a license amendment prior to implementing a change to licensee 
procedure OST-20, “Shiftly Surveillances.” Specifically, a note was added to procedureOST-20 to allow the use of the 
Emergency Response Facility Information System (ERFIS) as an acceptable alternate method to determine Analog 
Rod Positon Indication (ARPI) System operability if the position indicators were not indicating properly. This change 
resulted in an associated Green NCV of Technical Specification (TS) 3.1.7, “Rod Position Indication,” for failing to 
shut down the reactor or follow remedial actions permitted by a TS action requirement when a Limiting Condition for 
Operation (LCO) was not met. Upon determination that the practice of crediting ERFIS for rod position indication 
(RPI) operability was not allowed by the current licensing basis (CLB), Standing Instruction 14 023 was issued to 
suspend the practice and condition report (CR) 720726 was written to document the issue. 

The licensee’s failure to obtain a license amendment for a change that resulted in a change to technical specifications 
incorporated in the license was a performance deficiency. The performance deficiency was determined to be more 
than minor because it was associated with the mitigating systems cornerstone attribute of procedure quality and 
adversely affected the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the procedure change adversely impacted the 
availability and capability of systems to respond to a design basis event because it allowed the use of a non CLB 
method for determining rod position after failure of the ARPI system. Rod position indication is required to determine 
maximum rod misalignment which is an initial assumption in the safety analysis that directly affects core power 
distributions and assumptions of available shutdown margin. The finding was screened using IMC 0609 Appendix A 
Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be of very low safety 
significance (Green) because the finding did not result in a mismanagement of reactivity by operators. The violation 
was determined to be a SLIV violation using the Enforcement Policy example 6.1.d.2, because it resulted in a 
condition having very low safety significance. No cross-cutting aspect was assigned in association with the ROP 
finding because the change to the procedure was performed greater than three years ago and did not reflect current 
licensee performance.
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Protect Diesel Driven Equipment from Effects of Extreme Cold Temperatures
The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, for failure to 
establish procedural guidance to protect diesel driven equipment important to safety from the effects of extreme cold 
temperatures. Specifically, the licensee’s cold weather procedures failed to include actions to maintain fuel oil 
temperatures above the diesel fuel oil cloud point for the dedicated shutdown diesel generator (DSDG) and/or the 
engine driven fire pump (EDFP). The licensee entered this into the corrective action program (CAP) as AR 715032 
and took immediate corrective actions to revise station procedures to protect the diesel driven equipment during 
periods of extreme low temperatures. 

The failure to establish procedural guidance to protect diesel-driven equipment important to safety from the effects of 
extreme cold temperatures was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, failure to maintain the 
fuel oil temperatures for the DSDG and/or the EDFP greater than the measured cloud point, may impact the operation 
of the equipment during extreme low temperature conditions, due to the associated fuel oil transfer system becoming 
non-functional. A detailed risk assessment was performed by a regional Senior Reactor Analyst in accordance with 
NRC IMC 0609 Appendices A and F. The latest NRC Robinson SPAR risk model was used to quantify the internal 
events risk and a calculation was performed to estimate the fire risk. The major analysis assumptions included: both 
the EDFP and the DSDG were simultaneously considered unavailable without recovery for a 1-day exposure interval, 
DSDG fire scenarios were considered for the emergency switchgear room (ESWGR), the cable spreading room, and 
the main control room, where fire could cause a loss of offsite power and the emergency diesel generators (EDGs), 
compartment total ignition frequency data from the Robinson NFPA 805 project was used and a bounding Conditional 
Core Damage Probability for the fire scenarios of 1.0. The dominant sequence was a fire in the ESWGR which 
remained unsuppressed long enough to cause a loss of offsite power and the EDGs requiring use of alternate shutdown 
which failed due to the performance deficiency impact on the DSDG resulting in station blackout, and core damage 
due to an unmitigated reactor coolant pump seal loss of cooling accident. The risk was mitigated by the low likelihood 
of the initiators occurring during the specific cold weather vulnerability periods. The risk due to the performance 
deficiency was determined to be an increase in core damage frequency of <1E-6/year, a GREEN finding of very low 
safety significance. The performance deficiency had a cross cutting aspect of Evaluation in the area of Problem 
Identification and Resolution because the licensee failed to thoroughly evaluate the effects of cold weather on the fuel 
system for diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their 
safety significance (P.2). 

Inspection Report# : 2014005 (pdf)

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

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

Initiating Events

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Engineering Change Procedure for Modification of RPS
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified when the licensee failed to follow EGR-NGGC-0005, Engineering Change, during a modification of 
the RPS. This resulted in having inadequate work instructions associated with EC 75690 and EC 86690, which 
resulted in a cross tied configuration of independent trains of the RPS and the DC electrical system. The licensee 
entered this into the corrective action program (CAP) as AR 729926 and took immediate corrective actions to cut the 
cable and restore the independence of safety trains for both systems. 

The failure to have adequate work instructions for engineering changes as required by procedure EGR-NGGC-0005 
was a performance deficiency. This finding is more than minor because it is associated with the design control 
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 
(i.e., core damage). Specifically, the cross-tied configuration rendered the RPS and DC electrical subsystem 
inoperable because the required independence and redundancy of systems were eliminated. The finding was screened 
using IMC 0609 Appendix A Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be 
of very low safety significance (Green) because the finding it did not result in a mismanagement of reactivity by the 
operators. The performance deficiency had a cross-cutting aspect of Teamwork in the area of Human Performance 
because the licensee failed to coordinate their activities between work control planners and engineering to ensure 
nuclear safety is maintained. (H.4)
Inspection Report# : 2015002 (pdf)

Significance: N/A Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate 10 CFR 50.59 Evaluation Results in RPI System Inoperability
The inspectors identified a severity level IV (SLIV) non-cited violation (NCV) of 10 CFR 50.59, “Changes, Tests, and 
Experiments,” for the licensee’s failure to obtain a license amendment prior to implementing a change to licensee 
procedure OST-20, “Shiftly Surveillances.” Specifically, a note was added to procedureOST-20 to allow the use of the 
Emergency Response Facility Information System (ERFIS) as an acceptable alternate method to determine Analog 
Rod Positon Indication (ARPI) System operability if the position indicators were not indicating properly. This change 
resulted in an associated Green NCV of Technical Specification (TS) 3.1.7, “Rod Position Indication,” for failing to 
shut down the reactor or follow remedial actions permitted by a TS action requirement when a Limiting Condition for 
Operation (LCO) was not met. Upon determination that the practice of crediting ERFIS for rod position indication 
(RPI) operability was not allowed by the current licensing basis (CLB), Standing Instruction 14 023 was issued to 
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suspend the practice and condition report (CR) 720726 was written to document the issue. 

The licensee’s failure to obtain a license amendment for a change that resulted in a change to technical specifications 
incorporated in the license was a performance deficiency. The performance deficiency was determined to be more 
than minor because it was associated with the mitigating systems cornerstone attribute of procedure quality and 
adversely affected the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the procedure change adversely impacted the 
availability and capability of systems to respond to a design basis event because it allowed the use of a non CLB 
method for determining rod position after failure of the ARPI system. Rod position indication is required to determine 
maximum rod misalignment which is an initial assumption in the safety analysis that directly affects core power 
distributions and assumptions of available shutdown margin. The finding was screened using IMC 0609 Appendix A 
Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be of very low safety 
significance (Green) because the finding did not result in a mismanagement of reactivity by operators. The violation 
was determined to be a SLIV violation using the Enforcement Policy example 6.1.d.2, because it resulted in a 
condition having very low safety significance. No cross-cutting aspect was assigned in association with the ROP 
finding because the change to the procedure was performed greater than three years ago and did not reflect current 
licensee performance.
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Protect Diesel Driven Equipment from Effects of Extreme Cold Temperatures
The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, for failure to 
establish procedural guidance to protect diesel driven equipment important to safety from the effects of extreme cold 
temperatures. Specifically, the licensee’s cold weather procedures failed to include actions to maintain fuel oil 
temperatures above the diesel fuel oil cloud point for the dedicated shutdown diesel generator (DSDG) and/or the 
engine driven fire pump (EDFP). The licensee entered this into the corrective action program (CAP) as AR 715032 
and took immediate corrective actions to revise station procedures to protect the diesel driven equipment during 
periods of extreme low temperatures. 

The failure to establish procedural guidance to protect diesel-driven equipment important to safety from the effects of 
extreme cold temperatures was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, failure to maintain the 
fuel oil temperatures for the DSDG and/or the EDFP greater than the measured cloud point, may impact the operation 
of the equipment during extreme low temperature conditions, due to the associated fuel oil transfer system becoming 
non-functional. A detailed risk assessment was performed by a regional Senior Reactor Analyst in accordance with 
NRC IMC 0609 Appendices A and F. The latest NRC Robinson SPAR risk model was used to quantify the internal 
events risk and a calculation was performed to estimate the fire risk. The major analysis assumptions included: both 
the EDFP and the DSDG were simultaneously considered unavailable without recovery for a 1-day exposure interval, 
DSDG fire scenarios were considered for the emergency switchgear room (ESWGR), the cable spreading room, and 
the main control room, where fire could cause a loss of offsite power and the emergency diesel generators (EDGs), 
compartment total ignition frequency data from the Robinson NFPA 805 project was used and a bounding Conditional 
Core Damage Probability for the fire scenarios of 1.0. The dominant sequence was a fire in the ESWGR which 
remained unsuppressed long enough to cause a loss of offsite power and the EDGs requiring use of alternate shutdown 
which failed due to the performance deficiency impact on the DSDG resulting in station blackout, and core damage 
due to an unmitigated reactor coolant pump seal loss of cooling accident. The risk was mitigated by the low likelihood 
of the initiators occurring during the specific cold weather vulnerability periods. The risk due to the performance 
deficiency was determined to be an increase in core damage frequency of <1E-6/year, a GREEN finding of very low 
safety significance. The performance deficiency had a cross cutting aspect of Evaluation in the area of Problem 
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Identification and Resolution because the licensee failed to thoroughly evaluate the effects of cold weather on the fuel 
system for diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their 
safety significance (P.2). 

Inspection Report# : 2014005 (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: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Timely Report Required Information as Required by 10 CFR 50.73
• SL IV. An NRC-identified Severity Level IV NCV of 10 CFR 50.73, Licensee Event Report System, was identified 
for the licensee’s failure to submit a Licensee Event Report (LER) within 60 days after discovery of a condition which 
was prohibited by the plant’s Technical Specifications (TS). The issue was entered into the licensee’s CAP. The 
licensee submitted the LER to restore compliance. 

The licensee’s failure perform an adequate reportability evaluation and subsequently submit an LER within 60 days 
after discovery of a condition which was prohibited by the plant TS’s as required by 10 CFR 50.73 was a performance 
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deficiency (PD). This PD was assessed using traditional enforcement because it had the potential for impacting the 
NRC’s ability to perform its regulatory function. The inspectors determined the significance of this violation was a 
Severity Level IV violation using Section 6.9.d.9 of the NRC’s Enforcement Policy. Cross cutting aspects are not 
assigned to traditional enforcement violations.
Inspection Report# : 2015002 (pdf)

Last modified : August 07, 2015
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Robinson 2
3Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Engineering Change Procedure for Modification of RPS
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified when the licensee failed to follow EGR-NGGC-0005, Engineering Change, during a modification of 
the RPS. This resulted in having inadequate work instructions associated with EC 75690 and EC 86690, which 
resulted in a cross tied configuration of independent trains of the RPS and the DC electrical system. The licensee 
entered this into the corrective action program (CAP) as AR 729926 and took immediate corrective actions to cut the 
cable and restore the independence of safety trains for both systems. 

The failure to have adequate work instructions for engineering changes as required by procedure EGR-NGGC-0005 
was a performance deficiency. This finding is more than minor because it is associated with the design control 
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 
(i.e., core damage). Specifically, the cross-tied configuration rendered the RPS and DC electrical subsystem 
inoperable because the required independence and redundancy of systems were eliminated. The finding was screened 
using IMC 0609 Appendix A Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be 
of very low safety significance (Green) because the finding it did not result in a mismanagement of reactivity by the 
operators. The performance deficiency had a cross-cutting aspect of Teamwork in the area of Human Performance 
because the licensee failed to coordinate their activities between work control planners and engineering to ensure 
nuclear safety is maintained. (H.4)
Inspection Report# : 2015002 (pdf)

Significance: N/A Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate 10 CFR 50.59 Evaluation Results in RPI System Inoperability
The inspectors identified a severity level IV (SLIV) non-cited violation (NCV) of 10 CFR 50.59, “Changes, Tests, and 
Experiments,” for the licensee’s failure to obtain a license amendment prior to implementing a change to licensee 
procedure OST-20, “Shiftly Surveillances.” Specifically, a note was added to procedureOST-20 to allow the use of the 
Emergency Response Facility Information System (ERFIS) as an acceptable alternate method to determine Analog 
Rod Positon Indication (ARPI) System operability if the position indicators were not indicating properly. This change 
resulted in an associated Green NCV of Technical Specification (TS) 3.1.7, “Rod Position Indication,” for failing to 
shut down the reactor or follow remedial actions permitted by a TS action requirement when a Limiting Condition for 
Operation (LCO) was not met. Upon determination that the practice of crediting ERFIS for rod position indication 
(RPI) operability was not allowed by the current licensing basis (CLB), Standing Instruction 14 023 was issued to 
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suspend the practice and condition report (CR) 720726 was written to document the issue. 

The licensee’s failure to obtain a license amendment for a change that resulted in a change to technical specifications 
incorporated in the license was a performance deficiency. The performance deficiency was determined to be more 
than minor because it was associated with the mitigating systems cornerstone attribute of procedure quality and 
adversely affected the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the procedure change adversely impacted the 
availability and capability of systems to respond to a design basis event because it allowed the use of a non CLB 
method for determining rod position after failure of the ARPI system. Rod position indication is required to determine 
maximum rod misalignment which is an initial assumption in the safety analysis that directly affects core power 
distributions and assumptions of available shutdown margin. The finding was screened using IMC 0609 Appendix A 
Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be of very low safety 
significance (Green) because the finding did not result in a mismanagement of reactivity by operators. The violation 
was determined to be a SLIV violation using the Enforcement Policy example 6.1.d.2, because it resulted in a 
condition having very low safety significance. No cross-cutting aspect was assigned in association with the ROP 
finding because the change to the procedure was performed greater than three years ago and did not reflect current 
licensee performance.
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Protect Diesel Driven Equipment from Effects of Extreme Cold Temperatures
The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, for failure to 
establish procedural guidance to protect diesel driven equipment important to safety from the effects of extreme cold 
temperatures. Specifically, the licensee’s cold weather procedures failed to include actions to maintain fuel oil 
temperatures above the diesel fuel oil cloud point for the dedicated shutdown diesel generator (DSDG) and/or the 
engine driven fire pump (EDFP). The licensee entered this into the corrective action program (CAP) as AR 715032 
and took immediate corrective actions to revise station procedures to protect the diesel driven equipment during 
periods of extreme low temperatures. 

The failure to establish procedural guidance to protect diesel-driven equipment important to safety from the effects of 
extreme cold temperatures was a performance deficiency. This issue was more than minor because if left uncorrected 
this finding would have the potential to lead to a more significant safety concern. Specifically, failure to maintain the 
fuel oil temperatures for the DSDG and/or the EDFP greater than the measured cloud point, may impact the operation 
of the equipment during extreme low temperature conditions, due to the associated fuel oil transfer system becoming 
non-functional. A detailed risk assessment was performed by a regional Senior Reactor Analyst in accordance with 
NRC IMC 0609 Appendices A and F. The latest NRC Robinson SPAR risk model was used to quantify the internal 
events risk and a calculation was performed to estimate the fire risk. The major analysis assumptions included: both 
the EDFP and the DSDG were simultaneously considered unavailable without recovery for a 1-day exposure interval, 
DSDG fire scenarios were considered for the emergency switchgear room (ESWGR), the cable spreading room, and 
the main control room, where fire could cause a loss of offsite power and the emergency diesel generators (EDGs), 
compartment total ignition frequency data from the Robinson NFPA 805 project was used and a bounding Conditional 
Core Damage Probability for the fire scenarios of 1.0. The dominant sequence was a fire in the ESWGR which 
remained unsuppressed long enough to cause a loss of offsite power and the EDGs requiring use of alternate shutdown 
which failed due to the performance deficiency impact on the DSDG resulting in station blackout, and core damage 
due to an unmitigated reactor coolant pump seal loss of cooling accident. The risk was mitigated by the low likelihood 
of the initiators occurring during the specific cold weather vulnerability periods. The risk due to the performance 
deficiency was determined to be an increase in core damage frequency of <1E-6/year, a GREEN finding of very low 
safety significance. The performance deficiency had a cross cutting aspect of Evaluation in the area of Problem 
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Identification and Resolution because the licensee failed to thoroughly evaluate the effects of cold weather on the fuel 
system for diesel driven equipment to ensure that resolutions address the extent of conditions commensurate with their 
safety significance (P.2). 

Inspection Report# : 2014005 (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: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Timely Report Required Information as Required by 10 CFR 50.73
• SL IV. An NRC-identified Severity Level IV NCV of 10 CFR 50.73, Licensee Event Report System, was identified 
for the licensee’s failure to submit a Licensee Event Report (LER) within 60 days after discovery of a condition which 
was prohibited by the plant’s Technical Specifications (TS). The issue was entered into the licensee’s CAP. The 
licensee submitted the LER to restore compliance. 

The licensee’s failure perform an adequate reportability evaluation and subsequently submit an LER within 60 days 
after discovery of a condition which was prohibited by the plant TS’s as required by 10 CFR 50.73 was a performance 
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deficiency (PD). This PD was assessed using traditional enforcement because it had the potential for impacting the 
NRC’s ability to perform its regulatory function. The inspectors determined the significance of this violation was a 
Severity Level IV violation using Section 6.9.d.9 of the NRC’s Enforcement Policy. Cross cutting aspects are not 
assigned to traditional enforcement violations.
Inspection Report# : 2015002 (pdf)

Last modified : December 15, 2015
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Robinson 2
4Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Engineering Change Procedure for Modification of RPS
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified when the licensee failed to follow EGR-NGGC-0005, Engineering Change, during a modification of 
the RPS. This resulted in having inadequate work instructions associated with EC 75690 and EC 86690, which 
resulted in a cross tied configuration of independent trains of the RPS and the DC electrical system. The licensee 
entered this into the corrective action program (CAP) as AR 729926 and took immediate corrective actions to cut the 
cable and restore the independence of safety trains for both systems. 

The failure to have adequate work instructions for engineering changes as required by procedure EGR-NGGC-0005 
was a performance deficiency. This finding is more than minor because it is associated with the design control 
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 
(i.e., core damage). Specifically, the cross-tied configuration rendered the RPS and DC electrical subsystem 
inoperable because the required independence and redundancy of systems were eliminated. The finding was screened 
using IMC 0609 Appendix A Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be 
of very low safety significance (Green) because the finding it did not result in a mismanagement of reactivity by the 
operators. The performance deficiency had a cross-cutting aspect of Teamwork in the area of Human Performance 
because the licensee failed to coordinate their activities between work control planners and engineering to ensure 
nuclear safety is maintained. (H.4)
Inspection Report# : 2015002 (pdf)

Significance: N/A Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate 10 CFR 50.59 Evaluation Results in RPI System Inoperability
The inspectors identified a severity level IV (SLIV) non-cited violation (NCV) of 10 CFR 50.59, “Changes, Tests, and 
Experiments,” for the licensee’s failure to obtain a license amendment prior to implementing a change to licensee 
procedure OST-20, “Shiftly Surveillances.” Specifically, a note was added to procedureOST-20 to allow the use of the 
Emergency Response Facility Information System (ERFIS) as an acceptable alternate method to determine Analog 
Rod Positon Indication (ARPI) System operability if the position indicators were not indicating properly. This change 
resulted in an associated Green NCV of Technical Specification (TS) 3.1.7, “Rod Position Indication,” for failing to 
shut down the reactor or follow remedial actions permitted by a TS action requirement when a Limiting Condition for 
Operation (LCO) was not met. Upon determination that the practice of crediting ERFIS for rod position indication 
(RPI) operability was not allowed by the current licensing basis (CLB), Standing Instruction 14 023 was issued to 
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suspend the practice and condition report (CR) 720726 was written to document the issue. 

The licensee’s failure to obtain a license amendment for a change that resulted in a change to technical specifications 
incorporated in the license was a performance deficiency. The performance deficiency was determined to be more 
than minor because it was associated with the mitigating systems cornerstone attribute of procedure quality and 
adversely affected the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the procedure change adversely impacted the 
availability and capability of systems to respond to a design basis event because it allowed the use of a non CLB 
method for determining rod position after failure of the ARPI system. Rod position indication is required to determine 
maximum rod misalignment which is an initial assumption in the safety analysis that directly affects core power 
distributions and assumptions of available shutdown margin. The finding was screened using IMC 0609 Appendix A 
Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be of very low safety 
significance (Green) because the finding did not result in a mismanagement of reactivity by operators. The violation 
was determined to be a SLIV violation using the Enforcement Policy example 6.1.d.2, because it resulted in a 
condition having very low safety significance. No cross-cutting aspect was assigned in association with the ROP 
finding because the change to the procedure was performed greater than three years ago and did not reflect current 
licensee performance.
Inspection Report# : 2015001 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Miscellaneous
Significance: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Timely Report Required Information as Required by 10 CFR 50.73
• SL IV. An NRC-identified Severity Level IV NCV of 10 CFR 50.73, Licensee Event Report System, was identified 
for the licensee’s failure to submit a Licensee Event Report (LER) within 60 days after discovery of a condition which 
was prohibited by the plant’s Technical Specifications (TS). The issue was entered into the licensee’s CAP. The 
licensee submitted the LER to restore compliance. 

The licensee’s failure perform an adequate reportability evaluation and subsequently submit an LER within 60 days 
after discovery of a condition which was prohibited by the plant TS’s as required by 10 CFR 50.73 was a performance 
deficiency (PD). This PD was assessed using traditional enforcement because it had the potential for impacting the 
NRC’s ability to perform its regulatory function. The inspectors determined the significance of this violation was a 
Severity Level IV violation using Section 6.9.d.9 of the NRC’s Enforcement Policy. Cross cutting aspects are not 
assigned to traditional enforcement violations.
Inspection Report# : 2015002 (pdf)

Last modified : March 01, 2016
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Robinson 2
1Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Establish and Implement Procedure During Tornado Watch/Warning
The inspectors identified a Green non-cited violation (NCV) of technical specification (TS) 5.4.1.a for the licensee’s 
failure to adequately establish and implement procedure OMM-021, Operation During Adverse Weather Conditions. 
Specifically, the licensee failed to include requirements to tie down or remove loose material in the area of Unit 1 
adjacent to the switchyard. Additionally, the licensee failed to implement the procedural requirements to tie down or 
remove material in the vicinity of the turbine building ground level and secure doors to the chemical treatment room 
and as required by OMM-021. As corrective action, the licensee secured or removed the material in the vicinity of the 
turbine building and issued a procedure change request to change OMM 021 to include an action to secure or remove 
potential missile hazards in the vicinity of the switchyard in the Unit 1 area. The licensee entered this issue into their 
corrective action program (CAP) as condition report (CR) 2005141. 

The licensee’s failure to adequately establish and implement procedure OMM 021, Operation During Adverse 
Weather Conditions, for preparation for a tornado watch/warning was a performance deficiency. The performance 
deficiency was determined to be more than minor because it was associated with the protection against external 
factors attribute of the initiating events cornerstone and adversely 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, the failure to secure or remove potential missile hazards in the areas adjacent to the 
switchyard increased the likelihood of a unit trip and/or loss of offsite power event. The inspectors evaluated the 
significance of the finding using IMC 0609 Appendix A, “The Significance Determination Process (SDP) for Findings 
At-Power,” Exhibit 1, Section B and determined the finding to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions will not be available. The performance deficiency had a cross-cutting aspect of Work Management in the 
area of Human Performance because the organization did not implement a process of planning, controlling, and 
executing work activities associated with a tornado watch/warning such that nuclear safety is the overriding priority 
[H.5].
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure for a Light Indication Replacement
The inspectors identified a Green NCV of TS 5.4.1.a, for the licensee’s failure to adequately implement procedure 
OMM-001-11, Logkeeping, while performing maintenance. Specifically, the licensee replaced a local light indication 
for a containment instrument air isolation valve, which resulted in a plant transient, without a senior reactor operator 
(SRO) being contacted, as required per procedure. As corrective action, the licensee replaced the blown fuse, issued a 
standing instruction to initiate a work request for all light bulb replacements, and submited a procedure revision 
request to add more detailed guidance for lightbulb replacement. The licensee entered this issue into their CAP as CR 
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1991686. 

The failure to contact an SRO prior to changing out a local light indication for PCV-1716 as required by procedure 
OMM-001-11 was a performance deficiency. The performance deficiency was more than minor because it was 
associated with the human performance attribute of the Initiating Events Cornerstone and adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during power operations. Specifically, because the SRO was not contacted, an assessment and management of risk 
associated with the replacement of the light indication was not performed, and resulted in a plant transient. The 
inspectors evaluated the significance of the finding using IMC 0609 Appendix A, “The Significance Determination 
Process (SDP) for Findings At-Power,” dated June 19, 2012, Exhibit 1, Section B and determined the finding to be of 
very low safety significance (Green) because the finding did not contribute to both the likelihood of a reactor trip and 
the likelihood that mitigation equipment or functions will not be available. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because the individual performing the 
lightbulb replacement did recognize and plan for the possibility of mistakes, latent issues, and inherent risk [H.12]. 

Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Safety-Related Auxiliary Building Ventilation Fans into the Maintenance Rule
The inspectors identified a Green NCV of 10 CFR 50.65(b)(1), for the licensee’s failure to include safety-related 
structures, systems and components (SSCs) within the scope of the maintenance rule (MR) program. Specifically, the 
licensee failed to include auxiliary building ventilation fans, which are required to remain functional during and 
following a design bases event to mitigate the consequences of an accident, within the scope of the maintenance rule 
monitoring program. The licensee initiated corrective actions to include the auxiliary building ventilation exhaust fans 
within the MR monitoring program. The licensee entered this issue into their CAP as CR 1997952. 

The failure to appropriately scope the safety-related auxiliary building ventilation fans within the maintenance rule is 
a performance deficiency. This performance deficiency was determined to be 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. Specifically, the failure to include auxiliary building ventilation fans in the maintenance rule affects the 
licensee’s ability to effectively monitor the performance or condition of the SSCs such that SSCs remain capable of 
fulfilling their intended function. Using IMC 0609, Appendix A, issued June 19, 2012, SDP for Findings At-Power, 
the inspectors determined that this finding is of very low safety significance (Green) because the finding did not 
represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-
significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. The finding does not 
have a cross-cutting aspect since the failure to scope this equipment into the maintenance rule was not recognized 
during the initial maintenance rule scoping activities in 1997 and, as a result, is not indicative of current licensee 
performance.
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016

1Q/2016 Inspection Findings - Robinson 2

Page 2 of 5



Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Control Deviations of from Design Specifications for the Service Water System
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, was identified for the 
licensee’s failure to assure that appropriate quality standards are specified and included in design documents and that 
deviations from such standards are controlled. Specifically, the failure to control a modification of the service water 
(SW) system led to the installation of a non-conforming valve and resulted in the inoperability of the motor-driven 
auxiliary feedwater (MDAFW) system. As corrective action, the licensee performed a modification to replace the SW-
115 valve. The licensee entered this issue into their CAP as CR 1993790. 

The failure to control deviations from design specifications for a modification to the SW system was the performance 
deficiency. The performance deficiency was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the installation of a valve outside of design specifications for the SW system 
contributed to the failure of SW 115 and reduction of cooling water flow to the MDAFW system. This degraded 
condition rendered the “A” train of the MDAFW system inoperable for greater than its TS AOT from December 15, 
2015, to January 19, 2016. In addition, both trains of MDAFW were inoperable for greater than the TS AOT from 
January 19, 2016, to January 22, 2016. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined the finding 
required a Detailed Risk Evaluation because the finding represented an actual loss of function of at least a single train 
of MDAFW for greater than its TS AOT. A detailed risk evaluation was performed by a regional SRA in accordance 
with NRC IMC 0609 Appendix A using the NRC Robinson SPAR model and input from the licensee’s Robinson Fire 
PRA model. The major analysis assumptions included exposure periods for loss of a single train of MDAFW for 38 
days and loss of both trains of MDAFW for a period of three hours. No recovery was assumed. The SDAFW and “C”
AFW trains were not affected. The dominant sequence was a loss of main feedwater initiator followed by failures of 
both trains of MDAFW due to the performance deficiency, the SDAFW pump, the “C” train of AFW, and failure of 
the operator to implement feed and bleed cooling. The risk associated with this performance deficiency was mitigated 
by the availability of alternate AFW trains. The detailed risk evaluation determined that the increase in core damage 
frequency due to the performance deficiency was less than 1.0 E-6 per year and therefore the performance deficiency 
was characterized as a GREEN finding of very low safety significance. The finding does not have a cross-cutting 
aspect since the installation of a valve outside of design specifications into the SW system occurred prior to 1978 and, 
as a result, is not indicative of current licensee performance. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Maintain Emergency Operating Procedures EOP-ECA-0.0 and EOP-E-0
The NRC identified a Green NCV of TS 5.4.1.a for the licensee’s failure to adequately maintain procedures EOP 
ECA-0.0, Loss of All AC Power, and EOP-E-0, Reactor Trip or Safety Injection, as recommended in RG 1.33, 
Revision 2, Appendix A, February 1978. Revision four of EOP-ECA-0.0, contained a step that could delay or prevent 
the restoration of a charging pump when electrical power was available to do so. This could have led to a loss of 
reactor coolant system (RCS) pressure control. Revision six of EOP-E-0, contained a step that could have led to the 
restoration of seal injection to overheated reactor coolant pump (RCP) seals with subsequent RCP seal damage and 
RCS leakage. The licensee submitted procedure revision requests (PRRs) 2009136 and 2009217 to correct the 
procedures. The licensee entered this issue into their CAP as CR 2009602. 
The licensee’s failure to adequately maintain EOP-ECA-0.0 and EOP-E-0 in accordance with OMM-43, “Verification 
and Validation,” was determined to be a performance deficiency. The performance deficiency was determined to be 
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more than minor because, if left uncorrected, it would have the potential to lead to a more significant safety concern. 
Specifically, steps in EOP-ECA-0.0 and EOP-E-0 could lead to one or more of the following during an event: 
unnecessary reduction in core sub-cooling margin, loss of RCS pressure control, and RCP seal damage leading to 
increased RCS leakage. The finding is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring availability, reliability, and capability of 
systems needed to respond to initiating events to prevent undesired consequences. Using the mitigating systems 
screening questions located in Exhibit 2 of Inspection Manual Chapter 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” dated June 19, 2012, the inspectors determined that the finding 
was of very low safety significance (Green). The finding has a cross-cutting aspect in the area of human performance 
associated with avoiding complacency because individuals did not recognize and plan for the possibility of mistakes 
and latent issues when performing EOP verification and validation [H.12].
Inspection Report# : 2016001 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Engineering Change Procedure for Modification of RPS
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings, 
was identified when the licensee failed to follow EGR-NGGC-0005, Engineering Change, during a modification of 
the RPS. This resulted in having inadequate work instructions associated with EC 75690 and EC 86690, which 
resulted in a cross tied configuration of independent trains of the RPS and the DC electrical system. The licensee 
entered this into the corrective action program (CAP) as AR 729926 and took immediate corrective actions to cut the 
cable and restore the independence of safety trains for both systems. 

The failure to have adequate work instructions for engineering changes as required by procedure EGR-NGGC-0005 
was a performance deficiency. This finding is more than minor because it is associated with the design control 
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 
(i.e., core damage). Specifically, the cross-tied configuration rendered the RPS and DC electrical subsystem 
inoperable because the required independence and redundancy of systems were eliminated. The finding was screened 
using IMC 0609 Appendix A Exhibit 2.C, Reactivity Control Systems, dated June 19, 2012, and was determined to be 
of very low safety significance (Green) because the finding it did not result in a mismanagement of reactivity by the 
operators. The performance deficiency had a cross-cutting aspect of Teamwork in the area of Human Performance 
because the licensee failed to coordinate their activities between work control planners and engineering to ensure 
nuclear safety is maintained. (H.4)
Inspection Report# : 2015002 (pdf)

Barrier Integrity
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Public Radiation Safety

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

Miscellaneous
Significance: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Timely Report Required Information as Required by 10 CFR 50.73
• SL IV. An NRC-identified Severity Level IV NCV of 10 CFR 50.73, Licensee Event Report System, was identified 
for the licensee’s failure to submit a Licensee Event Report (LER) within 60 days after discovery of a condition which 
was prohibited by the plant’s Technical Specifications (TS). The issue was entered into the licensee’s CAP. The 
licensee submitted the LER to restore compliance. 

The licensee’s failure perform an adequate reportability evaluation and subsequently submit an LER within 60 days 
after discovery of a condition which was prohibited by the plant TS’s as required by 10 CFR 50.73 was a performance 
deficiency (PD). This PD was assessed using traditional enforcement because it had the potential for impacting the 
NRC’s ability to perform its regulatory function. The inspectors determined the significance of this violation was a 
Severity Level IV violation using Section 6.9.d.9 of the NRC’s Enforcement Policy. Cross cutting aspects are not 
assigned to traditional enforcement violations.
Inspection Report# : 2015002 (pdf)

Last modified : July 11, 2016
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Robinson 2
2Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Establish and Implement Procedure During Tornado Watch/Warning
The inspectors identified a Green non-cited violation (NCV) of technical specification (TS) 5.4.1.a for the licensee’s 
failure to adequately establish and implement procedure OMM-021, Operation During Adverse Weather Conditions. 
Specifically, the licensee failed to include requirements to tie down or remove loose material in the area of Unit 1 
adjacent to the switchyard. Additionally, the licensee failed to implement the procedural requirements to tie down or 
remove material in the vicinity of the turbine building ground level and secure doors to the chemical treatment room 
and as required by OMM-021. As corrective action, the licensee secured or removed the material in the vicinity of the 
turbine building and issued a procedure change request to change OMM 021 to include an action to secure or remove 
potential missile hazards in the vicinity of the switchyard in the Unit 1 area. The licensee entered this issue into their 
corrective action program (CAP) as condition report (CR) 2005141. 

The licensee’s failure to adequately establish and implement procedure OMM 021, Operation During Adverse 
Weather Conditions, for preparation for a tornado watch/warning was a performance deficiency. The performance 
deficiency was determined to be more than minor because it was associated with the protection against external 
factors attribute of the initiating events cornerstone and adversely 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, the failure to secure or remove potential missile hazards in the areas adjacent to the 
switchyard increased the likelihood of a unit trip and/or loss of offsite power event. The inspectors evaluated the 
significance of the finding using IMC 0609 Appendix A, “The Significance Determination Process (SDP) for Findings 
At-Power,” Exhibit 1, Section B and determined the finding to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions will not be available. The performance deficiency had a cross-cutting aspect of Work Management in the 
area of Human Performance because the organization did not implement a process of planning, controlling, and 
executing work activities associated with a tornado watch/warning such that nuclear safety is the overriding priority 
[H.5].
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure for a Light Indication Replacement
The inspectors identified a Green NCV of TS 5.4.1.a, for the licensee’s failure to adequately implement procedure 
OMM-001-11, Logkeeping, while performing maintenance. Specifically, the licensee replaced a local light indication 
for a containment instrument air isolation valve, which resulted in a plant transient, without a senior reactor operator 
(SRO) being contacted, as required per procedure. As corrective action, the licensee replaced the blown fuse, issued a 
standing instruction to initiate a work request for all light bulb replacements, and submited a procedure revision 
request to add more detailed guidance for lightbulb replacement. The licensee entered this issue into their CAP as CR 
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1991686. 

The failure to contact an SRO prior to changing out a local light indication for PCV-1716 as required by procedure 
OMM-001-11 was a performance deficiency. The performance deficiency was more than minor because it was 
associated with the human performance attribute of the Initiating Events Cornerstone and adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during power operations. Specifically, because the SRO was not contacted, an assessment and management of risk 
associated with the replacement of the light indication was not performed, and resulted in a plant transient. The 
inspectors evaluated the significance of the finding using IMC 0609 Appendix A, “The Significance Determination 
Process (SDP) for Findings At-Power,” dated June 19, 2012, Exhibit 1, Section B and determined the finding to be of 
very low safety significance (Green) because the finding did not contribute to both the likelihood of a reactor trip and 
the likelihood that mitigation equipment or functions will not be available. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because the individual performing the 
lightbulb replacement did recognize and plan for the possibility of mistakes, latent issues, and inherent risk [H.12]. 

Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Safety-Related Auxiliary Building Ventilation Fans into the Maintenance Rule
The inspectors identified a Green NCV of 10 CFR 50.65(b)(1), for the licensee’s failure to include safety-related 
structures, systems and components (SSCs) within the scope of the maintenance rule (MR) program. Specifically, the 
licensee failed to include auxiliary building ventilation fans, which are required to remain functional during and 
following a design bases event to mitigate the consequences of an accident, within the scope of the maintenance rule 
monitoring program. The licensee initiated corrective actions to include the auxiliary building ventilation exhaust fans 
within the MR monitoring program. The licensee entered this issue into their CAP as CR 1997952. 

The failure to appropriately scope the safety-related auxiliary building ventilation fans within the maintenance rule is 
a performance deficiency. This performance deficiency was determined to be 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. Specifically, the failure to include auxiliary building ventilation fans in the maintenance rule affects the 
licensee’s ability to effectively monitor the performance or condition of the SSCs such that SSCs remain capable of 
fulfilling their intended function. Using IMC 0609, Appendix A, issued June 19, 2012, SDP for Findings At-Power, 
the inspectors determined that this finding is of very low safety significance (Green) because the finding did not 
represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-
significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. The finding does not 
have a cross-cutting aspect since the failure to scope this equipment into the maintenance rule was not recognized 
during the initial maintenance rule scoping activities in 1997 and, as a result, is not indicative of current licensee 
performance.
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Control Deviations of from Design Specifications for the Service Water System
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, was identified for the 
licensee’s failure to assure that appropriate quality standards are specified and included in design documents and that 
deviations from such standards are controlled. Specifically, the failure to control a modification of the service water 
(SW) system led to the installation of a non-conforming valve and resulted in the inoperability of the motor-driven 
auxiliary feedwater (MDAFW) system. As corrective action, the licensee performed a modification to replace the SW-
115 valve. The licensee entered this issue into their CAP as CR 1993790. 

The failure to control deviations from design specifications for a modification to the SW system was the performance 
deficiency. The performance deficiency was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the installation of a valve outside of design specifications for the SW system 
contributed to the failure of SW 115 and reduction of cooling water flow to the MDAFW system. This degraded 
condition rendered the “A” train of the MDAFW system inoperable for greater than its TS AOT from December 15, 
2015, to January 19, 2016. In addition, both trains of MDAFW were inoperable for greater than the TS AOT from 
January 19, 2016, to January 22, 2016. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined the finding 
required a Detailed Risk Evaluation because the finding represented an actual loss of function of at least a single train 
of MDAFW for greater than its TS AOT. A detailed risk evaluation was performed by a regional SRA in accordance 
with NRC IMC 0609 Appendix A using the NRC Robinson SPAR model and input from the licensee’s Robinson Fire 
PRA model. The major analysis assumptions included exposure periods for loss of a single train of MDAFW for 38 
days and loss of both trains of MDAFW for a period of three hours. No recovery was assumed. The SDAFW and “C”
AFW trains were not affected. The dominant sequence was a loss of main feedwater initiator followed by failures of 
both trains of MDAFW due to the performance deficiency, the SDAFW pump, the “C” train of AFW, and failure of 
the operator to implement feed and bleed cooling. The risk associated with this performance deficiency was mitigated 
by the availability of alternate AFW trains. The detailed risk evaluation determined that the increase in core damage 
frequency due to the performance deficiency was less than 1.0 E-6 per year and therefore the performance deficiency 
was characterized as a GREEN finding of very low safety significance. The finding does not have a cross-cutting 
aspect since the installation of a valve outside of design specifications into the SW system occurred prior to 1978 and, 
as a result, is not indicative of current licensee performance. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Maintain Emergency Operating Procedures EOP-ECA-0.0 and EOP-E-0
The NRC identified a Green NCV of TS 5.4.1.a for the licensee’s failure to adequately maintain procedures EOP 
ECA-0.0, Loss of All AC Power, and EOP-E-0, Reactor Trip or Safety Injection, as recommended in RG 1.33, 
Revision 2, Appendix A, February 1978. Revision four of EOP-ECA-0.0, contained a step that could delay or prevent 
the restoration of a charging pump when electrical power was available to do so. This could have led to a loss of 
reactor coolant system (RCS) pressure control. Revision six of EOP-E-0, contained a step that could have led to the 
restoration of seal injection to overheated reactor coolant pump (RCP) seals with subsequent RCP seal damage and 
RCS leakage. The licensee submitted procedure revision requests (PRRs) 2009136 and 2009217 to correct the 
procedures. The licensee entered this issue into their CAP as CR 2009602. 
The licensee’s failure to adequately maintain EOP-ECA-0.0 and EOP-E-0 in accordance with OMM-43, “Verification 
and Validation,” was determined to be a performance deficiency. The performance deficiency was determined to be 
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more than minor because, if left uncorrected, it would have the potential to lead to a more significant safety concern. 
Specifically, steps in EOP-ECA-0.0 and EOP-E-0 could lead to one or more of the following during an event: 
unnecessary reduction in core sub-cooling margin, loss of RCS pressure control, and RCP seal damage leading to 
increased RCS leakage. The finding is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring availability, reliability, and capability of 
systems needed to respond to initiating events to prevent undesired consequences. Using the mitigating systems 
screening questions located in Exhibit 2 of Inspection Manual Chapter 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” dated June 19, 2012, the inspectors determined that the finding 
was of very low safety significance (Green). The finding has a cross-cutting aspect in the area of human performance 
associated with avoiding complacency because individuals did not recognize and plan for the possibility of mistakes 
and latent issues when performing EOP verification and validation [H.12].
Inspection Report# : 2016001 (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 : August 29, 2016
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Robinson 2
3Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk for Main Turbine Trip Maintenance Resulting in Turbine/Reactor Trip
A self-revealing Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified for the failure to adequately 
assess and manage the increase in risk associated with online maintenance activities involving the removal of the 
cover to the main turbine trip mechanism in order to perform visual inspections. During removal of the cover, the 
turbine trip mechanism lever was contacted causing an automatic turbine/reactor trip. The licensee took immediate 
corrective actions to reemphasize the need to enter all applicable types of work activities into the work management 
process and to conduct formal risk assessments in accordance with the risk management program. The licensee 
entered this issue into the corrective action program (CAP) as condition report (CR) 2056554. 

The licensee’s failure to adequately assess and manage the risk of maintenance associated with visual inspection of 
the turbine trip mechanism was a performance deficiency (PD). The inspectors evaluated the PD in accordance with 
IMC 0612, Appendix B, “Issue Screening,” and determined it to be more than minor because it impacted the human 
performance attribute of the Initiating Events Cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during power operations. 
Specifically, the failure to assess and manage the risk associated with removing the turbine trip mechanism cover to 
conduct visual inspections resulted in a turbine/reactor trip. The inspectors evaluated the finding in accordance with 
IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.”
In accordance with Appendix K, the inspectors requested that a regional Senior Reactor Analyst (SRA) independently 
evaluate the risk. A Region II SRA performed an analysis of the risk deficit for the unevaluated condition associated 
with the work activity on the turbine trip mechanism. The latest Robinson Standardized Plant Analysis Risk (SPAR) 
model was used to calculate an incremental core damage probability deficit (ICDPD). The result was an ICDPD of 
3.74E-7 and represented the increase in core damage probability associated with a turbine/reactor trip coincident with 
the dedicated shutdown diesel generator being out of service at the time of the event. In accordance with IMC 0609, 
Appendix K, because the calculated ICDPD was not greater than 1E-6, the finding was screened as having very low 
safety significance (Green). The cause of the PD was directly related to the cross-cutting aspect of work management 
in the cross-cutting area of human performance because the licensee failed to 
adequately implement a process of planning, controlling, and executing work activities such that nuclear safety was 
the overriding priority. Specifically, the licensee failed to adequately assess, manage, and implement risk management 
actions for activities associated with trip sensitive equipment. [H.5
Inspection Report# : 2016003 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Establish and Implement Procedure During Tornado Watch/Warning
The inspectors identified a Green non-cited violation (NCV) of technical specification (TS) 5.4.1.a for the licensee’s 
failure to adequately establish and implement procedure OMM-021, Operation During Adverse Weather Conditions. 
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Specifically, the licensee failed to include requirements to tie down or remove loose material in the area of Unit 1 
adjacent to the switchyard. Additionally, the licensee failed to implement the procedural requirements to tie down or 
remove material in the vicinity of the turbine building ground level and secure doors to the chemical treatment room 
and as required by OMM-021. As corrective action, the licensee secured or removed the material in the vicinity of the 
turbine building and issued a procedure change request to change OMM 021 to include an action to secure or remove 
potential missile hazards in the vicinity of the switchyard in the Unit 1 area. The licensee entered this issue into their 
corrective action program (CAP) as condition report (CR) 2005141. 

The licensee’s failure to adequately establish and implement procedure OMM 021, Operation During Adverse 
Weather Conditions, for preparation for a tornado watch/warning was a performance deficiency. The performance 
deficiency was determined to be more than minor because it was associated with the protection against external 
factors attribute of the initiating events cornerstone and adversely 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, the failure to secure or remove potential missile hazards in the areas adjacent to the 
switchyard increased the likelihood of a unit trip and/or loss of offsite power event. The inspectors evaluated the 
significance of the finding using IMC 0609 Appendix A, “The Significance Determination Process (SDP) for Findings 
At-Power,” Exhibit 1, Section B and determined the finding to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions will not be available. The performance deficiency had a cross-cutting aspect of Work Management in the 
area of Human Performance because the organization did not implement a process of planning, controlling, and 
executing work activities associated with a tornado watch/warning such that nuclear safety is the overriding priority 
[H.5].
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure for a Light Indication Replacement
The inspectors identified a Green NCV of TS 5.4.1.a, for the licensee’s failure to adequately implement procedure 
OMM-001-11, Logkeeping, while performing maintenance. Specifically, the licensee replaced a local light indication 
for a containment instrument air isolation valve, which resulted in a plant transient, without a senior reactor operator 
(SRO) being contacted, as required per procedure. As corrective action, the licensee replaced the blown fuse, issued a 
standing instruction to initiate a work request for all light bulb replacements, and submited a procedure revision 
request to add more detailed guidance for lightbulb replacement. The licensee entered this issue into their CAP as CR 
1991686. 

The failure to contact an SRO prior to changing out a local light indication for PCV-1716 as required by procedure 
OMM-001-11 was a performance deficiency. The performance deficiency was more than minor because it was 
associated with the human performance attribute of the Initiating Events Cornerstone and adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during power operations. Specifically, because the SRO was not contacted, an assessment and management of risk 
associated with the replacement of the light indication was not performed, and resulted in a plant transient. The 
inspectors evaluated the significance of the finding using IMC 0609 Appendix A, “The Significance Determination 
Process (SDP) for Findings At-Power,” dated June 19, 2012, Exhibit 1, Section B and determined the finding to be of 
very low safety significance (Green) because the finding did not contribute to both the likelihood of a reactor trip and 
the likelihood that mitigation equipment or functions will not be available. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because the individual performing the 
lightbulb replacement did recognize and plan for the possibility of mistakes, latent issues, and inherent risk [H.12]. 

Inspection Report# : 2016001 (pdf)
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Mitigating Systems

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Scope Tainter Gate Flood Protection Features in Maintenance Rule Resulting in Degraded 
Performance
A self-revealing Green NCV of 10 CFR 50.65(b)(2)(ii) was identified for the failure to scope the external flood 
protection function of the Robinson Lake Dam spillway (Tainter) gates in the maintenance rule (MR) monitoring 
program. The failure to include the Tainter gates in the MR program resulted in ineffective maintenance being 
performed and subsequent degraded opening capability which challenged the availability of safety-related equipment 
during design basis rainfall events due to site flooding. The licensee took immediate corrective actions to 
replace/refurbish the chains to both gates and completed full open testing to restore their functionality. In addition, the 
licensee has developed and initiated implementation of an action plan to improve and ensure reliability of the gates, 
and initiated actions to revise the MR scoping program to include the Tainter gates. The issue was entered into the 
licensee’s CAP as CR 2035500. 

The failure to scope the flood protection function of the Lake Robinson Dam Tainter gates in the maintenance rule 
monitoring program was a PD. The finding is more than minor because it is associated with the protection against 
external factors (i.e., flood hazard) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, failure to monitor flood protection features associated with the 
Tainter gates resulted in degraded gate opening performance that could have resulted in site flooding during design 
basis rainfall events and adversely impact multiple trains of safety-related equipment due to water intrusion. Using 
IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the 
inspectors determined the finding involved the degradation of equipment specifically designed to mitigate flooding 
events. In accordance with Exhibit 4, “External Events Screening Questions,” the inspectors determined that the 
finding represented a degradation of two or more trains of a multi-train system or function during an external flooding 
event, therefore it required a detailed risk evaluation. A regional senior reactor analyst completed a detailed risk 
evaluation in accordance with NRC IMC 0609 Appendix A, and Appendix M, Significance Determination Process 
Using Qualitative Criteria, using the latest NRC Robinson Standardized Plant Analysis Risk model. The high 
uncertainty associated with estimating flood frequencies was the reason for using the NRC IMC Appendix M 
approach. The major analysis assumptions included a one-year exposure interval, recovery credit for opening the 
Tainter gates subsequent to binding of the chain, and limited credit for FLEX flooding mitigation strategies. If the 
rainfall produced a water surface elevation which would overtop the dam, the dam was considered failed and the 
ultimate heat sink lost. The rainfall frequencies requiring gate operation were estimated using a combination of 
National Oceanographic and Atmospheric Administration rainfall data and a probabilistic technique to establish 
precipitation frequency estimates performed by the licensee. The dominant sequence was a flood event inducing a non 
recoverable loss of offsite power and loss of the emergency buses with a failure of the operators to manually recover 
the Tainter gates and failure of the operators to depressurize the steam generators to facilitate FLEX injection leading 
to a loss of core heat removal and core damage. The risk was mitigated by the low flood frequency, and the likely 
recovery of the Tainter gates prior to site flooding. 
There were additional conservatisms which were not applied to the result but would reduce the risk. These included 
the fact that the plant would be shutdown prior to flooding impacting safety related equipment, which would reduce 
decay heat cooling required, and additional FLEX flooding strategies which could provide cooling even if the dam 
was lost. The risk increase due to the performance deficiency was < 1.0E-6/year, a Green finding of very low safety 
significance. The licensee’s analysis and full scope probabilistic risk assessment model produced a similar result. The 
inspectors determined that since the scoping of plant systems had occurred more than three years in the past, the 
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finding did not represent current plant performance and therefore did not have a cross-cutting aspect associated with 
it.
Inspection Report# : 2016003 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Safety-Related Auxiliary Building Ventilation Fans into the Maintenance Rule
The inspectors identified a Green NCV of 10 CFR 50.65(b)(1), for the licensee’s failure to include safety-related 
structures, systems and components (SSCs) within the scope of the maintenance rule (MR) program. Specifically, the 
licensee failed to include auxiliary building ventilation fans, which are required to remain functional during and 
following a design bases event to mitigate the consequences of an accident, within the scope of the maintenance rule 
monitoring program. The licensee initiated corrective actions to include the auxiliary building ventilation exhaust fans 
within the MR monitoring program. The licensee entered this issue into their CAP as CR 1997952. 

The failure to appropriately scope the safety-related auxiliary building ventilation fans within the maintenance rule is 
a performance deficiency. This performance deficiency was determined to be 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. Specifically, the failure to include auxiliary building ventilation fans in the maintenance rule affects the 
licensee’s ability to effectively monitor the performance or condition of the SSCs such that SSCs remain capable of 
fulfilling their intended function. Using IMC 0609, Appendix A, issued June 19, 2012, SDP for Findings At-Power, 
the inspectors determined that this finding is of very low safety significance (Green) because the finding did not 
represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-
significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. The finding does not 
have a cross-cutting aspect since the failure to scope this equipment into the maintenance rule was not recognized 
during the initial maintenance rule scoping activities in 1997 and, as a result, is not indicative of current licensee 
performance.
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Control Deviations of from Design Specifications for the Service Water System
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, was identified for the 
licensee’s failure to assure that appropriate quality standards are specified and included in design documents and that 
deviations from such standards are controlled. Specifically, the failure to control a modification of the service water 
(SW) system led to the installation of a non-conforming valve and resulted in the inoperability of the motor-driven 
auxiliary feedwater (MDAFW) system. As corrective action, the licensee performed a modification to replace the SW-
115 valve. The licensee entered this issue into their CAP as CR 1993790. 

The failure to control deviations from design specifications for a modification to the SW system was the performance 
deficiency. The performance deficiency was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the installation of a valve outside of design specifications for the SW system 
contributed to the failure of SW 115 and reduction of cooling water flow to the MDAFW system. This degraded 
condition rendered the “A” train of the MDAFW system inoperable for greater than its TS AOT from December 15, 
2015, to January 19, 2016. In addition, both trains of MDAFW were inoperable for greater than the TS AOT from 
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January 19, 2016, to January 22, 2016. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined the finding 
required a Detailed Risk Evaluation because the finding represented an actual loss of function of at least a single train 
of MDAFW for greater than its TS AOT. A detailed risk evaluation was performed by a regional SRA in accordance 
with NRC IMC 0609 Appendix A using the NRC Robinson SPAR model and input from the licensee’s Robinson Fire 
PRA model. The major analysis assumptions included exposure periods for loss of a single train of MDAFW for 38 
days and loss of both trains of MDAFW for a period of three hours. No recovery was assumed. The SDAFW and “C”
AFW trains were not affected. The dominant sequence was a loss of main feedwater initiator followed by failures of 
both trains of MDAFW due to the performance deficiency, the SDAFW pump, the “C” train of AFW, and failure of 
the operator to implement feed and bleed cooling. The risk associated with this performance deficiency was mitigated 
by the availability of alternate AFW trains. The detailed risk evaluation determined that the increase in core damage 
frequency due to the performance deficiency was less than 1.0 E-6 per year and therefore the performance deficiency 
was characterized as a GREEN finding of very low safety significance. The finding does not have a cross-cutting 
aspect since the installation of a valve outside of design specifications into the SW system occurred prior to 1978 and, 
as a result, is not indicative of current licensee performance. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Maintain Emergency Operating Procedures EOP-ECA-0.0 and EOP-E-0
The NRC identified a Green NCV of TS 5.4.1.a for the licensee’s failure to adequately maintain procedures EOP 
ECA-0.0, Loss of All AC Power, and EOP-E-0, Reactor Trip or Safety Injection, as recommended in RG 1.33, 
Revision 2, Appendix A, February 1978. Revision four of EOP-ECA-0.0, contained a step that could delay or prevent 
the restoration of a charging pump when electrical power was available to do so. This could have led to a loss of 
reactor coolant system (RCS) pressure control. Revision six of EOP-E-0, contained a step that could have led to the 
restoration of seal injection to overheated reactor coolant pump (RCP) seals with subsequent RCP seal damage and 
RCS leakage. The licensee submitted procedure revision requests (PRRs) 2009136 and 2009217 to correct the 
procedures. The licensee entered this issue into their CAP as CR 2009602. 
The licensee’s failure to adequately maintain EOP-ECA-0.0 and EOP-E-0 in accordance with OMM-43, “Verification 
and Validation,” was determined to be a performance deficiency. The performance deficiency was determined to be 
more than minor because, if left uncorrected, it would have the potential to lead to a more significant safety concern. 
Specifically, steps in EOP-ECA-0.0 and EOP-E-0 could lead to one or more of the following during an event: 
unnecessary reduction in core sub-cooling margin, loss of RCS pressure control, and RCP seal damage leading to 
increased RCS leakage. The finding is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring availability, reliability, and capability of 
systems needed to respond to initiating events to prevent undesired consequences. Using the mitigating systems 
screening questions located in Exhibit 2 of Inspection Manual Chapter 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” dated June 19, 2012, the inspectors determined that the finding 
was of very low safety significance (Green). The finding has a cross-cutting aspect in the area of human performance 
associated with avoiding complacency because individuals did not recognize and plan for the possibility of mistakes 
and latent issues when performing EOP verification and validation [H.12].
Inspection Report# : 2016001 (pdf)

Barrier Integrity
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Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : December 08, 2016
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Robinson 2
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk for Main Turbine Trip Maintenance Resulting in Turbine/Reactor Trip
A self-revealing Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified for the failure to adequately 
assess and manage the increase in risk associated with online maintenance activities involving the removal of the 
cover to the main turbine trip mechanism in order to perform visual inspections. During removal of the cover, the 
turbine trip mechanism lever was contacted causing an automatic turbine/reactor trip. The licensee took immediate 
corrective actions to reemphasize the need to enter all applicable types of work activities into the work management 
process and to conduct formal risk assessments in accordance with the risk management program. The licensee 
entered this issue into the corrective action program (CAP) as condition report (CR) 2056554. 

The licensee’s failure to adequately assess and manage the risk of maintenance associated with visual inspection of 
the turbine trip mechanism was a performance deficiency (PD). The inspectors evaluated the PD in accordance with 
IMC 0612, Appendix B, “Issue Screening,” and determined it to be more than minor because it impacted the human 
performance attribute of the Initiating Events Cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during power operations. 
Specifically, the failure to assess and manage the risk associated with removing the turbine trip mechanism cover to 
conduct visual inspections resulted in a turbine/reactor trip. The inspectors evaluated the finding in accordance with 
IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.”
In accordance with Appendix K, the inspectors requested that a regional Senior Reactor Analyst (SRA) independently 
evaluate the risk. A Region II SRA performed an analysis of the risk deficit for the unevaluated condition associated 
with the work activity on the turbine trip mechanism. The latest Robinson Standardized Plant Analysis Risk (SPAR) 
model was used to calculate an incremental core damage probability deficit (ICDPD). The result was an ICDPD of 
3.74E-7 and represented the increase in core damage probability associated with a turbine/reactor trip coincident with 
the dedicated shutdown diesel generator being out of service at the time of the event. In accordance with IMC 0609, 
Appendix K, because the calculated ICDPD was not greater than 1E-6, the finding was screened as having very low 
safety significance (Green). The cause of the PD was directly related to the cross-cutting aspect of work management 
in the cross-cutting area of human performance because the licensee failed to 
adequately implement a process of planning, controlling, and executing work activities such that nuclear safety was 
the overriding priority. Specifically, the licensee failed to adequately assess, manage, and implement risk management 
actions for activities associated with trip sensitive equipment. [H.5
Inspection Report# : 2016003 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Establish and Implement Procedure During Tornado Watch/Warning
The inspectors identified a Green non-cited violation (NCV) of technical specification (TS) 5.4.1.a for the licensee’s 
failure to adequately establish and implement procedure OMM-021, Operation During Adverse Weather Conditions. 
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Specifically, the licensee failed to include requirements to tie down or remove loose material in the area of Unit 1 
adjacent to the switchyard. Additionally, the licensee failed to implement the procedural requirements to tie down or 
remove material in the vicinity of the turbine building ground level and secure doors to the chemical treatment room 
and as required by OMM-021. As corrective action, the licensee secured or removed the material in the vicinity of the 
turbine building and issued a procedure change request to change OMM 021 to include an action to secure or remove 
potential missile hazards in the vicinity of the switchyard in the Unit 1 area. The licensee entered this issue into their 
corrective action program (CAP) as condition report (CR) 2005141. 

The licensee’s failure to adequately establish and implement procedure OMM 021, Operation During Adverse 
Weather Conditions, for preparation for a tornado watch/warning was a performance deficiency. The performance 
deficiency was determined to be more than minor because it was associated with the protection against external 
factors attribute of the initiating events cornerstone and adversely 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, the failure to secure or remove potential missile hazards in the areas adjacent to the 
switchyard increased the likelihood of a unit trip and/or loss of offsite power event. The inspectors evaluated the 
significance of the finding using IMC 0609 Appendix A, “The Significance Determination Process (SDP) for Findings 
At-Power,” Exhibit 1, Section B and determined the finding to be of very low safety significance (Green) because the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions will not be available. The performance deficiency had a cross-cutting aspect of Work Management in the 
area of Human Performance because the organization did not implement a process of planning, controlling, and 
executing work activities associated with a tornado watch/warning such that nuclear safety is the overriding priority 
[H.5].
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedure for a Light Indication Replacement
The inspectors identified a Green NCV of TS 5.4.1.a, for the licensee’s failure to adequately implement procedure 
OMM-001-11, Logkeeping, while performing maintenance. Specifically, the licensee replaced a local light indication 
for a containment instrument air isolation valve, which resulted in a plant transient, without a senior reactor operator 
(SRO) being contacted, as required per procedure. As corrective action, the licensee replaced the blown fuse, issued a 
standing instruction to initiate a work request for all light bulb replacements, and submited a procedure revision 
request to add more detailed guidance for lightbulb replacement. The licensee entered this issue into their CAP as CR 
1991686. 

The failure to contact an SRO prior to changing out a local light indication for PCV-1716 as required by procedure 
OMM-001-11 was a performance deficiency. The performance deficiency was more than minor because it was 
associated with the human performance attribute of the Initiating Events Cornerstone and adversely affected the 
cornerstone objective to limit the likelihood of events that upset plant stability and challenge critical safety functions 
during power operations. Specifically, because the SRO was not contacted, an assessment and management of risk 
associated with the replacement of the light indication was not performed, and resulted in a plant transient. The 
inspectors evaluated the significance of the finding using IMC 0609 Appendix A, “The Significance Determination 
Process (SDP) for Findings At-Power,” dated June 19, 2012, Exhibit 1, Section B and determined the finding to be of 
very low safety significance (Green) because the finding did not contribute to both the likelihood of a reactor trip and 
the likelihood that mitigation equipment or functions will not be available. The performance deficiency had a cross-
cutting aspect of Avoid Complacency in the area of Human Performance because the individual performing the 
lightbulb replacement did recognize and plan for the possibility of mistakes, latent issues, and inherent risk [H.12]. 

Inspection Report# : 2016001 (pdf)
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Mitigating Systems

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Scope Tainter Gate Flood Protection Features in Maintenance Rule Resulting in Degraded 
Performance
A self-revealing Green NCV of 10 CFR 50.65(b)(2)(ii) was identified for the failure to scope the external flood 
protection function of the Robinson Lake Dam spillway (Tainter) gates in the maintenance rule (MR) monitoring 
program. The failure to include the Tainter gates in the MR program resulted in ineffective maintenance being 
performed and subsequent degraded opening capability which challenged the availability of safety-related equipment 
during design basis rainfall events due to site flooding. The licensee took immediate corrective actions to 
replace/refurbish the chains to both gates and completed full open testing to restore their functionality. In addition, the 
licensee has developed and initiated implementation of an action plan to improve and ensure reliability of the gates, 
and initiated actions to revise the MR scoping program to include the Tainter gates. The issue was entered into the 
licensee’s CAP as CR 2035500. 

The failure to scope the flood protection function of the Lake Robinson Dam Tainter gates in the maintenance rule 
monitoring program was a PD. The finding is more than minor because it is associated with the protection against 
external factors (i.e., flood hazard) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, failure to monitor flood protection features associated with the 
Tainter gates resulted in degraded gate opening performance that could have resulted in site flooding during design 
basis rainfall events and adversely impact multiple trains of safety-related equipment due to water intrusion. Using 
IMC 0609, Appendix A, “The SDP for Findings At-Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the 
inspectors determined the finding involved the degradation of equipment specifically designed to mitigate flooding 
events. In accordance with Exhibit 4, “External Events Screening Questions,” the inspectors determined that the 
finding represented a degradation of two or more trains of a multi-train system or function during an external flooding 
event, therefore it required a detailed risk evaluation. A regional senior reactor analyst completed a detailed risk 
evaluation in accordance with NRC IMC 0609 Appendix A, and Appendix M, Significance Determination Process 
Using Qualitative Criteria, using the latest NRC Robinson Standardized Plant Analysis Risk model. The high 
uncertainty associated with estimating flood frequencies was the reason for using the NRC IMC Appendix M 
approach. The major analysis assumptions included a one-year exposure interval, recovery credit for opening the 
Tainter gates subsequent to binding of the chain, and limited credit for FLEX flooding mitigation strategies. If the 
rainfall produced a water surface elevation which would overtop the dam, the dam was considered failed and the 
ultimate heat sink lost. The rainfall frequencies requiring gate operation were estimated using a combination of 
National Oceanographic and Atmospheric Administration rainfall data and a probabilistic technique to establish 
precipitation frequency estimates performed by the licensee. The dominant sequence was a flood event inducing a non 
recoverable loss of offsite power and loss of the emergency buses with a failure of the operators to manually recover 
the Tainter gates and failure of the operators to depressurize the steam generators to facilitate FLEX injection leading 
to a loss of core heat removal and core damage. The risk was mitigated by the low flood frequency, and the likely 
recovery of the Tainter gates prior to site flooding. 
There were additional conservatisms which were not applied to the result but would reduce the risk. These included 
the fact that the plant would be shutdown prior to flooding impacting safety related equipment, which would reduce 
decay heat cooling required, and additional FLEX flooding strategies which could provide cooling even if the dam 
was lost. The risk increase due to the performance deficiency was < 1.0E-6/year, a Green finding of very low safety 
significance. The licensee’s analysis and full scope probabilistic risk assessment model produced a similar result. The 
inspectors determined that since the scoping of plant systems had occurred more than three years in the past, the 
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finding did not represent current plant performance and therefore did not have a cross-cutting aspect associated with 
it.
Inspection Report# : 2016003 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Keep EOP FRP-H.1 in Conformance with Plant Specific Guidelines
The NRC identified a non-cited violation of Technical Specification 5.4.1 for the licensee’s failure to maintain 
emergency operating procedure (EOP) FRP-H.1, “Response to Loss of Secondary Heat Sink,” in accordance with 
their commitment to implement EOPs based on plant specific technical guidelines. Specifically, the licensee was 
committed to upgrading their EOPs in accordance with the H.B. Robinson Unit 2 plant specific technical guidelines, 
and FRP-H.1 was not updated during implementation of engineering change (EC) 283171. In response, the licensee 
entered the issue into their corrective action program as action request 2047575 and updated FRP-H.1 to bring it into 
conformance with its basis document. 

This performance deficiency was more than minor because it could lead to a more significant safety concern if left 
uncorrected. Specifically, the procedure would have been implemented as written during an event that required bleed 
and feed, and it was not demonstrated that one SI pump was adequate for core cooling. The finding required a detailed 
risk evaluation to be performed because the finding was not a deficiency affecting the design of a mitigating structure, 
system, or component (SSC), and the finding would represent a loss of system and/or function, because it was not 
demonstrated that one safety injection (SI) pump would be sufficient during bleed and feed operations. A detailed risk 
assessment determined the increase in core damage frequency due to the performance deficiency was less than1E-
6/year, a GREEN finding of very low safety significance. The team determined that the finding was indicative of 
current licensee performance, because the issue resulted from inadequate implementation of EC 283171, which was 
completed in 2014. A cross-cutting aspect of Teamwork [H.4.] in the Human Performance area was assigned because 
individuals and work groups did not communicate and coordinate their activities within and across organizational 
boundaries to ensure nuclear safety was maintained.
Inspection Report# : 2016008 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Appropriate Maintenance or Testing for the Dedicated Shutdown Transformer
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations (10 CFR) Part 50.63, “Loss of all 
alternating current power,” for the licensee’s failure to meet their commitment to the guidance in NRC RG 1.155, 
“Station Blackout.” Specifically, the licensee’s preventive maintenance and testing program did not identify required 
tests and inspections, and was not implemented such that it demonstrated system readiness and reliability 
requirements would be met as required by RG 1.155. In response, the licensee entered the issue into their corrective 
action program as action request 2053938, and initiated actions to determine which vendor recommended activities 
were needed to be performed to meet their RG 1.155 commitments and began updating their PM schedule and 
maintenance procedures. 

This performance deficiency was more than minor because it could lead to a more significant safety concern if left 
uncorrected. Specifically, transformer components degrade over time, and in the absence of appropriate testing and 
maintenance, could degrade to the point where the transformer may fail when called upon to mitigate an SBO. The 
team determined the finding to be of very low safety significance (Green) because the finding was a deficiency 
affecting the design or qualification of a mitigating structure, system, or component (SSC), and the SSC maintained its 
operability or functionality. The team determined that the finding was indicative of current licensee performance, 

4Q/2016 Inspection Findings - Robinson 2

Page 4 of 8



because AR 643531 was written on November 11, 2013, which 
described that appropriate maintenance and testing was not being performed on the DS transformer, however, the 
impact on the station’s RG 1.155 commitments was not evaluated. A cross-cutting aspect of Evaluation [P.2] in the 
Problem Identification and Resolution area was assigned because the licensee did not thoroughly evaluate the issue to 
ensure that the resolution addressed the cause and extent of condition commensurate with its safety significance.
Inspection Report# : 2016008 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Safety-Related Auxiliary Building Ventilation Fans into the Maintenance Rule
The inspectors identified a Green NCV of 10 CFR 50.65(b)(1), for the licensee’s failure to include safety-related 
structures, systems and components (SSCs) within the scope of the maintenance rule (MR) program. Specifically, the 
licensee failed to include auxiliary building ventilation fans, which are required to remain functional during and 
following a design bases event to mitigate the consequences of an accident, within the scope of the maintenance rule 
monitoring program. The licensee initiated corrective actions to include the auxiliary building ventilation exhaust fans 
within the MR monitoring program. The licensee entered this issue into their CAP as CR 1997952. 

The failure to appropriately scope the safety-related auxiliary building ventilation fans within the maintenance rule is 
a performance deficiency. This performance deficiency was determined to be 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. Specifically, the failure to include auxiliary building ventilation fans in the maintenance rule affects the 
licensee’s ability to effectively monitor the performance or condition of the SSCs such that SSCs remain capable of 
fulfilling their intended function. Using IMC 0609, Appendix A, issued June 19, 2012, SDP for Findings At-Power, 
the inspectors determined that this finding is of very low safety significance (Green) because the finding did not 
represent an actual loss of function of one or more non-Tech Spec Trains of equipment designated as high safety-
significant in accordance with the licensee’s maintenance rule program for greater than 24 hours. The finding does not 
have a cross-cutting aspect since the failure to scope this equipment into the maintenance rule was not recognized 
during the initial maintenance rule scoping activities in 1997 and, as a result, is not indicative of current licensee 
performance.
Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Control Deviations of from Design Specifications for the Service Water System
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, was identified for the 
licensee’s failure to assure that appropriate quality standards are specified and included in design documents and that 
deviations from such standards are controlled. Specifically, the failure to control a modification of the service water 
(SW) system led to the installation of a non-conforming valve and resulted in the inoperability of the motor-driven 
auxiliary feedwater (MDAFW) system. As corrective action, the licensee performed a modification to replace the SW-
115 valve. The licensee entered this issue into their CAP as CR 1993790. 

The failure to control deviations from design specifications for a modification to the SW system was the performance 
deficiency. The performance deficiency was more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the installation of a valve outside of design specifications for the SW system 
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contributed to the failure of SW 115 and reduction of cooling water flow to the MDAFW system. This degraded 
condition rendered the “A” train of the MDAFW system inoperable for greater than its TS AOT from December 15, 
2015, to January 19, 2016. In addition, both trains of MDAFW were inoperable for greater than the TS AOT from 
January 19, 2016, to January 22, 2016. The inspectors used NRC IMC 0609, Attachment 4, “Phase 1 - Initial 
Screening and Characterization of Findings,” to evaluate the significance of this issue and determined the finding 
required a Detailed Risk Evaluation because the finding represented an actual loss of function of at least a single train 
of MDAFW for greater than its TS AOT. A detailed risk evaluation was performed by a regional SRA in accordance 
with NRC IMC 0609 Appendix A using the NRC Robinson SPAR model and input from the licensee’s Robinson Fire 
PRA model. The major analysis assumptions included exposure periods for loss of a single train of MDAFW for 38 
days and loss of both trains of MDAFW for a period of three hours. No recovery was assumed. The SDAFW and “C”
AFW trains were not affected. The dominant sequence was a loss of main feedwater initiator followed by failures of 
both trains of MDAFW due to the performance deficiency, the SDAFW pump, the “C” train of AFW, and failure of 
the operator to implement feed and bleed cooling. The risk associated with this performance deficiency was mitigated 
by the availability of alternate AFW trains. The detailed risk evaluation determined that the increase in core damage 
frequency due to the performance deficiency was less than 1.0 E-6 per year and therefore the performance deficiency 
was characterized as a GREEN finding of very low safety significance. The finding does not have a cross-cutting 
aspect since the installation of a valve outside of design specifications into the SW system occurred prior to 1978 and, 
as a result, is not indicative of current licensee performance. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Maintain Emergency Operating Procedures EOP-ECA-0.0 and EOP-E-0
The NRC identified a Green NCV of TS 5.4.1.a for the licensee’s failure to adequately maintain procedures EOP 
ECA-0.0, Loss of All AC Power, and EOP-E-0, Reactor Trip or Safety Injection, as recommended in RG 1.33, 
Revision 2, Appendix A, February 1978. Revision four of EOP-ECA-0.0, contained a step that could delay or prevent 
the restoration of a charging pump when electrical power was available to do so. This could have led to a loss of 
reactor coolant system (RCS) pressure control. Revision six of EOP-E-0, contained a step that could have led to the 
restoration of seal injection to overheated reactor coolant pump (RCP) seals with subsequent RCP seal damage and 
RCS leakage. The licensee submitted procedure revision requests (PRRs) 2009136 and 2009217 to correct the 
procedures. The licensee entered this issue into their CAP as CR 2009602. 
The licensee’s failure to adequately maintain EOP-ECA-0.0 and EOP-E-0 in accordance with OMM-43, “Verification 
and Validation,” was determined to be a performance deficiency. The performance deficiency was determined to be 
more than minor because, if left uncorrected, it would have the potential to lead to a more significant safety concern. 
Specifically, steps in EOP-ECA-0.0 and EOP-E-0 could lead to one or more of the following during an event: 
unnecessary reduction in core sub-cooling margin, loss of RCS pressure control, and RCP seal damage leading to 
increased RCS leakage. The finding is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring availability, reliability, and capability of 
systems needed to respond to initiating events to prevent undesired consequences. Using the mitigating systems 
screening questions located in Exhibit 2 of Inspection Manual Chapter 0609, Appendix A, “The Significance 
Determination Process (SDP) for Findings At-Power,” dated June 19, 2012, the inspectors determined that the finding 
was of very low safety significance (Green). The finding has a cross-cutting aspect in the area of human performance 
associated with avoiding complacency because individuals did not recognize and plan for the possibility of mistakes 
and latent issues when performing EOP verification and validation [H.12].
Inspection Report# : 2016001 (pdf)
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Barrier Integrity

Emergency Preparedness

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with TS Requirements for Containment High Range Radiation Monitors
The NRC identified a non-cited violation of Technical Specification (TS) 3.3.3, “Post Accident Monitoring (PAM) 
Instrumentation,” for the licensee’s failure to maintain the operability of the containment radiation monitors (high 
range) (CHRRMs). In response to this issue, the licensee generated AR 2062735 and made appropriate staff aware of 
the expected radiation monitor response and re-evaluated the IDO/PDO in NCR 2052758, and determined the 
CHRRMs were inoperable, and entered the appropriate TS action statement. 

This performance deficiency was determined to be more than minor because it was associated with the Facilities and 
Equipment attribute of the Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. The team determined the finding was of very low safety significance (Green) 
using the flowchart in IMC 0609, App. B, Attachment 2, because the finding was a failure to comply with a non-risk 
significant planning standard and no planning standard function failure occurred since other parameters could be used 
to validate the indications from the CHRRMs. This finding was not assigned a cross-cutting aspect because the issue 
was not indicative of current licensee performance. Specifically, the failure to properly evaluate the operability 
implications of IN 97-45 on the Robinson’s CHRRMs occurred in 1997 and 1998.
Inspection Report# : 2016008 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Operability Determination Process
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion 
V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to follow their operability determination 
procedure. Specifically, the licensee did not provide a high degree of assurance of operability in their immediate 
determination of operability (IDO) and did not perform a prompt determination of operability (PDO) as required when 
evaluating the operability of the containment radiation monitors (high range) (CHRRMs). In response to this issue, the 
licensee entered the issue into their corrective action program as AR 2055160, re-evaluated the IDO in NCR 2052758, 
and performed a detailed determination of operability in a PDO as required by their procedure. 

This performance deficiency was more than minor because it was associated with the Facilities and Equipment 
Attribute of the Emergency Preparedness Cornerstone, and adversely affected the cornerstone objective of ensuring 
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency. Specifically, an inadequate operability determination regarding the CHRRMs 
would adversely impact the licensee’s ability to classify, assess, and develop the correct protective measures 
following an accident. The team determined the finding was of very low safety significance (Green) using the 
flowchart in IMC 0609, App. B, Attachment 2, because the finding resulted in a failure to comply with a non-risk 
significant planning standard and no planning standard function failure occurred. Specifically, failure to follow the 
operability determination procedure and adequately determine the operability of the CHRRMs resulted in the failure 
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to provide and maintain adequate emergency equipment that supports the emergency response, however, no failure of 
the planning standard occurred because other parameters could be used to validate the indications from the CHRRMs. 
The team determined that the finding was indicative of current licensee performance, because the issue resulted from 
inadequate implementation of the licensee’s operability determination process during the course of the inspection. A 
crosscutting aspect of Operating Experience [P.5.] in the Problem Identification and Resolution Area was assigned 
because the organization did not systematically and effectively collect, evaluate, and implement relevant internal and 
external operating experience (OE) in a timely manner.
Inspection Report# : 2016008 (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
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Initiating Events

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk for Main Turbine Trip Maintenance Resulting in Turbine/Reactor Trip
A self-revealing Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified for the failure to adequately 
assess and manage the increase in risk associated with online maintenance activities involving the removal of the cover 
to the main turbine trip mechanism in order to perform visual inspections. During removal of the cover, the turbine trip 
mechanism lever was contacted causing an automatic turbine/reactor trip. The licensee took immediate corrective 
actions to reemphasize the need to enter all applicable types of work activities into the work management process and 
to conduct formal risk assessments in accordance with the risk management program. The licensee entered this issue 
into the corrective action program (CAP) as condition report (CR) 2056554. 

The licensee's failure to adequately assess and manage the risk of maintenance associated with visual inspection of the 
turbine trip mechanism was a performance deficiency (PD). The inspectors evaluated the PD in accordance with IMC 
0612, Appendix B, "Issue Screening," and determined it to be more than minor because it impacted the human 
performance attribute of the Initiating Events Cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during power operations. 
Specifically, the failure to assess and manage the risk associated with removing the turbine trip mechanism cover to 
conduct visual inspections resulted in a turbine/reactor trip. The inspectors evaluated the finding in accordance with 
IMC 0609, Appendix K, "Maintenance Risk Assessment and Risk Management Significance Determination Process." 
In accordance with Appendix K, the inspectors requested that a regional Senior Reactor Analyst (SRA) independently 
evaluate the risk. A Region II SRA performed an analysis of the risk deficit for the unevaluated condition associated 
with the work activity on the turbine trip mechanism. The latest Robinson Standardized Plant Analysis Risk (SPAR) 
model was used to calculate an incremental core damage probability deficit (ICDPD). The result was an ICDPD of 
3.74E-7 and represented the increase in core damage probability associated with a turbine/reactor trip coincident with 

NRC: Robinson 2 – Quarterly Plant Inspection Findings

Page 1 of 6



the dedicated shutdown diesel generator being out of service at the time of the event. In accordance with IMC 0609, 
Appendix K, because the calculated ICDPD was not greater than 1E-6, the finding was screened as having very low 
safety significance (Green). The cause of the PD was directly related to the cross-cutting aspect of work management in 
the cross-cutting area of human performance because the licensee failed to 
adequately implement a process of planning, controlling, and executing work activities such that nuclear safety was the 
overriding priority. Specifically, the licensee failed to adequately assess, manage, and implement risk management 
actions for activities associated with trip sensitive equipment. [H.5
Inspection Report# : 2016003 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Scope Tainter Gate Flood Protection Features in Maintenance Rule Resulting in Degraded 
Performance
A self-revealing Green NCV of 10 CFR 50.65(b)(2)(ii) was identified for the failure to scope the external flood 
protection function of the Robinson Lake Dam spillway (Tainter) gates in the maintenance rule (MR) monitoring 
program. The failure to include the Tainter gates in the MR program resulted in ineffective maintenance being 
performed and subsequent degraded opening capability which challenged the availability of safety-related equipment 
during design basis rainfall events due to site flooding. The licensee took immediate corrective actions to 
replace/refurbish the chains to both gates and completed full open testing to restore their functionality. In addition, the 
licensee has developed and initiated implementation of an action plan to improve and ensure reliability of the gates, and 
initiated actions to revise the MR scoping program to include the Tainter gates. The issue was entered into the 
licensee's CAP as CR 2035500. 

The failure to scope the flood protection function of the Lake Robinson Dam Tainter gates in the maintenance rule 
monitoring program was a PD. The finding is more than minor because it is associated with the protection against 
external factors (i.e., flood hazard) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, failure to monitor flood protection features associated with the 
Tainter gates resulted in degraded gate opening performance that could have resulted in site flooding during design 
basis rainfall events and adversely impact multiple trains of safety-related equipment due to water intrusion. Using 
IMC 0609, Appendix A, "The SDP for Findings At-Power," Exhibit 2, "Mitigating Systems Screening Questions," the 
inspectors determined the finding involved the degradation of equipment specifically designed to mitigate flooding 
events. In accordance with Exhibit 4, "External Events Screening Questions," the inspectors determined that the finding 
represented a degradation of two or more trains of a multi-train system or function during an external flooding event, 
therefore it required a detailed risk evaluation. A regional senior reactor analyst completed a detailed risk evaluation in 
accordance with NRC IMC 0609 Appendix A, and Appendix M, Significance Determination Process Using Qualitative 
Criteria, using the latest NRC Robinson Standardized Plant Analysis Risk model. The high uncertainty associated with 
estimating flood frequencies was the reason for using the NRC IMC Appendix M approach. The major analysis 
assumptions included a one-year exposure interval, recovery credit for opening the Tainter gates subsequent to binding 
of the chain, and limited credit for FLEX flooding mitigation strategies. If the rainfall produced a water surface 
elevation which would overtop the dam, the dam was considered failed and the ultimate heat sink lost. The rainfall 
frequencies requiring gate operation were estimated using a combination of National Oceanographic and Atmospheric 
Administration rainfall data and a probabilistic technique to establish precipitation frequency estimates performed by 
the licensee. The dominant sequence was a flood event inducing a non recoverable loss of offsite power and loss of the 
emergency buses with a failure of the operators to manually recover the Tainter gates and failure of the operators to 
depressurize the steam generators to facilitate FLEX injection leading to a loss of core heat removal and core damage. 
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The risk was mitigated by the low flood frequency, and the likely recovery of the Tainter gates prior to site flooding. 
There were additional conservatisms which were not applied to the result but would reduce the risk. These included the 
fact that the plant would be shutdown prior to flooding impacting safety related equipment, which would reduce decay 
heat cooling required, and additional FLEX flooding strategies which could provide cooling even if the dam was lost. 
The risk increase due to the performance deficiency was < 1.0E-6/year, a Green finding of very low safety significance. 
The licensee's analysis and full scope probabilistic risk assessment model produced a similar result. The inspectors 
determined that since the scoping of plant systems had occurred more than three years in the past, the finding did not 
represent current plant performance and therefore did not have a cross-cutting aspect associated with it.
Inspection Report# : 2016003 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Keep EOP FRP-H.1 in Conformance with Plant Specific Guidelines
The NRC identified a non-cited violation of Technical Specification 5.4.1 for the licensee's failure to maintain 
emergency operating procedure (EOP) FRP-H.1, "Response to Loss of Secondary Heat Sink," in accordance with their 
commitment to implement EOPs based on plant specific technical guidelines. Specifically, the licensee was committed 
to upgrading their EOPs in accordance with the H.B. Robinson Unit 2 plant specific technical guidelines, and FRP-H.1 
was not updated during implementation of engineering change (EC) 283171. In response, the licensee entered the issue 
into their corrective action program as action request 2047575 and updated FRP-H.1 to bring it into conformance with 
its basis document. 

This performance deficiency was more than minor because it could lead to a more significant safety concern if left 
uncorrected. Specifically, the procedure would have been implemented as written during an event that required bleed 
and feed, and it was not demonstrated that one SI pump was adequate for core cooling. The finding required a detailed 
risk evaluation to be performed because the finding was not a deficiency affecting the design of a mitigating structure, 
system, or component (SSC), and the finding would represent a loss of system and/or function, because it was not 
demonstrated that one safety injection (SI) pump would be sufficient during bleed and feed operations. A detailed risk 
assessment determined the increase in core damage frequency due to the performance deficiency was less than1E-
6/year, a GREEN finding of very low safety significance. The team determined that the finding was indicative of 
current licensee performance, because the issue resulted from inadequate implementation of EC 283171, which was 
completed in 2014. A cross-cutting aspect of Teamwork [H.4.] in the Human Performance area was assigned because 
individuals and work groups did not communicate and coordinate their activities within and across organizational 
boundaries to ensure nuclear safety was maintained.
Inspection Report# : 2016008 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Appropriate Maintenance or Testing for the Dedicated Shutdown Transformer
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations (10 CFR) Part 50.63, "Loss of all 
alternating current power," for the licensee's failure to meet their commitment to the guidance in NRC RG 1.155, 
"Station Blackout." Specifically, the licensee's preventive maintenance and testing program did not identify required 
tests and inspections, and was not implemented such that it demonstrated system readiness and reliability requirements 
would be met as required by RG 1.155. In response, the licensee entered the issue into their corrective action program 
as action request 2053938, and initiated actions to determine which vendor recommended activities were needed to be 
performed to meet their RG 1.155 commitments and began updating their PM schedule and maintenance procedures. 
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This performance deficiency was more than minor because it could lead to a more significant safety concern if left 
uncorrected. Specifically, transformer components degrade over time, and in the absence of appropriate testing and 
maintenance, could degrade to the point where the transformer may fail when called upon to mitigate an SBO. The 
team determined the finding to be of very low safety significance (Green) because the finding was a deficiency 
affecting the design or qualification of a mitigating structure, system, or component (SSC), and the SSC maintained its 
operability or functionality. The team determined that the finding was indicative of current licensee performance, 
because AR 643531 was written on November 11, 2013, which 
described that appropriate maintenance and testing was not being performed on the DS transformer, however, the 
impact on the station's RG 1.155 commitments was not evaluated. A cross-cutting aspect of Evaluation [P.2] in the 
Problem Identification and Resolution area was assigned because the licensee did not thoroughly evaluate the issue to 
ensure that the resolution addressed the cause and extent of condition commensurate with its safety significance.
Inspection Report# : 2016008 (pdf)

Barrier Integrity

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform General Visual Examinations of Containment Moisture Barriers Associated with 
Containment Liner Leak-Chase Test Connections
An NRC-identified Green non-cited violation (NCV) of 10 CFR Part 50.55a, "Codes and Standards," was identified for 
the failure to perform general visual examinations of moisture barriers in the containment leak-chase channel test 
connections in accordance with the American Society of Mechanical Engineers Boiler and Pressure Vessel Code 
(ASME BPVC), Section XI, Subsection IWE. Following the inspectors' identification of this issue, the licensee 
initiated actions to conduct the required visual examinations during the March 2017 refueling outage and initiated 
actions to revise the containment inservice inspection (ISI) plan such that the required examinations will be performed 
in the future. This issue was entered into the licensee's corrective action program (CAP) as nuclear condition report 
(NCR) 02109909. 

The failure to conduct the required visual examination of moisture barrier material in accordance with the ASME 
BPVC, Section XI, Subsection IWE, was a performance deficiency (PD). The finding was of more than minor 
significance because, if left uncorrected, it had the potential to lead to a more significant safety concern. Specifically, 
visual examinations of moisture barriers associated with the containment leak-chase channel test connections provide 
assurance that the containment metal liner and liner seam welds remain capable of performing its intended safety 
function. In the absence of such examinations, corrosive conditions at the moisture barrier (concrete-to-tubing 
interface) could go undetected. As a result, degradation of inaccessible portions of the containment liner could progress 
to challenge the containment operational capability. Using IMC 0609, Attachment 4, "Initial Characterization of 
Findings," the finding was determined to affect the Barrier Integrity Cornerstone because it involved ISI program 
examinations designed to identify degradation of the containment metal liner. The inspectors screened the finding using 
IMC 0609, Appendix A, "The Significance Determination Process (SDP) For Findings At-Power," "Exhibit 3 - Barrier 
Integrity Screening Questions," and determined that the finding was of very low safety significance (Green) because it 
did not represent an actual open pathway in the physical integrity of the containment. The inspectors reviewed this 
performance deficiency for cross-cutting aspects as required by IMC 0310, "Components With Cross-Cutting Aspects." 
The finding was determined to be reflective of present licensee performance because in 2014, the licensee did not take 
effective corrective actions to implement the ASME BPVC requirements in the Subsection IWE Program, when a 
reasonable opportunity was available through the review of NRC Information Notice (IN) 2014-07, which highlighted 
this industry-wide problem. Therefore, the finding was assigned a cross-cutting aspect in the resolution component of 
the problem identification and resolution cross-cutting area.
Inspection Report# : 2017001 (pdf)
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Emergency Preparedness

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with TS Requirements for Containment High Range Radiation Monitors
The NRC identified a non-cited violation of Technical Specification (TS) 3.3.3, "Post Accident Monitoring (PAM) 
Instrumentation," for the licensee's failure to maintain the operability of the containment radiation monitors (high 
range) (CHRRMs). In response to this issue, the licensee generated AR 2062735 and made appropriate staff aware of 
the expected radiation monitor response and re-evaluated the IDO/PDO in NCR 2052758, and determined the 
CHRRMs were inoperable, and entered the appropriate TS action statement. 

This performance deficiency was determined to be more than minor because it was associated with the Facilities and 
Equipment attribute of the Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public in 
the event of a radiological emergency. The team determined the finding was of very low safety significance (Green) 
using the flowchart in IMC 0609, App. B, Attachment 2, because the finding was a failure to comply with a non-risk 
significant planning standard and no planning standard function failure occurred since other parameters could be used 
to validate the indications from the CHRRMs. This finding was not assigned a cross-cutting aspect because the issue 
was not indicative of current licensee performance. Specifically, the failure to properly evaluate the operability 
implications of IN 97-45 on the Robinson's CHRRMs occurred in 1997 and 1998.
Inspection Report# : 2016008 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Operability Determination Process
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion 
V, "Instructions, Procedures, and Drawings," for the licensee's failure to follow their operability determination 
procedure. Specifically, the licensee did not provide a high degree of assurance of operability in their immediate 
determination of operability (IDO) and did not perform a prompt determination of operability (PDO) as required when 
evaluating the operability of the containment radiation monitors (high range) (CHRRMs). In response to this issue, the 
licensee entered the issue into their corrective action program as AR 2055160, re-evaluated the IDO in NCR 2052758, 
and performed a detailed determination of operability in a PDO as required by their procedure. 

This performance deficiency was more than minor because it was associated with the Facilities and Equipment 
Attribute of the Emergency Preparedness Cornerstone, and adversely affected the cornerstone objective of ensuring that 
the licensee is capable of implementing adequate measures to protect the health and safety of the public in the event of 
a radiological emergency. Specifically, an inadequate operability determination regarding the CHRRMs would 
adversely impact the licensee's ability to classify, assess, and develop the correct protective measures following an 
accident. The team determined the finding was of very low safety significance (Green) using the flowchart in IMC 
0609, App. B, Attachment 2, because the finding resulted in a failure to comply with a non-risk significant planning 
standard and no planning standard function failure occurred. Specifically, failure to follow the operability 
determination procedure and adequately determine the operability of the CHRRMs resulted in the failure to provide and 
maintain adequate emergency equipment that supports the emergency response, however, no failure of the planning 
standard occurred because other parameters could be used to validate the indications from the CHRRMs. The team 
determined that the finding was indicative of current licensee performance, because the issue resulted from inadequate 
implementation of the licensee's operability determination process during the course of the inspection. A crosscutting 
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aspect of Operating Experience [P.5.] in the Problem Identification and Resolution Area was assigned because the 
organization did not systematically and effectively collect, evaluate, and implement relevant internal and external 
operating experience (OE) in a timely manner.
Inspection Report# : 2016008 (pdf)

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

Miscellaneous
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Initiating Events

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Assess and Manage Risk for Main Turbine Trip Maintenance Resulting in Turbine/Reactor Trip
A self-revealing Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) was identified for the failure to adequately 
assess and manage the increase in risk associated with online maintenance activities involving the removal of the cover 
to the main turbine trip mechanism in order to perform visual inspections. During removal of the cover, the turbine trip 
mechanism lever was contacted causing an automatic turbine/reactor trip. The licensee took immediate corrective 
actions to reemphasize the need to enter all applicable types of work activities into the work management process and 
to conduct formal risk assessments in accordance with the risk management program. The licensee entered this issue 
into the corrective action program (CAP) as condition report (CR) 2056554. 

The licensee's failure to adequately assess and manage the risk of maintenance associated with visual inspection of the 
turbine trip mechanism was a performance deficiency (PD). The inspectors evaluated the PD in accordance with IMC 
0612, Appendix B, "Issue Screening," and determined it to be more than minor because it impacted the human 
performance attribute of the Initiating Events Cornerstone and adversely affected the cornerstone objective to limit the 
likelihood of events that upset plant stability and challenge critical safety functions during power operations. 
Specifically, the failure to assess and manage the risk associated with removing the turbine trip mechanism cover to 
conduct visual inspections resulted in a turbine/reactor trip. The inspectors evaluated the finding in accordance with 
IMC 0609, Appendix K, "Maintenance Risk Assessment and Risk Management Significance Determination Process." 
In accordance with Appendix K, the inspectors requested that a regional Senior Reactor Analyst (SRA) independently 
evaluate the risk. A Region II SRA performed an analysis of the risk deficit for the unevaluated condition associated 
with the work activity on the turbine trip mechanism. The latest Robinson Standardized Plant Analysis Risk (SPAR) 
model was used to calculate an incremental core damage probability deficit (ICDPD). The result was an ICDPD of 
3.74E-7 and represented the increase in core damage probability associated with a turbine/reactor trip coincident with 
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the dedicated shutdown diesel generator being out of service at the time of the event. In accordance with IMC 0609, 
Appendix K, because the calculated ICDPD was not greater than 1E-6, the finding was screened as having very low 
safety significance (Green). The cause of the PD was directly related to the cross-cutting aspect of work management in 
the cross-cutting area of human performance because the licensee failed to 
adequately implement a process of planning, controlling, and executing work activities such that nuclear safety was the 
overriding priority. Specifically, the licensee failed to adequately assess, manage, and implement risk management 
actions for activities associated with trip sensitive equipment. [H.5
Inspection Report# : 2016003 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Scope Tainter Gate Flood Protection Features in Maintenance Rule Resulting in Degraded 
Performance
A self-revealing Green NCV of 10 CFR 50.65(b)(2)(ii) was identified for the failure to scope the external flood 
protection function of the Robinson Lake Dam spillway (Tainter) gates in the maintenance rule (MR) monitoring 
program. The failure to include the Tainter gates in the MR program resulted in ineffective maintenance being 
performed and subsequent degraded opening capability which challenged the availability of safety-related equipment 
during design basis rainfall events due to site flooding. The licensee took immediate corrective actions to 
replace/refurbish the chains to both gates and completed full open testing to restore their functionality. In addition, the 
licensee has developed and initiated implementation of an action plan to improve and ensure reliability of the gates, and 
initiated actions to revise the MR scoping program to include the Tainter gates. The issue was entered into the 
licensee's CAP as CR 2035500. 

The failure to scope the flood protection function of the Lake Robinson Dam Tainter gates in the maintenance rule 
monitoring program was a PD. The finding is more than minor because it is associated with the protection against 
external factors (i.e., flood hazard) attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, failure to monitor flood protection features associated with the 
Tainter gates resulted in degraded gate opening performance that could have resulted in site flooding during design 
basis rainfall events and adversely impact multiple trains of safety-related equipment due to water intrusion. Using 
IMC 0609, Appendix A, "The SDP for Findings At-Power," Exhibit 2, "Mitigating Systems Screening Questions," the 
inspectors determined the finding involved the degradation of equipment specifically designed to mitigate flooding 
events. In accordance with Exhibit 4, "External Events Screening Questions," the inspectors determined that the finding 
represented a degradation of two or more trains of a multi-train system or function during an external flooding event, 
therefore it required a detailed risk evaluation. A regional senior reactor analyst completed a detailed risk evaluation in 
accordance with NRC IMC 0609 Appendix A, and Appendix M, Significance Determination Process Using Qualitative 
Criteria, using the latest NRC Robinson Standardized Plant Analysis Risk model. The high uncertainty associated with 
estimating flood frequencies was the reason for using the NRC IMC Appendix M approach. The major analysis 
assumptions included a one-year exposure interval, recovery credit for opening the Tainter gates subsequent to binding 
of the chain, and limited credit for FLEX flooding mitigation strategies. If the rainfall produced a water surface 
elevation which would overtop the dam, the dam was considered failed and the ultimate heat sink lost. The rainfall 
frequencies requiring gate operation were estimated using a combination of National Oceanographic and Atmospheric 
Administration rainfall data and a probabilistic technique to establish precipitation frequency estimates performed by 
the licensee. The dominant sequence was a flood event inducing a non recoverable loss of offsite power and loss of the 
emergency buses with a failure of the operators to manually recover the Tainter gates and failure of the operators to 
depressurize the steam generators to facilitate FLEX injection leading to a loss of core heat removal and core damage. 
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The risk was mitigated by the low flood frequency, and the likely recovery of the Tainter gates prior to site flooding. 
There were additional conservatisms which were not applied to the result but would reduce the risk. These included the 
fact that the plant would be shutdown prior to flooding impacting safety related equipment, which would reduce decay 
heat cooling required, and additional FLEX flooding strategies which could provide cooling even if the dam was lost. 
The risk increase due to the performance deficiency was < 1.0E-6/year, a Green finding of very low safety significance. 
The licensee's analysis and full scope probabilistic risk assessment model produced a similar result. The inspectors 
determined that since the scoping of plant systems had occurred more than three years in the past, the finding did not 
represent current plant performance and therefore did not have a cross-cutting aspect associated with it.
Inspection Report# : 2016003 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Keep EOP FRP-H.1 in Conformance with Plant Specific Guidelines
The NRC identified a non-cited violation of Technical Specification 5.4.1 for the licensee's failure to maintain 
emergency operating procedure (EOP) FRP-H.1, "Response to Loss of Secondary Heat Sink," in accordance with their 
commitment to implement EOPs based on plant specific technical guidelines. Specifically, the licensee was committed 
to upgrading their EOPs in accordance with the H.B. Robinson Unit 2 plant specific technical guidelines, and FRP-H.1 
was not updated during implementation of engineering change (EC) 283171. In response, the licensee entered the issue 
into their corrective action program as action request 2047575 and updated FRP-H.1 to bring it into conformance with 
its basis document. 

This performance deficiency was more than minor because it could lead to a more significant safety concern if left 
uncorrected. Specifically, the procedure would have been implemented as written during an event that required bleed 
and feed, and it was not demonstrated that one SI pump was adequate for core cooling. The finding required a detailed 
risk evaluation to be performed because the finding was not a deficiency affecting the design of a mitigating structure, 
system, or component (SSC), and the finding would represent a loss of system and/or function, because it was not 
demonstrated that one safety injection (SI) pump would be sufficient during bleed and feed operations. A detailed risk 
assessment determined the increase in core damage frequency due to the performance deficiency was less 
than1E-6/year, a GREEN finding of very low safety significance. The team determined that the finding was indicative 
of current licensee performance, because the issue resulted from inadequate implementation of EC 283171, which was 
completed in 2014. A cross-cutting aspect of Teamwork [H.4.] in the Human Performance area was assigned because 
individuals and work groups did not communicate and coordinate their activities within and across organizational 
boundaries to ensure nuclear safety was maintained.
Inspection Report# : 2016008 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Appropriate Maintenance or Testing for the Dedicated Shutdown Transformer
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations (10 CFR) Part 50.63, "Loss of all 
alternating current power," for the licensee's failure to meet their commitment to the guidance in NRC RG 1.155, 
"Station Blackout." Specifically, the licensee's preventive maintenance and testing program did not identify required 
tests and inspections, and was not implemented such that it demonstrated system readiness and reliability requirements 
would be met as required by RG 1.155. In response, the licensee entered the issue into their corrective action program 
as action request 2053938, and initiated actions to determine which vendor recommended activities were needed to be 
performed to meet their RG 1.155 commitments and began updating their PM schedule and maintenance procedures. 
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This performance deficiency was more than minor because it could lead to a more significant safety concern if left 
uncorrected. Specifically, transformer components degrade over time, and in the absence of appropriate testing and 
maintenance, could degrade to the point where the transformer may fail when called upon to mitigate an SBO. The 
team determined the finding to be of very low safety significance (Green) because the finding was a deficiency 
affecting the design or qualification of a mitigating structure, system, or component (SSC), and the SSC maintained its 
operability or functionality. The team determined that the finding was indicative of current licensee performance, 
because AR 643531 was written on November 11, 2013, which 
described that appropriate maintenance and testing was not being performed on the DS transformer, however, the 
impact on the station's RG 1.155 commitments was not evaluated. A cross-cutting aspect of Evaluation [P.2] in the 
Problem Identification and Resolution area was assigned because the licensee did not thoroughly evaluate the issue to 
ensure that the resolution addressed the cause and extent of condition commensurate with its safety significance.
Inspection Report# : 2016008 (pdf)

Barrier Integrity

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform General Visual Examinations of Containment Moisture Barriers Associated with 
Containment Liner Leak-Chase Test Connections
An NRC-identified Green non-cited violation (NCV) of 10 CFR Part 50.55a, "Codes and Standards," was identified for 
the failure to perform general visual examinations of moisture barriers in the containment leak-chase channel test 
connections in accordance with the American Society of Mechanical Engineers Boiler and Pressure Vessel Code 
(ASME BPVC), Section XI, Subsection IWE. Following the inspectors' identification of this issue, the licensee 
initiated actions to conduct the required visual examinations during the March 2017 refueling outage and initiated 
actions to revise the containment inservice inspection (ISI) plan such that the required examinations will be performed 
in the future. This issue was entered into the licensee's corrective action program (CAP) as nuclear condition report 
(NCR) 02109909. 

The failure to conduct the required visual examination of moisture barrier material in accordance with the ASME 
BPVC, Section XI, Subsection IWE, was a performance deficiency (PD). The finding was of more than minor 
significance because, if left uncorrected, it had the potential to lead to a more significant safety concern. Specifically, 
visual examinations of moisture barriers associated with the containment leak-chase channel test connections provide 
assurance that the containment metal liner and liner seam welds remain capable of performing its intended safety 
function. In the absence of such examinations, corrosive conditions at the moisture barrier (concrete-to-tubing 
interface) could go undetected. As a result, degradation of inaccessible portions of the containment liner could progress 
to challenge the containment operational capability. Using IMC 0609, Attachment 4, "Initial Characterization of 
Findings," the finding was determined to affect the Barrier Integrity Cornerstone because it involved ISI program 
examinations designed to identify degradation of the containment metal liner. The inspectors screened the finding using 
IMC 0609, Appendix A, "The Significance Determination Process (SDP) For Findings At-Power," "Exhibit 3 - Barrier 
Integrity Screening Questions," and determined that the finding was of very low safety significance (Green) because it 
did not represent an actual open pathway in the physical integrity of the containment. The inspectors reviewed this 
performance deficiency for cross-cutting aspects as required by IMC 0310, "Components With Cross-Cutting Aspects." 
The finding was determined to be reflective of present licensee performance because in 2014, the licensee did not take 
effective corrective actions to implement the ASME BPVC requirements in the Subsection IWE Program, when a 
reasonable opportunity was available through the review of NRC Information Notice (IN) 2014-07, which highlighted 
this industry-wide problem. Therefore, the finding was assigned a cross-cutting aspect in the resolution component of 
the problem identification and resolution cross-cutting area.
Inspection Report# : 2017001 (pdf)
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Emergency Preparedness

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with TS Requirements for Containment High Range Radiation Monitors
The NRC identified a non-cited violation of Technical Specification (TS) 3.3.3, "Post Accident Monitoring (PAM) 
Instrumentation," for the licensee's failure to maintain the operability of the containment radiation monitors (high 
range) (CHRRMs). In response to this issue, the licensee generated AR 2062735 and made appropriate staff aware of 
the expected radiation monitor response and re-evaluated the IDO/PDO in NCR 2052758, and determined the 
CHRRMs were inoperable, and entered the appropriate TS action statement. 

This performance deficiency was determined to be more than minor because it was associated with the Facilities and 
Equipment attribute of the Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public in 
the event of a radiological emergency. The team determined the finding was of very low safety significance (Green) 
using the flowchart in IMC 0609, App. B, Attachment 2, because the finding was a failure to comply with a non-risk 
significant planning standard and no planning standard function failure occurred since other parameters could be used 
to validate the indications from the CHRRMs. This finding was not assigned a cross-cutting aspect because the issue 
was not indicative of current licensee performance. Specifically, the failure to properly evaluate the operability 
implications of IN 97-45 on the Robinson's CHRRMs occurred in 1997 and 1998.
Inspection Report# : 2016008 (pdf)

Significance:  Aug 19, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Operability Determination Process
The NRC identified a non-cited violation of Title 10 Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion 
V, "Instructions, Procedures, and Drawings," for the licensee's failure to follow their operability determination 
procedure. Specifically, the licensee did not provide a high degree of assurance of operability in their immediate 
determination of operability (IDO) and did not perform a prompt determination of operability (PDO) as required when 
evaluating the operability of the containment radiation monitors (high range) (CHRRMs). In response to this issue, the 
licensee entered the issue into their corrective action program as AR 2055160, re-evaluated the IDO in NCR 2052758, 
and performed a detailed determination of operability in a PDO as required by their procedure. 

This performance deficiency was more than minor because it was associated with the Facilities and Equipment 
Attribute of the Emergency Preparedness Cornerstone, and adversely affected the cornerstone objective of ensuring that 
the licensee is capable of implementing adequate measures to protect the health and safety of the public in the event of 
a radiological emergency. Specifically, an inadequate operability determination regarding the CHRRMs would 
adversely impact the licensee's ability to classify, assess, and develop the correct protective measures following an 
accident. The team determined the finding was of very low safety significance (Green) using the flowchart in IMC 
0609, App. B, Attachment 2, because the finding resulted in a failure to comply with a non-risk significant planning 
standard and no planning standard function failure occurred. Specifically, failure to follow the operability 
determination procedure and adequately determine the operability of the CHRRMs resulted in the failure to provide and 
maintain adequate emergency equipment that supports the emergency response, however, no failure of the planning 
standard occurred because other parameters could be used to validate the indications from the CHRRMs. The team 
determined that the finding was indicative of current licensee performance, because the issue resulted from inadequate 
implementation of the licensee's operability determination process during the course of the inspection. A crosscutting 
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aspect of Operating Experience [P.5.] in the Problem Identification and Resolution Area was assigned because the 
organization did not systematically and effectively collect, evaluate, and implement relevant internal and external 
operating experience (OE) in a timely manner.
Inspection Report# : 2016008 (pdf)

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

Miscellaneous
Current data as of : September 05, 2017
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Initiating Events
Mitigating Systems
Barrier Integrity

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform General Visual Examinations of Containment Moisture Barriers Associated with 
Containment Liner Leak-Chase Test Connections
An NRC-identified Green non-cited violation (NCV) of 10 CFR Part 50.55a, "Codes and Standards," was identified for 
the failure to perform general visual examinations of moisture barriers in the containment leak-chase channel test 
connections in accordance with the American Society of Mechanical Engineers Boiler and Pressure Vessel Code 
(ASME BPVC), Section XI, Subsection IWE. Following the inspectors' identification of this issue, the licensee 
initiated actions to conduct the required visual examinations during the March 2017 refueling outage and initiated 
actions to revise the containment inservice inspection (ISI) plan such that the required examinations will be performed 
in the future. This issue was entered into the licensee's corrective action program (CAP) as nuclear condition report 
(NCR) 02109909. 

The failure to conduct the required visual examination of moisture barrier material in accordance with the ASME 
BPVC, Section XI, Subsection IWE, was a performance deficiency (PD). The finding was of more than minor 
significance because, if left uncorrected, it had the potential to lead to a more significant safety concern. Specifically, 
visual examinations of moisture barriers associated with the containment leak-chase channel test connections provide 
assurance that the containment metal liner and liner seam welds remain capable of performing its intended safety 
function. In the absence of such examinations, corrosive conditions at the moisture barrier (concrete-to-tubing 
interface) could go undetected. As a result, degradation of inaccessible portions of the containment liner could progress 
to challenge the containment operational capability. Using IMC 0609, Attachment 4, "Initial Characterization of 
Findings," the finding was determined to affect the Barrier Integrity Cornerstone because it involved ISI program 
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examinations designed to identify degradation of the containment metal liner. The inspectors screened the finding using 
IMC 0609, Appendix A, "The Significance Determination Process (SDP) For Findings At-Power," "Exhibit 3 - Barrier 
Integrity Screening Questions," and determined that the finding was of very low safety significance (Green) because it 
did not represent an actual open pathway in the physical integrity of the containment. The inspectors reviewed this 
performance deficiency for cross-cutting aspects as required by IMC 0310, "Components With Cross-Cutting Aspects." 
The finding was determined to be reflective of present licensee performance because in 2014, the licensee did not take 
effective corrective actions to implement the ASME BPVC requirements in the Subsection IWE Program, when a 
reasonable opportunity was available through the review of NRC Information Notice (IN) 2014-07, which highlighted 
this industry-wide problem. Therefore, the finding was assigned a cross-cutting aspect in the resolution component of 
the problem identification and resolution cross-cutting area.
Inspection Report# : 2017001 (pdf)

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

Miscellaneous
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Initiating Events
Mitigating Systems

Significance:  Dec 04, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correctly Determine Qualified Life

The NRC identified a non-cited violation of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, ?Instructions, Procedures, and Drawings,? for the

licensee?s failure to establish a qualified life for the motors covered by Environmental Qualification Documentation 
Package (EQDP)-0803 in accordance with their administrative

procedure AD-EG-ALL-1612, ?Environmental Qualification (EQ) Program.? Specifically, the licensee did not 
correctly establish a qualified life for the motors covered by EQDP-0803 due to

a calculational error. In response to the issue, Robinson staff placed the issue in their corrective action program as 
NCRs 2155050 and 2158467, and demonstrated operability by removing

conservatisms regarding assumptions for cumulative energized time of the motors. Additionally, the licensee plans to 
replace the affected motors.
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This performance deficiency was more than minor because it was associated with the Equipment Performance attribute 
of the Mitigating Systems Cornerstone, and adversely affected

the cornerstone objective of ensuring availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, not establishing

the correct qualified life for the motors resulted in a reduction in margin that impacted the reliability of the equipment. 
The team determined the finding to be of very low safety

significance (Green) because the finding was a deficiency affecting the design or qualification of a mitigating structure, 
system, or component (SSC), and the SSC maintained its operability or

functionality. The inspectors determined that the finding was indicative of current licensee performance, because the 
error occurred on June 28, 2017. A cross-cutting aspect of

Documentation [H.7] in the Human Performance Area was assigned because the organization did not create and 
maintain complete, accurate and up to-date documentation.

Inspection Report# : 2017007 (pdf)

Significance:  Dec 04, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Required O-ring Replacement to Maintain Qualification

The NRC identified a non-cited violation of 10 CFR Part 50.49, ?Environmental qualification of electric equipment 
important to safety for nuclear power plants,? for the

licensee?s failure to correctly identify the maintenance required to maintain the core exit thermocouple reference 
junction box in a qualified state. Specifically, the licensee did not

identify that the qualifying entity required that the cover O-ring be replaced on a 5 year frequency in addition to being 
replaced any time the junction box cover was removed, and due

to this, the O-rings have not been replaced since original installation. In response to the issue, Robinson staff placed the 
issue in their corrective action program as NCRs 2157897 and

2161580, and demonstrated operability via analysis of the qualification test results.

This performance deficiency was more than minor because it was associated with the Equipment Performance attribute 
of the Mitigating Systems Cornerstone, and adversely affected

the cornerstone objective of ensuring availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, not maintaining

the equipment in its qualified configuration affected its reliability. The inspectors determined the finding to be of very 
low safety significance (Green) because the finding was a deficiency

NRC: Robinson 2 – Quarterly Plant Inspection Findings

Page 2 of 6



affecting the design or qualification of a mitigating structure, system, or component (SSC), and the SSC maintained its 
operability or functionality. A cross-cutting aspect was not assigned

because the finding was not indicative of current licensee performance.

Inspection Report# : 2017007 (pdf)

Significance:  Dec 04, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Determine Most Severe Containment Spray pH

The NRC identified a non-cited violation of 10 CFR Part 50.49, ?Environmental qualification of electric equipment 
important to safety for nuclear power plants,? for the

licensee?s failure to correctly determine the most severe composition of chemicals for containment spray for the 
purposes of environmental qualification of equipment in containment.

Specifically, the licensee did not identify that the pH of the chemical spray could have been more severe than what was 
identified in the Environmental Qualification zone maps if the Spray

Additive Tank (SAT) had been operated at its limits provided in procedures CP-001 and OST-023. In response to this 
issue, the licensee placed the issue into their corrective action program

as NCR 2162081, demonstrated operability by reviewing current and historical operating conditions of the tank, and 
implemented administrative controls to prevent exceeding the

qualified pH limit.

This performance deficiency was more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, the

containment spray pH could have exceeded the pH to which equipment inside containment was qualified, if the SAT 
had been operated at its procedural limits. The inspectors determined the

finding to be of very low safety significance (Green) because the finding was a deficiency affecting the design or 
qualification of a mitigating structure, system, or component (SSC), and

the SSC maintained its operability or functionality. A cross-cutting aspect was not assigned because the finding was not 
indicative of current licensee performance.

Inspection Report# : 2017007 (pdf)
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Barrier Integrity

Significance:  May 05, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform General Visual Examinations of Containment Moisture Barriers Associated with 
Containment Liner Leak-Chase Test Connections

An NRC-identified Green non-cited violation (NCV) of 10 CFR Part 50.55a, "Codes and Standards," was identified for 
the failure to perform general visual examinations of moisture barriers in the containment leak-chase channel test 
connections in accordance with the American Society of Mechanical Engineers Boiler and Pressure Vessel Code 
(ASME BPVC), Section XI, Subsection IWE. Following the inspectors' identification of this issue, the licensee 
initiated actions to conduct the required visual examinations during the March 2017 refueling outage and initiated 
actions to revise the containment inservice inspection (ISI) plan such that the required examinations will be performed 
in the future. This issue was entered into the licensee's corrective action program (CAP) as nuclear condition report 
(NCR) 02109909.

The failure to conduct the required visual examination of moisture barrier material in accordance with the ASME 
BPVC, Section XI, Subsection IWE, was a performance deficiency (PD). The finding was of more than minor 
significance because, if left uncorrected, it had the potential to lead to a more significant safety concern. Specifically, 
visual examinations of moisture barriers associated with the containment leak-chase channel test connections provide 
assurance that the containment metal liner and liner seam welds remain capable of performing its intended safety 
function. In the absence of such examinations, corrosive conditions at the moisture barrier (concrete-to-tubing 
interface) could go undetected. As a result, degradation of inaccessible portions of the containment liner could progress 
to challenge the containment operational capability. Using IMC 0609, Attachment 4, "Initial Characterization of 
Findings," the finding was determined to affect the Barrier Integrity Cornerstone because it involved ISI program 
examinations designed to identify degradation of the containment metal liner. The inspectors screened the finding using 
IMC 0609, Appendix A, "The Significance Determination Process (SDP) For Findings At-Power," "Exhibit 3 - Barrier 
Integrity Screening Questions," and determined that the finding was of very low safety significance (Green) because it 
did not represent an actual open pathway in the physical integrity of the containment. The inspectors reviewed this 
performance deficiency for cross-cutting aspects as required by IMC 0310, "Components With Cross-Cutting Aspects." 
The finding was determined to be reflective of present licensee performance because in 2014, the licensee did not take 
effective corrective actions to implement the ASME BPVC requirements in the Subsection IWE Program, when a 
reasonable opportunity was available through the review of NRC Information Notice (IN) 2014-07, which highlighted 
this industry-wide problem. Therefore, the finding was assigned a cross-cutting aspect in the resolution component of 
the problem identification and resolution cross-cutting area.

Inspection Report# : 2017001 (pdf)

Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 

NRC: Robinson 2 – Quarterly Plant Inspection Findings

Page 4 of 6



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 May 05, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit Complete and Accurate Information for a Requested License Amendment

An NRC-identified severity level IV (SL IV) NCV of 10 CFR 50.9(a), ?Completeness and Accuracy of Information,? 
was identified for the licensee?s failure to

provide complete and accurate information in a license amendment request (LAR), dated November 19, 2015, 
requesting extension of the containment leak rate test frequencies

required by various containment technical specifications (TSs). In this LAR, the licensee incorrectly stated that they 
had revised their ASME BPVC, Section XI, Subsection IWE

program to include visual examinations of the test connections in the leak-chase channel penetration pressurization 
system (PPS), when in fact, the program had not been revised

and the examinations had not been performed. This information was material to the NRC because it was used, in part, 
as the basis for the approval and issuance of License

Amendment 247, dated October 11, 2016, extending the TS containment leak rate test frequencies. The licensee?s 
corrective actions included conducting the visual examinations

of the test connections in the leak-chase channel PPS during the ongoing refueling outage in March 2017 and initiating 
actions to add the visual examination requirements to their

Subsection IWE program. This issue was entered into the licensee?s CAP as NCR 02110516.

The failure to provide complete and accurate information in accordance with 10 CFR 50.9(a) for the LAR associated 
with License Amendment 247 is a violation of NRC

requirements. This violation was screened against the ROP guidance in IMC 0612, Appendix B, ?Issue Screening,? and 
no associated ROP finding was identified. The

inspectors evaluated this issue using the Traditional Enforcement process because it had the potential to impact the 
NRC?s ability to perform its regulatory function. Specifically, the

violation impacted the regulatory process, in that the inaccurate information was material to the NRC?s review and 
acceptance of licensee actions to address the industry-wide

operating experience discussed in NRC IN 2014-07. Based on licensee inaccurate information that they had addressed 
IN 2014-07 by revising their containment ISI

NRC: Robinson 2 – Quarterly Plant Inspection Findings

Page 5 of 6



program to perform visual inspections of accessible tubing in the containment leak-chase channel PPS system, the NRC 
staff concluded that the licensee was properly

implementing the ASME BPVC, Section XI, Subsection IWE program. In accordance with the guidance in Sections 2.2 
and 6.9 of the NRC Enforcement Policy, the inspectors

determined this is an SL IV violation, because had the information been complete and accurate at the time provided, it 
likely would have resulted in the need for further

clarification of the licensee?s actions to address NRC IN 2014-07, but would not have caused the NRC to change its 
decision to issue the license amendment or resulted in

substantial further inquiry. Also, on March 23, 2017, the licensee completed the visual examinations of the subject 
tubing in the leak-chase channel system and did not identify

any significant degradation. In accordance with IMC 0612, Appendix B, traditional enforcement issues are not assigned 
a cross-cutting aspect.

Inspection Report# : 2017001 (pdf)

Current data as of : February 01, 2018

Page Last Reviewed/Updated Monday, November 06, 2017

NRC: Robinson 2 – Quarterly Plant Inspection Findings

Page 6 of 6


	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim
	rob2_pim

