
Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  
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Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
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125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
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operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 
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volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
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Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  

Last modified : April 01, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  
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Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
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125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
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operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 

Page 5 of 72Q/2000 Inspection Findings - Pilgrim 1



volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
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factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Last modified : April 01, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
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Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
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generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
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Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  
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Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 
volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
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NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  
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Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Last modified : March 29, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 

Page 1 of 74Q/2000 Inspection Findings - Pilgrim 1



The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
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The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
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not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
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have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 
volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
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institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  
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Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Last modified : March 28, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
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verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
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electrical power. 
Inspection Report# : 2000004(pdf)  

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
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A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 
volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
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institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  
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Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Last modified : March 28, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
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a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  
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Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  
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Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 
volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
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although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
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Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  

Last modified : March 27, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
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This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
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On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
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action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 

Page 4 of 73Q/2001 Inspection Findings - Pilgrim 1



Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 
volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
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institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
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The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  

Last modified : March 26, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its original design 
without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a detailed fire protection evaluation 
as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The 
NRC determined that there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design changes made to 
the reference leg of the reactor level instrumentation were adequate and subject to the same control measures applied to the original design. This 
issue was evaluated through the Phase 3 Significance Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI involving failure to 
implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the reactor coolant system is 
depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. The licensee had 
not inspected the manholes since initial installation in 1987. The finding was of very low significance because no operability problems have been 
identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee identified that the 
shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since original construction. The licensee 
generated problem report PR 01.9690 to document and address this condition. The licensee determined that the primary containment remains 
operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
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A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the requirements 
of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was not appropriate for the 
circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. 
This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during testing of 
reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that purchased 
equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in the 480 Volt emergency 
load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's corrective action program as PR 
01.9004, and the licensee has implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 83-1 (Y-10), 
within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance 
Rule.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not have 
prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor was it cycled at 
a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 CFR 50, Criterion XVI, “Corrective 
Actions.” The finding was of very low significance because, although the transfer switch may not have functioned, this condition alone would not 
have prevented the LPCI system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 3000 
milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in accordance with Plant 
Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon identification of the higher radiation 
fields, the area remained unlocked and unguarded for approximately six minutes before the required physical and administrative controls for the 
condition were implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water level 
instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling outage 
(April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a Phase 3 SDP 
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risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-293/01-06). 
The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of very low safety significance 
(Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of very low safety significance. The 
inspectors determined that this issue involved a human performance causal factor since the instrument rack purge location was not properly 
identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a test 
acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. The surveillance 
test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The failure to assure that all testing 
required to demonstrate that structures, systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix 
B, Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a review of the most recent 
test results from December 1999, showed that the controller speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge tests. The 
problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and RCIC station battery technical 
specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery surveillance procedures and failure to verify 
or check the adequacy of test procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue 
was determined to be of very low safety significance (Green) because it had negligible impact on the operability of the systems based on the latest 
test, since voltage did not drop to the correct minimum voltage level. The team found that the licensee failed to control the inputs and assumptions 
used in the calculations for determining large battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design 
margin correction factor in the battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger 
number of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation of 10 
CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical first hour of the 
test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, the licensee discovered that the 
125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly 
discharged according to its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure to adequately review the 
results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for the 250 V 
battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the team found that there was 
no data included in the QA test record that substantiated the recorded results for the “B” battery. Therefore the team was unable to independently 
verify the recorded capacity because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are relatively new. Failure to 
properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller prior to a failure 
to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although degraded, the system could have 
met its safety function regarding the transient and loop scenarios, this issue was determined to have very low safety significance (Green). 
Notwithstanding this determination, the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective 
action relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion 
XVI, Corrective Action, based on the failure to identify the degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved an unreviewed 
safety question. The discrepancy related to the transition criteria for containment flooding in response to a design basis loss of coolant accident. 
Due to the overall low risk significance of containment flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited 
Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as documented 
in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system inoperable. The inverter was 
replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the unavailibility time for the HPCI system, the 
remaining core standby cooling systems remained operable. This issue was determined to be Green in the Significance Determination Process 
because of the low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet valves for the 
reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual operation. Local, manual 
operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is characterized as a condition for very low 
safety significance in accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither protected nor 
isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a loss of the EDGs on the start of 
a residual heat removal pump, resulting in a station blackout condition in the post-fire operating environment. The Significance Determination 
Process characterizes this finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) was identified. 
The finding was of very low safety significance because there were sufficient responders with respiratory qualifications to fill the positions. Twenty-
three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 

Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, through a waste 
processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner contained in excess of 1% by 
volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, 
although the liner contained free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal facility, 
and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation limits) were involved. Further, 
institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would 
have acted to prevent inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the 
NRC Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The Pilgrim Staff 
adequately identified problems and entered them into a corrective action process. However, the team identified two examples involving minor 
issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the counterweights for the backdraft damper 
for the RHR room cooler ducts were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was no safety consequence. 
The evaluations and root cause analysis reviewed were adequate and reflected good consideration for common cause and extent of condition. 
Corrective actions were generally adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the 
radiation monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to procedure 
development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following human 
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performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt corrective 
actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in 
the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost 
under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system 
sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. 
In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical emergency bus resulted in 
the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 2001, licensee radiation protection 
personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the NRC identified ineffective corrective actions 
associated with reactor vessel water level instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These 
individual issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, increase the 
frequency of initiating events and affect the reliability, operability and functionality of mitigating equipment. This performance trend is considered a 
cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The prescribed 
corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. However, there were a few 
instances of minimal safety significance where the prescribed corrective actions were overdue. In the safety conscious work environment area, 
plant personnel were familiar with, and did not feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and characterized in the 
corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly classified and prioritized for 
resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical commutator brush that 
was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, were established and evaluated using 
input from a wide cross-section of plant staff. This identified problem, which resulted in a plant power reduction, was properly evaluated and 
corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat Occurrence portion 
of the PR database. The identification of repeat problems was dependant on the memories of individuals involved in the PR process, rather than 
being retrievable from the PR database. In addition, the definition of a repeat issue was not fully inclusive. The lack of a clear definition of what was 
a repeat issue and the reliance on staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly issued PRs to 
assess the significance of each PR and assign responsibility for resolution through the action tracking process. The PR Panel screened out those 
PRs that had no or low safety significance. Closeout of low significance items early with no actions except for tracking was an important favorable 
factor in effective PR management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators were 
key factors in the program. 
Inspection Report# : 2000005(pdf)  

Last modified : March 01, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles from those of its 
original design without performing a detailed fire analysis as required by Pilgrim procedure NE 320, "Modifications." The lack of a 
detailed fire protection evaluation as part of the modification package in accordance with procedure NE 320,is a violation 10 CFR 50, 
Appendix B, Criteria III, Design Control. The NRC determined that there was low risk associated with this postulated single failure; 
therefore, this violation is being treated as a Non-Cited Violation. This issue was entered into the Pilgrim corrective action process as 
Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor 
vessel water level instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since 
the April 2001 refueling outage (April 21 and August 13, 2001). The finding was of very low safety significance. The significance was 
determined by comparing it to a Phase 3 SDP risk evaluation that was conducted for the April 13, 2001, reactor vessel water level 
spiking event (reference NRC Inspection Report 50-293/01-06). The April 2001 spiking event affected both channels of reactor 
vessel level instrumentation and was concluded to be of very low safety significance (Green). Since this event only affected the "B" 
level instrumentation, this condition is also determined to be of very low safety significance. The inspectors determined that this 
issue involved a human performance causal factor since the instrument rack purge location was not properly identified, which could 
have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 1993 design 
changes made to the reference leg of the reactor level instrumentation were adequate and subject to the same control measures 
applied to the original design. This issue was evaluated through the Phase 3 Significance Determination Process and found to be of 
very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, Criterion XVI 
involving failure to implement effective actions to preclude recurrence of spiking of reactor vessel water level instruments when the 
reactor coolant system is depressurized. 
Inspection Report# : 2001006(pdf)  
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Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were submerged in water. 
The licensee had not inspected the manholes since initial installation in 1987. The finding was of very low significance because no 
operability problems have been identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the licensee 
identified that the shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this condition has existed since 
original construction. The licensee generated problem report PR 01.9690 to document and address this condition. The licensee 
determined that the primary containment remains operable in this configuration and is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented that meet the 
requirements of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy Procedure 3.M.3-1, Att. 8A, was 
not appropriate for the circumstances due to a missing step in the restoration section that resulted in the loss of electrical bus A5 
and a plant scram on August 13, 2001. This issue is documented in the licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as required during 
testing of reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open and vent valve GSV-8029 was 
not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to assure that 
purchased equipment conform to procurement documents. On January 2, 2001, the licensee identified that certain relays installed in 
the 480 Volt emergency load center transfer scheme did not meet the procurement specifications. This condition is in the licensee's 
corrective action program as PR 01.9004, and the licensee has implemented immediate corrective actions restoring the relays to 
their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic transfer switch, 
83-1 (Y-10), within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance rule is a violation of 10 CFR 
50.65 (b)(1), “Maintenance Rule.” The finding was of very low significance because, although the transfer switch may not have 
functioned, this condition alone would not have prevented the LPCI system from performing its design function. 
Inspection Report# : 2000011(pdf)  
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Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the Y-10 relay, nor 
was it cycled at a frequency to ensure a high degree of reliability. The failure to take prompt corrective actions is a violation of 10 
CFR 50, Criterion XVI, “Corrective Actions.” The finding was of very low significance because, although the transfer switch may not 
have functioned, this condition alone would not have prevented the LPCI system from performing its design function. This finding 
has as a direct cause an aspect involving the cross-cutting area of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact dose rate of 
3000 milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked high radiation area in 
accordance with Plant Technical Specification 5.7.2. The area was already posted and barricaded as a high radiation area. Upon 
identification of the higher radiation fields, the area remained unlocked and unguarded for approximately six minutes before the 
required physical and administrative controls for the condition were implemented. No actual or potential safety consequence resulted 
due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By not having a 
test acceptance criteria of either pressure or speed along with flow, degradation of the speed controller limiter could go undetected. 
The surveillance test acceptance criteria no longer ensured operability of all HPCI equipment at the remote shutdown panel. The 
failure to assure that all testing required to demonstrate that structures, systems, and components will perform satisfactorily in 
service was considered a 10 CFR Part 50, Appendix B, Criterion XI, Test Control, violation. The issue was determined to be of very 
low safety significance (Green) because a review of the most recent test results from December 1999, showed that the controller 
speed limiter had not been degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance discharge 
tests. The problems identified included incorrect minimum voltage for the service test acceptance criteria for both the HPCI and 
RCIC station battery technical specification surveillance tests. The failure to correctly provide adequate acceptance criteria in battery 
surveillance procedures and failure to verify or check the adequacy of test procedures was the first example of a violation of 10 CFR 
50, Appendix B, Criterion III, Design Control. The issue was determined to be of very low safety significance (Green) because it had 
negligible impact on the operability of the systems based on the latest test, since voltage did not drop to the correct minimum voltage 
level. The team found that the licensee failed to control the inputs and assumptions used in the calculations for determining large 
battery sizing. The failure to correctly provide adequate design inputs and assumptions for the design margin correction factor in the 
battery sizing calculations had very low safety significance (Green) because there was negligible impact to the operability of the 
system based on compensating margins included in the body of the calculation and rounding-up margins to the next larger number 
of positive plates. The licensee’s failure to verify or check the adequacy of design calculations was the second example of a violation 
of 10 CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during the critical 
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first hour of the test when the load currents were the highest and the voltage dips the lowest. (During the review of these concerns, 
the licensee discovered that the 125 V “A” battery, the power supply for the reactor core isolation cooling system (RCIC) motor 
operated valves (MOVs), also had not been correctly discharged according to its service test duty cycle.) The failure to correctly test 
and record the appropriate data was concluded to have very low safety significance (Green) based on the results of special tests 
performed by PNPS during the inspection. The failure to adequately review the results of the service test data was a violation of 10 
CFR 50, Appendix B, Criterion XI, Test Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in March 1997 for 
the 250 V battery and in September 1996 for the 125 V “B” battery. Both test records recorded capacities over 100%. However, the 
team found that there was no data included in the QA test record that substantiated the recorded results for the “B” battery. 
Therefore the team was unable to independently verify the recorded capacity because of the missing data. The failure to adequately 
maintain the required records was considered to have very low safety significance (Green) because the results of those tests are 
used for aging determination and the batteries are relatively new. Failure to properly maintain required QA records was a violation of 
10 CFR 50, Appendix B, Criterion XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI flow controller 
prior to a failure to meet surveillance test acceptance criteria during September 1, 2000 testing. Based on the result that although 
degraded, the system could have met its safety function regarding the transient and loop scenarios, this issue was determined to 
have very low safety significance (Green). Notwithstanding this determination, the team concluded that the licensee’s handling of 
this issue showed weak problem identification and corrective action relative to a risk significant component and system. The team 
determined this issue to be a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, based on the failure to identify the 
degraded speed controller and correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the FSAR involved 
an unreviewed safety question. The discrepancy related to the transition criteria for containment flooding in response to a design 
basis loss of coolant accident. Due to the overall low risk significance of containment flooding, this violation was categorized at 
Severity Level IV and was treated as a Non-Cited Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system inoperable as 
documented in LER 293/2000-02. This malfunction was detected immediately by operators who declared the HPCI system 
inoperable. The inverter was replaced in less than 1 hour. The HPCI system was then restored to an operable status. During the 
unavailibility time for the HPCI system, the remaining core standby cooling systems remained operable. This issue was determined 
to be Green in the Significance Determination Process because of the low event likelihood and the full compliment of remaining 
mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service water outlet 
valves for the reactor building closed cooling water heat exchangers. Additionally, these valves were not accessible for local, manual 
operation. Local, manual operation of these valves would be required in certain circumstances for post-fire shutdown. This finding is 
characterized as a condition for very low safety significance in accordance with the Fire Protection Significance Determination 
Process because it does not affect fire barriers, or fire detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, were neither 
protected nor isolated as part of the Appendix R modifications. This led to the potential for a cable spreading room fire to cause a 
loss of the EDGs on the start of a residual heat removal pump, resulting in a station blackout condition in the post-fire operating 
environment. The Significance Determination Process characterizes this finding as a condition of very low safety significance 
because of the ability to diagnose the problem and recover electrical power. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 CFR 50.54(q) 
was identified. The finding was of very low safety significance because there were sufficient responders with respiratory 
qualifications to fill the positions. Twenty-three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 
Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer 
corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
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The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the licensee, 
through a waste processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors determined that the liner 
contained in excess of 1% by volume non-corrosive free-standing liquid, contrary to the requirements of 10 CFR 61.56(b)(2). The 
finding was of low safety significance because, although the liner contained free-standing liquid in excess of the 1% limit, the 
deficiency was not sufficient to disallow access to the disposal facility, and no other issues (e.g., transportation requirements, 
package integrity, Certificate of Compliance, or radiation limits) were involved. Further, institutional controls at the Chem-Nuclear 
System’s Low-Level Waste Disposal Facility in Barnwell, South Carolina, were conservative and would have acted to prevent 
inadvertent radioisotope migration in the case of inadvertent loss of container integrity while disposed. In accordance with the NRC 
Enforcement Policy and the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited 
Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 
Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement 
related to procedure development, performance, and corrective action implementation that resulted in findings in multiple 
cornerstones. The following human performance deficiencies have occurred within the past 12 months: 1. In February 2001, 
engineering personnel failed to ensure prompt corrective actions to resolve continued problems with the 125 VDC swing bus 
automatic transfer switch, Y-10 relay, that had the potential to render the low pressure coolant injection (LPCI) system inoperable 
(NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify that certain relays in the 480 volt emergency load center 
transfer scheme (B-6) did not meet procurement specifications that could result in LPCI function being lost under certain conditions 
(NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a reactor recirculation system sample 
valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-
03-05); 4. In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical 
emergency bus resulted in the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In December 
2001, licensee radiation protection personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the 
NRC identified ineffective corrective actions associated with reactor vessel water level instrumentation spiking involving an 
inadequate instrument rack purge. (NCV 50-293/01-08-01). These individual issues have a related cause in that they represent 
human performance errors. They also have a direct impact on safety, increase the frequency of initiating events and affect the 
reliability, operability and functionality of mitigating equipment. This performance trend is considered a cross-cutting issue and is a 
finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was acceptable. The 
Pilgrim Staff adequately identified problems and entered them into a corrective action process. However, the team identified two 
examples involving minor issues where the licensee had not initiated problem reports (PR) in a timely manner. In one instance, the 
counterweights for the backdraft damper for the RHR room cooler ducts were not aligned in the same direction. In the other 
instance, the scale indicators on the RCIC turbine back-pressure indicators did not correspond to the actual switch setpoints. None 
of the systems involved was degraded and there was no safety consequence. The evaluations and root cause analysis reviewed 
were adequate and reflected good consideration for common cause and extent of condition. Corrective actions were generally 
adequate and completed in a timely manner. Where there were instances of recurrent problems, such as with the radiation 
monitoring system over the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was adequate. The 
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prescribed corrective actions appeared appropriate to correct the problems and were generally completed in a timely manner. 
However, there were a few instances of minimal safety significance where the prescribed corrective actions were overdue. In the 
safety conscious work environment area, plant personnel were familiar with, and did not feel reluctant to use, the existing processes 
to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly captured and 
characterized in the corrective action program (CAP). Based upon the sample reviewed, items entered into the CAP were properly 
classified and prioritized for resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set electrical 
commutator brush that was arcing and wearing at an abnormally high rate. The corrective actions, including risk considerations, 
were established and evaluated using input from a wide cross-section of plant staff. This identified problem, which resulted in a plant 
power reduction, was properly evaluated and corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the Repeat 
Occurrence portion of the PR database. The identification of repeat problems was dependant on the memories of individuals 
involved in the PR process, rather than being retrievable from the PR database. In addition, the definition of a repeat issue was not 
fully inclusive. The lack of a clear definition of what was a repeat issue and the reliance on staff recollection for repeat issues 
presented a limitation on the ability to establish the effectiveness of corrective actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review of newly 
issued PRs to assess the significance of each PR and assign responsibility for resolution through the action tracking process. The 
PR Panel screened out those PRs that had no or low safety significance. Closeout of low significance items early with no actions 
except for tracking was an important favorable factor in effective PR management. Keeping the PR process active while dropping 
low level issues and providing feedback to PR originators were key factors in the program. 
Inspection Report# : 2000005(pdf)  

Last modified : July 22, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles 
from those of its original design without performing a detailed fire analysis as required by Pilgrim procedure NE 320, 
"Modifications." The lack of a detailed fire protection evaluation as part of the modification package in accordance 
with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The NRC determined that 
there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, 
reactor vessel water level instrumentation spiking. To date, reactor vessel level spiking has been experienced on two 
other occasions since the April 2001 refueling outage (April 21 and August 13, 2001). The finding was of very low 
safety significance. The significance was determined by comparing it to a Phase 3 SDP risk evaluation that was 
conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-
293/01-06). The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was 
concluded to be of very low safety significance (Green). Since this event only affected the "B" level instrumentation, 
this condition is also determined to be of very low safety significance. The inspectors determined that this issue 
involved a human performance causal factor since the instrument rack purge location was not properly identified, 
which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 
1993 design changes made to the reference leg of the reactor level instrumentation were adequate and subject to the 
same control measures applied to the original design. This issue was evaluated through the Phase 3 Significance 
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Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  

Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, 
Criterion XVI involving failure to implement effective actions to preclude recurrence of spiking of reactor vessel water 
level instruments when the reactor coolant system is depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were 
submerged in water. The licensee had not inspected the manholes since initial installation in 1987. The finding was of 
very low significance because no operability problems have been identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the 
licensee identified that the shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this 
condition has existed since original construction. The licensee generated problem report PR 01.9690 to document and 
address this condition. The licensee determined that the primary containment remains operable in this configuration and 
is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented 
that meet the requirements of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy 
Procedure 3.M.3-1, Att. 8A, was not appropriate for the circumstances due to a missing step in the restoration section 
that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. This issue is documented in the 
licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as 
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required during testing of reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open 
and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to 
assure that purchased equipment conform to procurement documents. On January 2, 2001, the licensee identified that 
certain relays installed in the 480 Volt emergency load center transfer scheme did not meet the procurement 
specifications. This condition is in the licensee's corrective action program as PR 01.9004, and the licensee has 
implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic 
transfer switch, 83-1 (Y-10), within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance 
rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance Rule.” The finding was of very low significance because, 
although the transfer switch may not have functioned, this condition alone would not have prevented the LPCI system 
from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the 
Y-10 relay, nor was it cycled at a frequency to ensure a high degree of reliability. The failure to take prompt corrective 
actions is a violation of 10 CFR 50, Criterion XVI, “Corrective Actions.” The finding was of very low significance 
because, although the transfer switch may not have functioned, this condition alone would not have prevented the LPCI 
system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact 
dose rate of 3000 milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked 
high radiation area in accordance with Plant Technical Specification 5.7.2. The area was already posted and barricaded 
as a high radiation area. Upon identification of the higher radiation fields, the area remained unlocked and unguarded 
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for approximately six minutes before the required physical and administrative controls for the condition were 
implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By 
not having a test acceptance criteria of either pressure or speed along with flow, degradation of the speed controller 
limiter could go undetected. The surveillance test acceptance criteria no longer ensured operability of all HPCI 
equipment at the remote shutdown panel. The failure to assure that all testing required to demonstrate that structures, 
systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix B, 
Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a 
review of the most recent test results from December 1999, showed that the controller speed limiter had not been 
degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance 
discharge tests. The problems identified included incorrect minimum voltage for the service test acceptance criteria for 
both the HPCI and RCIC station battery technical specification surveillance tests. The failure to correctly provide 
adequate acceptance criteria in battery surveillance procedures and failure to verify or check the adequacy of test 
procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was 
determined to be of very low safety significance (Green) because it had negligible impact on the operability of the 
systems based on the latest test, since voltage did not drop to the correct minimum voltage level. The team found that 
the licensee failed to control the inputs and assumptions used in the calculations for determining large battery sizing. 
The failure to correctly provide adequate design inputs and assumptions for the design margin correction factor in the 
battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up 
margins to the next larger number of positive plates. The licensee’s failure to verify or check the adequacy of design 
calculations was the second example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during 
the critical first hour of the test when the load currents were the highest and the voltage dips the lowest. (During the 
review of these concerns, the licensee discovered that the 125 V “A” battery, the power supply for the reactor core 
isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly discharged according to 
its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure 
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to adequately review the results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test 
Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in 
March 1997 for the 250 V battery and in September 1996 for the 125 V “B” battery. Both test records recorded 
capacities over 100%. However, the team found that there was no data included in the QA test record that substantiated 
the recorded results for the “B” battery. Therefore the team was unable to independently verify the recorded capacity 
because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are 
relatively new. Failure to properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion 
XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI 
flow controller prior to a failure to meet surveillance test acceptance criteria during September 1, 2000 testing. Based 
on the result that although degraded, the system could have met its safety function regarding the transient and loop 
scenarios, this issue was determined to have very low safety significance (Green). Notwithstanding this determination, 
the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective action 
relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 
Appendix B, Criterion XVI, Corrective Action, based on the failure to identify the degraded speed controller and 
correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the 
FSAR involved an unreviewed safety question. The discrepancy related to the transition criteria for containment 
flooding in response to a design basis loss of coolant accident. Due to the overall low risk significance of containment 
flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
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The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system 
inoperable as documented in LER 293/2000-02. This malfunction was detected immediately by operators who declared 
the HPCI system inoperable. The inverter was replaced in less than 1 hour. The HPCI system was then restored to an 
operable status. During the unavailibility time for the HPCI system, the remaining core standby cooling systems 
remained operable. This issue was determined to be Green in the Significance Determination Process because of the 
low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service 
water outlet valves for the reactor building closed cooling water heat exchangers. Additionally, these valves were not 
accessible for local, manual operation. Local, manual operation of these valves would be required in certain 
circumstances for post-fire shutdown. This finding is characterized as a condition for very low safety significance in 
accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  

Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, 
were neither protected nor isolated as part of the Appendix R modifications. This led to the potential for a cable 
spreading room fire to cause a loss of the EDGs on the start of a residual heat removal pump, resulting in a station 
blackout condition in the post-fire operating environment. The Significance Determination Process characterizes this 
finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 
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CFR 50.54(q) was identified. The finding was of very low safety significance because there were sufficient responders 
with respiratory qualifications to fill the positions. Twenty-three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 
Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the 
skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package 
The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the 
licensee, through a waste processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors 
determined that the liner contained in excess of 1% by volume non-corrosive free-standing liquid, contrary to the 
requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, although the liner contained 
free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal 
facility, and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation 
limits) were involved. Further, institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility 
in Barnwell, South Carolina, were conservative and would have acted to prevent inadvertent radioisotope migration in 
the case of inadvertent loss of container integrity while disposed. In accordance with the NRC Enforcement Policy and 
the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 
Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 

Page 7 of 92Q/2002 Inspection Findings - Pilgrim 1

07/03/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\PILG\pilg_pim.html



Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering 
involvement related to procedure development, performance, and corrective action implementation that resulted in 
findings in multiple cornerstones. The following human performance deficiencies have occurred within the past 12 
months: 1. In February 2001, engineering personnel failed to ensure prompt corrective actions to resolve continued 
problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to 
identify that certain relays in the 480 volt emergency load center transfer scheme (B-6) did not meet procurement 
specifications that could result in LPCI function being lost under certain conditions (NCV 50-293/01-02-01); 3. In May 
2001, engineering personnel failed to control testing on a reactor recirculation system sample valve that prompted the 
need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. In 
August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical 
emergency bus resulted in the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. 
In December 2001, licensee radiation protection personnel failed to properly post a high radiation area boundary; 6. In 
December 27, 2001, the NRC identified ineffective corrective actions associated with reactor vessel water level 
instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These individual 
issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, 
increase the frequency of initiating events and affect the reliability, operability and functionality of mitigating 
equipment. This performance trend is considered a cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was 
acceptable. The Pilgrim Staff adequately identified problems and entered them into a corrective action process. 
However, the team identified two examples involving minor issues where the licensee had not initiated problem reports 
(PR) in a timely manner. In one instance, the counterweights for the backdraft damper for the RHR room cooler ducts 
were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was 
no safety consequence. The evaluations and root cause analysis reviewed were adequate and reflected good 
consideration for common cause and extent of condition. Corrective actions were generally adequate and completed in 
a timely manner. Where there were instances of recurrent problems, such as with the radiation monitoring system over 
the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was 
adequate. The prescribed corrective actions appeared appropriate to correct the problems and were generally completed 
in a timely manner. However, there were a few instances of minimal safety significance where the prescribed corrective 
actions were overdue. In the safety conscious work environment area, plant personnel were familiar with, and did not 
feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
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Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly 
captured and characterized in the corrective action program (CAP). Based upon the sample reviewed, items entered into 
the CAP were properly classified and prioritized for resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set 
electrical commutator brush that was arcing and wearing at an abnormally high rate. The corrective actions, including 
risk considerations, were established and evaluated using input from a wide cross-section of plant staff. This identified 
problem, which resulted in a plant power reduction, was properly evaluated and corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the 
Repeat Occurrence portion of the PR database. The identification of repeat problems was dependant on the memories 
of individuals involved in the PR process, rather than being retrievable from the PR database. In addition, the definition 
of a repeat issue was not fully inclusive. The lack of a clear definition of what was a repeat issue and the reliance on 
staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel 
review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review 
of newly issued PRs to assess the significance of each PR and assign responsibility for resolution through the action 
tracking process. The PR Panel screened out those PRs that had no or low safety significance. Closeout of low 
significance items early with no actions except for tracking was an important favorable factor in effective PR 
management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators 
were key factors in the program. 
Inspection Report# : 2000005(pdf)  

Last modified : August 29, 2002 
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Pilgrim 1 

Initiating Events 

Significance:  Aug 03, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Detailed Fire Protection Review for Emergency Diesel Generator Ventilation Modifications 
An emergency diesel generator (EDG) modification changed the EDG building air flow paths and velocity profiles 
from those of its original design without performing a detailed fire analysis as required by Pilgrim procedure NE 320, 
"Modifications." The lack of a detailed fire protection evaluation as part of the modification package in accordance 
with procedure NE 320,is a violation 10 CFR 50, Appendix B, Criteria III, Design Control. The NRC determined that 
there was low risk associated with this postulated single failure; therefore, this violation is being treated as a Non-Cited 
Violation. This issue was entered into the Pilgrim corrective action process as Problem Report PR 00.1534. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, 
reactor vessel water level instrumentation spiking. To date, reactor vessel level spiking has been experienced on two 
other occasions since the April 2001 refueling outage (April 21 and August 13, 2001). The finding was of very low 
safety significance. The significance was determined by comparing it to a Phase 3 SDP risk evaluation that was 
conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection Report 50-
293/01-06). The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was 
concluded to be of very low safety significance (Green). Since this event only affected the "B" level instrumentation, 
this condition is also determined to be of very low safety significance. The inspectors determined that this issue 
involved a human performance causal factor since the instrument rack purge location was not properly identified, 
which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Significance:  Nov 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reference leg backfill system design vulnerability 
GREEN. The inspectors identified a Non-Cited violation of the Design Control Program for failure to assure that the 
1993 design changes made to the reference leg of the reactor level instrumentation were adequate and subject to the 
same control measures applied to the original design. This issue was evaluated through the Phase 3 Significance 
Determination Process and found to be of very low safety significance. 
Inspection Report# : 2001007(pdf)  
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Significance:  Sep 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Ineffective Corrective Action for Reactor Vessel Level Spiking 
The inspector identified an apparent violation of the corrective action requirements of 10 CFR 50, Appendix B, 
Criterion XVI involving failure to implement effective actions to preclude recurrence of spiking of reactor vessel water 
level instruments when the reactor coolant system is depressurized. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Portions of safety-related cables were submerged in water 
The inspector identified that portions of safety-related cables located in Appendix R ductline manholes were 
submerged in water. The licensee had not inspected the manholes since initial installation in 1987. The finding was of 
very low significance because no operability problems have been identified. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Shipping bolts on the drywell-to-torus vent line expansion bellows were installed 
10 CFR 50, Appendix B, Criterion III, "Design Control," for inadequate design implementation. On July 18, 2001, the 
licensee identified that the shipping bolts on the drywell-to-torus vent line expansion bellows were installed; this 
condition has existed since original construction. The licensee generated problem report PR 01.9690 to document and 
address this condition. The licensee determined that the primary containment remains operable in this configuration and 
is developing a plan to remove the bolts. 
Inspection Report# : 2001005(pdf)  

Significance: N/A Aug 18, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
A missing step in the restoration section that resulted in the loss of electrical bus A5 and a plant scram 
Pilgrim Technical Specifications 5.4.1 requires written procedures, appropriate for the circumstances, be implemented 
that meet the requirements of Appendix "A" of Regulatory Guide 1.33, which include Surveillance Tests. Entergy 
Procedure 3.M.3-1, Att. 8A, was not appropriate for the circumstances due to a missing step in the restoration section 
that resulted in the loss of electrical bus A5 and a plant scram on August 13, 2001. This issue is documented in the 
licensee's corrective action program as PR 01.9779. 
Inspection Report# : 2001005(pdf)  

Significance: N/A May 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Establish Line Up 
The test director failed to establish an appropriate pretest ineup and ensure that an adequate leak off path existed as 
required during testing of reactor recirculation sample valve AO-220-45. Test boundary valve 2-HO-134 was left open 
and vent valve GSV-8029 was not closed. 
Inspection Report# : 2001003(pdf)  

Significance:  Mar 31, 2001 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
Installed Relay Had a Time Delay Function on only Two of the Four Contacts 
10 CFR 50 Appendix B, Criterion VII, "Control of Purchased Material, Equipment, and Services," requires measures to 
assure that purchased equipment conform to procurement documents. On January 2, 2001, the licensee identified that 
certain relays installed in the 480 Volt emergency load center transfer scheme did not meet the procurement 
specifications. This condition is in the licensee's corrective action program as PR 01.9004, and the licensee has 
implemented immediate corrective actions restoring the relays to their as-designed configuration. 
Inspection Report# : 2001002(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to include the Safety Related 125V Swing Bus Automatic Transfer Switch 
The NRC identified a non-cited violation for the failure to include the safety-related 125 V DC swing bus automatic 
transfer switch, 83-1 (Y-10), within the scope of the maintenance rule. The failure to scope Y-10 in the maintenance 
rule is a violation of 10 CFR 50.65 (b)(1), “Maintenance Rule.” The finding was of very low significance because, 
although the transfer switch may not have functioned, this condition alone would not have prevented the LPCI system 
from performing its design function. 
Inspection Report# : 2000011(pdf)  

Significance:  Feb 17, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take Prompt Corrective Actions to Correct the Sticking of the Y-10 Relay 
The NRC identified a non-cited violation for the failure to take prompt corrective actions to correct the sticking of the 
Y-10 relay, nor was it cycled at a frequency to ensure a high degree of reliability. The failure to take prompt corrective 
actions is a violation of 10 CFR 50, Criterion XVI, “Corrective Actions.” The finding was of very low significance 
because, although the transfer switch may not have functioned, this condition alone would not have prevented the LPCI 
system from performing its design function. This finding has as a direct cause an aspect involving the cross-cutting area 
of Problem Identification and Resolution. 
Inspection Report# : 2000011(pdf)  

Significance: N/A Feb 17, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
An Area in Torus Room was not Immediately controlled as a Locked High Radiation Area 
During a test of the reactor core isolation cooling (RCIC) system, an area in the torus room was found to have a contact 
dose rate of 3000 milirem/hr and 1500 milirem/hr at 30 centimeters but was not immediately controlled as a locked 
high radiation area in accordance with Plant Technical Specification 5.7.2. The area was already posted and barricaded 
as a high radiation area. Upon identification of the higher radiation fields, the area remained unlocked and unguarded 
for approximately six minutes before the required physical and administrative controls for the condition were 
implemented. No actual or potential safety consequence resulted due to this condition. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Assure that Surveillance Test Acceptance Criteria Ensured Operability of HPCI Equip. 
On June 17, 1999, a procedure revision was performed which removed the HPCI pump discharge pressure criteria. By 
not having a test acceptance criteria of either pressure or speed along with flow, degradation of the speed controller 
limiter could go undetected. The surveillance test acceptance criteria no longer ensured operability of all HPCI 
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equipment at the remote shutdown panel. The failure to assure that all testing required to demonstrate that structures, 
systems, and components will perform satisfactorily in service was considered a 10 CFR Part 50, Appendix B, 
Criterion XI, Test Control, violation. The issue was determined to be of very low safety significance (Green) because a 
review of the most recent test results from December 1999, showed that the controller speed limiter had not been 
degraded and rated speed had been achieved. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correctly Translate the Design Battery Acceptance Criteria 
The team found that the licensee failed to provide adequate review of the acceptance criteria for the battery surveillance 
discharge tests. The problems identified included incorrect minimum voltage for the service test acceptance criteria for 
both the HPCI and RCIC station battery technical specification surveillance tests. The failure to correctly provide 
adequate acceptance criteria in battery surveillance procedures and failure to verify or check the adequacy of test 
procedures was the first example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. The issue was 
determined to be of very low safety significance (Green) because it had negligible impact on the operability of the 
systems based on the latest test, since voltage did not drop to the correct minimum voltage level. The team found that 
the licensee failed to control the inputs and assumptions used in the calculations for determining large battery sizing. 
The failure to correctly provide adequate design inputs and assumptions for the design margin correction factor in the 
battery sizing calculations had very low safety significance (Green) because there was negligible impact to the 
operability of the system based on compensating margins included in the body of the calculation and rounding-up 
margins to the next larger number of positive plates. The licensee’s failure to verify or check the adequacy of design 
calculations was the second example of a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Review the Results of the Battery Service Test Data 
The team identified that the 125 Volt “B” battery service test documentation failed to record the battery voltages during 
the critical first hour of the test when the load currents were the highest and the voltage dips the lowest. (During the 
review of these concerns, the licensee discovered that the 125 V “A” battery, the power supply for the reactor core 
isolation cooling system (RCIC) motor operated valves (MOVs), also had not been correctly discharged according to 
its service test duty cycle.) The failure to correctly test and record the appropriate data was concluded to have very low 
safety significance (Green) based on the results of special tests performed by PNPS during the inspection. The failure 
to adequately review the results of the service test data was a violation of 10 CFR 50, Appendix B, Criterion XI, Test 
Control. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly Mainatin Required QA Records of battery Test Parameters 
Performance tests to the manufacturer’s rated eight hour discharge current for the NCN-35 cells were performed in 
March 1997 for the 250 V battery and in September 1996 for the 125 V “B” battery. Both test records recorded 
capacities over 100%. However, the team found that there was no data included in the QA test record that substantiated 
the recorded results for the “B” battery. Therefore the team was unable to independently verify the recorded capacity 
because of the missing data. The failure to adequately maintain the required records was considered to have very low 
safety significance (Green) because the results of those tests are used for aging determination and the batteries are 
relatively new. Failure to properly maintain required QA records was a violation of 10 CFR 50, Appendix B, Criterion 
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XVII, QA Records. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify the Degraded HPCI Speed Controller 
The team determined that several opportunities had existed for the licensee to identify and correct a degraded HPCI 
flow controller prior to a failure to meet surveillance test acceptance criteria during September 1, 2000 testing. Based 
on the result that although degraded, the system could have met its safety function regarding the transient and loop 
scenarios, this issue was determined to have very low safety significance (Green). Notwithstanding this determination, 
the team concluded that the licensee’s handling of this issue showed weak problem identification and corrective action 
relative to a risk significant component and system. The team determined this issue to be a violation of 10 CFR 50 
Appendix B, Criterion XVI, Corrective Action, based on the failure to identify the degraded speed controller and 
correct it prior to failing the surveillance test criteria. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EOP Containment Flooding Strategy Issue 
Pilgrim failed to perform a 10 CFR 50.59 safety evaluation to determine if a discrepancy between the EOPs and the 
FSAR involved an unreviewed safety question. The discrepancy related to the transition criteria for containment 
flooding in response to a design basis loss of coolant accident. Due to the overall low risk significance of containment 
flooding, this violation was categorized at Severity Level IV and was treated as a Non-Cited Violation. 
Inspection Report# : 2000008(pdf)  

Significance:  Aug 19, 2000 
Identified By: Licensee 
Item Type: FIN Finding 
Malfunction of the High Pressure Coolant Injection System Power Supply Inverter 
The malfunction of the high pressure coolant injection (HPCI) system power supply inverter rendered the HPCI system 
inoperable as documented in LER 293/2000-02. This malfunction was detected immediately by operators who declared 
the HPCI system inoperable. The inverter was replaced in less than 1 hour. The HPCI system was then restored to an 
operable status. During the unavailibility time for the HPCI system, the remaining core standby cooling systems 
remained operable. This issue was determined to be Green in the Significance Determination Process because of the 
low event likelihood and the full compliment of remaining mitigation equipment capability. 
Inspection Report# : 2000007(pdf)  

Significance:  Aug 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Emergency Lighting Units were not installed to support manual operation 
The NRC identified that emergency lighting units (ELUs) were not installed to support manual operation of the service 
water outlet valves for the reactor building closed cooling water heat exchangers. Additionally, these valves were not 
accessible for local, manual operation. Local, manual operation of these valves would be required in certain 
circumstances for post-fire shutdown. This finding is characterized as a condition for very low safety significance in 
accordance with the Fire Protection Significance Determination Process because it does not affect fire barriers, or fire 
detection or suppression capability. 
Inspection Report# : 2000004(pdf)  
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Significance:  Aug 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Emergency diesel generator watt-meter cables in the cable spreading room were neither protected nor isolated 
Emergency diesel generator (EDG) watt-meter cables in the cable spreading room, which could be damaged by a fire, 
were neither protected nor isolated as part of the Appendix R modifications. This led to the potential for a cable 
spreading room fire to cause a loss of the EDGs on the start of a residual heat removal pump, resulting in a station 
blackout condition in the post-fire operating environment. The Significance Determination Process characterizes this 
finding as a condition of very low safety significance because of the ability to diagnose the problem and recover 
electrical power. 
Inspection Report# : 2000004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  May 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ERO Respirator Qualification Lapse 
A failure to maintain respirator qualifications current, as required by the licensee's Emergency Plan, Section O and 10 
CFR 50.54(q) was identified. The finding was of very low safety significance because there were sufficient responders 
with respiratory qualifications to fill the positions. Twenty-three percent of the responders were not qualified. 
Inspection Report# : 2001003(pdf)  

Occupational Radiation Safety 
Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the 
skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Excessive Free-Standing Liquids in Waste Package
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The State of South Carolina identified a violation for a disposal container (liner) of dewatered bead resin shipped by the 
licensee, through a waste processor, to the barnwell Low-level Waste Disposal Facility. Upon arrival, state inspectors 
determined that the liner contained in excess of 1% by volume non-corrosive free-standing liquid, contrary to the 
requirements of 10 CFR 61.56(b)(2). The finding was of low safety significance because, although the liner contained 
free-standing liquid in excess of the 1% limit, the deficiency was not sufficient to disallow access to the disposal 
facility, and no other issues (e.g., transportation requirements, package integrity, Certificate of Compliance, or radiation 
limits) were involved. Further, institutional controls at the Chem-Nuclear System’s Low-Level Waste Disposal Facility 
in Barnwell, South Carolina, were conservative and would have acted to prevent inadvertent radioisotope migration in 
the case of inadvertent loss of container integrity while disposed. In accordance with the NRC Enforcement Policy and 
the Public Radiation Safety Significance Determination Process, this matter is considered a Non-Cited Violation. 
Inspection Report# : 2000009(pdf)  

Physical Protection 

Miscellaneous 
Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering 
involvement related to procedure development, performance, and corrective action implementation that resulted in 
findings in multiple cornerstones. The following human performance deficiencies have occurred within the past 12 
months: 1. In February 2001, engineering personnel failed to ensure prompt corrective actions to resolve continued 
problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to render the low 
pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to 
identify that certain relays in the 480 volt emergency load center transfer scheme (B-6) did not meet procurement 
specifications that could result in LPCI function being lost under certain conditions (NCV 50-293/01-02-01); 3. In May 
2001, engineering personnel failed to control testing on a reactor recirculation system sample valve that prompted the 
need for a manual reactor scram during plant startup from the cycle 13 refueling outage (NCV 50-293/01-03-05); 4. In 
August 2001, the licensees failure to adequately develop a logic system functional test procedure for the A5 electrical 
emergency bus resulted in the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. 
In December 2001, licensee radiation protection personnel failed to properly post a high radiation area boundary; 6. In 
December 27, 2001, the NRC identified ineffective corrective actions associated with reactor vessel water level 
instrumentation spiking involving an inadequate instrument rack purge. (NCV 50-293/01-08-01). These individual 
issues have a related cause in that they represent human performance errors. They also have a direct impact on safety, 
increase the frequency of initiating events and affect the reliability, operability and functionality of mitigating 
equipment. This performance trend is considered a cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

Significance: N/A Jun 29, 2001 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
The team concluded that the implementation of the corrective action program at Pilgrim Nuclear Power Station was 
acceptable. The Pilgrim Staff adequately identified problems and entered them into a corrective action process. 
However, the team identified two examples involving minor issues where the licensee had not initiated problem reports 
(PR) in a timely manner. In one instance, the counterweights for the backdraft damper for the RHR room cooler ducts 
were not aligned in the same direction. In the other instance, the scale indicators on the RCIC turbine back-pressure 
indicators did not correspond to the actual switch setpoints. None of the systems involved was degraded and there was 
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no safety consequence. The evaluations and root cause analysis reviewed were adequate and reflected good 
consideration for common cause and extent of condition. Corrective actions were generally adequate and completed in 
a timely manner. Where there were instances of recurrent problems, such as with the radiation monitoring system over 
the past couple of years, and the control rod drive system, the licensee had appropriately developed more 
comprehensive and broader corrective actions to address the problems. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Evaluations and Root Cause Analyses were of good Depth and Quality 
Evaluations and root cause analyses were of good depth and quality. The licensee's resolution of problems was 
adequate. The prescribed corrective actions appeared appropriate to correct the problems and were generally completed 
in a timely manner. However, there were a few instances of minimal safety significance where the prescribed corrective 
actions were overdue. In the safety conscious work environment area, plant personnel were familiar with, and did not 
feel reluctant to use, the existing processes to raise safety concerns. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Licensee was Effective at Identifying Problems 
The NRC determined that the licensee was effective at identifying problems. In general, problems were properly 
captured and characterized in the corrective action program (CAP). Based upon the sample reviewed, items entered into 
the CAP were properly classified and prioritized for resolution. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Site was faced with a degrading recirculating pump motor-generator set electrical commutator brush 
During the first week of the inspection, the site was faced with a degrading recirculating pump motor-generator set 
electrical commutator brush that was arcing and wearing at an abnormally high rate. The corrective actions, including 
risk considerations, were established and evaluated using input from a wide cross-section of plant staff. This identified 
problem, which resulted in a plant power reduction, was properly evaluated and corrected. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report process was not Effectively using the Repear Occurrence portion of the PR Database 
One negative observation of the inspection team was that the problem report (PR) process was not effectively using the 
Repeat Occurrence portion of the PR database. The identification of repeat problems was dependant on the memories 
of individuals involved in the PR process, rather than being retrievable from the PR database. In addition, the definition 
of a repeat issue was not fully inclusive. The lack of a clear definition of what was a repeat issue and the reliance on 
staff recollection for repeat issues presented a limitation on the ability to establish the effectiveness of corrective 
actions over an extended time period. 
Inspection Report# : 2000005(pdf)  

Significance: N/A Jun 09, 2000 
Identified By: NRC 
Item Type: FIN Finding 
The Problem Report program was well-integrated on-site, and included a Daily multi-departmental panel 
review 
The NRC noted that the PR program was well-integrated on-site, and included a daily multi-departmental panel review 
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of newly issued PRs to assess the significance of each PR and assign responsibility for resolution through the action 
tracking process. The PR Panel screened out those PRs that had no or low safety significance. Closeout of low 
significance items early with no actions except for tracking was an important favorable factor in effective PR 
management. Keeping the PR process active while dropping low level issues and providing feedback to PR originators 
were key factors in the program. 
Inspection Report# : 2000005(pdf)  

Last modified : December 02, 2002 
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Pilgrim 1 

Initiating Events 

Mitigating Systems 

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Maintenance error resulted in the unplanned loss of all X-page rod position indication (about 60% of the all control rods) for 
approximately 13.5 hours. 
Green. The licensee failed to properly isolate and check for voltage during maintenance on the rod position information system (RPIS) X-page 
28V power supply. The maintenance error resulted in the unplanned loss of rod position indication for about 60% of the control rods (all X-
page rods) for about 13.5 hours. The momentary short on the power supply further resulted in a momentary loss of the Y2 vital AC bus, and 
resulted minor perturbations in plant conditions. The failure to properly isolate the equipment prior to performing maintenance was an example 
of a cross-cutting issue in human performance. The issue was more than minor because the lack of rod position information affects the ability 
of the operator to verify the controls rod position and to make a timely determination that the reactor is shutdown following a scram. The issue 
had very low safety significance because the failure of RPIS alone does not affect the safety function of the control rods to shutdown the 
reactor. (Section 1R13)  
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate post maintenance test failed to identify that the replacement of the "B" control room high efficiency air filtration 
(CRHEAF) humidity switch was wired incorrectly. 
Green. The post maintenance test for the replacement of the "B" control room high efficiency air filtration (CRHEAF) humidistat was 
inadequate in that the test failed to identify that the humidity switch was wired incorrectly and would not function to control humidity below 70 
percent. The operator's failure to perform a required surveillance, which would have detected the design error, was an example of a cross-
cutting issue in human performance. This issue was more than minor because the "B" CRHEAF system was returned to service and declared 
operable prior to the licensee discovering the problem, similar to example 5.b. in Appendix E of Manual Chapter 0612. The issue had very low 
safety significance because only the radiological barrier function provided for the control room was affected and the issue screened to Green in 
Phase 1 of the Significance Determination Process. The failure to correctly translate the design to the as-built configuration and check the 
adequacy of the design by a suitable test was a non-cited violation of 10 CFR 50, Appendix B, Criterion III, "Design Control." (Section 1R19) 
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Past corrective actions, procedures and actions to trend flow channel performance not timely to preserve flow-biased APRM scram 
function when "A" flow converter failed due to age related degradation. 
Green: The A reactor protection system (RPS) channel flow-biased APRM scram function was inoperable because of a failure of the "A" flow 
converter FC-Z7a due to age related degradation. The scram function was lost because the licensee failed to establish adequate preventative 
maintenance practices following the age related failure of the redundant flow converter in 1997. Further, procedures and trending of flow 
converter performance was inadequate to assure timely action could be taken in response to a failing transmitter on October 2 to preserve the 
safety function. The ineffective corrective actions were an example of a cross-cutting issue in problem resolution. This issue is more than minor 
because it affected the Mitigating system cornerstone objective that the APRM scram preclude plant operation in minimum flow area of power 
flow map. The finding had very low safety significance since an automatic scram and operator manual action would have mitigated a power 
instability event. The failure to take the actions within the time-frame specified in T.S. Table 3.1.1. for the inoperable Flow Biased APRM 
scram function, was considered a non-cited violation. (Section 1R22)  
Inspection Report# : 2002007(pdf)  
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Significance:  Jan 17, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to correct reactor vessel level spiking 
The inspector identified a non-cited violation for inadequate corrective actions associated with the December 27, 2001, reactor vessel water 
level instrumentation spiking. To date, reactor vessel level spiking has been experienced on two other occasions since the April 2001 refueling 
outage (April 21 and August 13, 2001). The finding was of very low safety significance. The significance was determined by comparing it to a 
Phase 3 SDP risk evaluation that was conducted for the April 13, 2001, reactor vessel water level spiking event (reference NRC Inspection 
Report 50-293/01-06). The April 2001 spiking event affected both channels of reactor vessel level instrumentation and was concluded to be of 
very low safety significance (Green). Since this event only affected the "B" level instrumentation, this condition is also determined to be of 
very low safety significance. The inspectors determined that this issue involved a human performance causal factor since the instrument rack 
purge location was not properly identified, which could have resulted in entrapped gasses 
Inspection Report# : 2001008(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
Significance: N/A Jan 17, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Non-posted high radiation area 
Lack of proper posting and barricade for a high radiation area located on the 91' elevation of the reactor building in the skimmer corridor. 
Inspection Report# : 2001008(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Jan 17, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Apparent trend in human performance area, attributed mostly with engineering involvement. 
The inspector noted development of an apparent trend in human performance, attributed mostly with engineering involvement related to 
procedure development, performance, and corrective action implementation that resulted in findings in multiple cornerstones. The following 
human performance deficiencies have occurred within the past 12 months: 1. In February 2001, engineering personnel failed to ensure prompt 
corrective actions to resolve continued problems with the 125 VDC swing bus automatic transfer switch, Y-10 relay, that had the potential to 
render the low pressure coolant injection (LPCI) system inoperable (NCV 50-293/00-11-01); 2. In March 2001, the licensee failed to identify 
that certain relays in the 480 volt emergency load center transfer scheme (B-6) did not meet procurement specifications that could result in 
LPCI function being lost under certain conditions (NCV 50-293/01-02-01); 3. In May 2001, engineering personnel failed to control testing on a 
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reactor recirculation system sample valve that prompted the need for a manual reactor scram during plant startup from the cycle 13 refueling 
outage (NCV 50-293/01-03-05); 4. In August 2001, the licensees failure to adequately develop a logic system functional test procedure for the 
A5 electrical emergency bus resulted in the loss of both reactor recirculation pumps and a reactor scram (NCV 50-293/01-05-03); 5. In 
December 2001, licensee radiation protection personnel failed to properly post a high radiation area boundary; 6. In December 27, 2001, the 
NRC identified ineffective corrective actions associated with reactor vessel water level instrumentation spiking involving an inadequate 
instrument rack purge. (NCV 50-293/01-08-01). These individual issues have a related cause in that they represent human performance errors. 
They also have a direct impact on safety, increase the frequency of initiating events and affect the reliability, operability and functionality of 
mitigating equipment. This performance trend is considered a cross-cutting issue and is a finding characterized as "no color."  
Inspection Report# : 2001008(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Failed to Assure RWM Operable for Startup 
The rod worth minimizer (RWM) was bypassed when the control rods were being withdrawn on February 27, 2003. 
The issue occurred because the operators failed to follow procedure 2.1.1 for plant startup and failed to assure the 
RWM was operable when taking the reactor critical. This issue was more than minor because a system used to protect a 
safety barrier (fuel cladding) was not operable. The finding is of very low safety significance because a second licensed 
operator was present per Technical Specification (TS) 3.3.F to verify control rod movement was in accordance with the 
banked position withdrawal sequence. The operator errors were examples of a cross-cutting issue in human 
performance. The failure to follow procedure 2.1.1 was a licensee-Identified, non-cited violation of Technical 
Specification 5.4.1. 
Inspection Report# : 2003004(pdf)  

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Shutdown Cooling Resulted in Vessel Drain Down 
An inadequate procedure used to control the residual heat removal (RHR) system resulted in the unintended decrease of 
reactor vessel level with the plant in cold shutdown on February 23. The combination of an inadequate procedure 
controls for the RHR minimum flow valve and inadequate operator procedure use caused vessel level to decrease about 
21 inches. The finding is greater than minor because a loss of reactor level can be viewed as a precursor to a more 
significant event, the loss of shutdown cooling. The issue had very low safety significance when evaluated in the 
Significance Determination Process because the level decrease was less than 24 inches. The failure to provide adequate 
procedures was a non-cited violation of 10CFR 50 Appendix B, Criterion V, "Instructions, Procedures, and Drawings."
Inspection Report# : 2003004(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Maintenance error resulted in the unplanned loss of all X-page rod position indication (about 60% of the all 
control rods) for approximately 13.5 hours. 
Green. The licensee failed to properly isolate and check for voltage during maintenance on the rod position information 
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system (RPIS) X-page 28V power supply. The maintenance error resulted in the unplanned loss of rod position 
indication for about 60% of the control rods (all X-page rods) for about 13.5 hours. The momentary short on the power 
supply further resulted in a momentary loss of the Y2 vital AC bus, and resulted minor perturbations in plant 
conditions. The failure to properly isolate the equipment prior to performing maintenance was an example of a cross-
cutting issue in human performance. The issue was more than minor because the lack of rod position information 
affects the ability of the operator to verify the controls rod position and to make a timely determination that the reactor 
is shutdown following a scram. The issue had very low safety significance because the failure of RPIS alone does not 
affect the safety function of the control rods to shutdown the reactor. (Section 1R13)  
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate post maintenance test failed to identify that the replacement of the "B" control room high efficiency 
air filtration (CRHEAF) humidity switch was wired incorrectly. 
Green. The post maintenance test for the replacement of the "B" control room high efficiency air filtration (CRHEAF) 
humidistat was inadequate in that the test failed to identify that the humidity switch was wired incorrectly and would 
not function to control humidity below 70 percent. The operator's failure to perform a required surveillance, which 
would have detected the design error, was an example of a cross-cutting issue in human performance. This issue was 
more than minor because the "B" CRHEAF system was returned to service and declared operable prior to the licensee 
discovering the problem, similar to example 5.b. in Appendix E of Manual Chapter 0612. The issue had very low safety 
significance because only the radiological barrier function provided for the control room was affected and the issue 
screened to Green in Phase 1 of the Significance Determination Process. The failure to correctly translate the design to 
the as-built configuration and check the adequacy of the design by a suitable test was a non-cited violation of 10 CFR 
50, Appendix B, Criterion III, "Design Control." (Section 1R19)  
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Past corrective actions, procedures and actions to trend flow channel performance not timely to preserve flow-
biased APRM scram function when "A" flow converter failed due to age related degradation. 
Green: The A reactor protection system (RPS) channel flow-biased APRM scram function was inoperable because of a 
failure of the "A" flow converter FC-Z7a due to age related degradation. The scram function was lost because the 
licensee failed to establish adequate preventative maintenance practices following the age related failure of the 
redundant flow converter in 1997. Further, procedures and trending of flow converter performance was inadequate to 
assure timely action could be taken in response to a failing transmitter on October 2 to preserve the safety function. The 
ineffective corrective actions were an example of a cross-cutting issue in problem resolution. This issue is more than 
minor because it affected the Mitigating system cornerstone objective that the APRM scram preclude plant operation in 
minimum flow area of power flow map. The finding had very low safety significance since an automatic scram and 
operator manual action would have mitigated a power instability event. The failure to take the actions within the time-
frame specified in T.S. Table 3.1.1. for the inoperable Flow Biased APRM scram function, was considered a non-cited 
violation. (Section 1R22)  
Inspection Report# : 2002007(pdf)  
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Barrier Integrity 

Significance:  Jan 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures, Resulting in a Control Rod Mis-Positioning During Surveillance Testing. 
A non-cited violation of 10CFR50, Appendix B, Criterion V, was identified for a failure to follow a surveillance test 
procedure for control rod timing that resulted in a control rod being left in the wrong position. This finding is greater 
than minor because, if left uncorrected, it could lead to reactivity control issues that can result in core thermal limits 
being exceeded. This finding affected the Barrier Integrity cornerstone. This finding was of very low significance 
(Green) because issues affecting the fuel barrier screen to Green in Phase 1 of the Significance Determination Process 
for Reactor At-Power Situations. (Section 4OA2.b(2))  
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Error on MPR Caused MSIVs to Close and Reactor Scram on May 19 
An operator manipulated the incorrect main control board (MCB) switch, which resulted in the automatic closure of the 
main steam isolation valves and shutdown of the reactor on May 19, 2002. The inspector identified a non-cited 
violation of Technical Specification 5.4.1.a because the operator failed to properly implement procedure 2.1.1, "Startup 
from Shutdown," by failing to properly operate the pressure regulating system, maintain the required MPR setpoint, 
and heed the procedure caution. The finding is more than minor because it led to a plant trip. This human performance 
error was determined by a phase 3 risk analysis to be of very low safety significance because the reactor decay heat was 
low, the operators could recover the main condenser as the normal heat sink, and mitigating systems were available 
following the shutdown. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Tagout Resulted in Inadvertent Drain Of Reactor Vessel on April 27, 2003 
An inadequate tagout restoration resulted in an unintended drain path from the reactor vessel on April 27, 2003. The 
inspector identified a non-cited violation of Technical Specification 5.4.1.a because the operators failed to properly 
implement Section 6.2.10 of procedure 1.4.5, "PNPS Tagging Procedure," by failing to ensure appropriate restoration 
positions and sequences were specified. The loss of reactor water level is an issue that is more than minor because it is 
a precursor to a more significant event, the loss of shutdown cooling. The finding did not degrade the licensee's ability 
to terminate the leak path or recover decay heat removal, if lost. Because the loss of level was less than 24 inches, the 
finding was determined to be of very low safety significance (Green) when assessed in accordance with MC 0609, 
Appendix G. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Test Procedure Resulted in Inadvertent Reactor Vessel Drain Event on May 9, 2003. 
A non-cited violation of Technical Specification 5.4.1.a occurred because a test procedure for testing emergency power 
sources was not adequate. This resulted in the inadvertent drain down of the reactor vessel through the automatic 
depressurization system (ADS) valves to the torus on May 9, 2003. The procedure failed to establish initial plant 
conditions or conditions to inhibit the ADS to prevent a drain down of the reactor vessel through the ADS valves. The 
loss of reactor water level is an issue that is more than minor because it is a precursor to a more significant event, the 
loss of shutdown cooling. The finding did not degrade the licensee's ability to terminate the leak path, recover decay 
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heat removal, if lost, or impact the ability to establish a heat removal path to the suppression pool. Because the loss of 
level was less than 24 inches, the finding was determined to be of very low safety significance (Green) when assessed 
in accordance with MC 0609, Appendix G. 
Inspection Report# : 2003006(pdf)  

Mitigating Systems 

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Failed to Assure RWM Operable for Startup 
The rod worth minimizer (RWM) was bypassed when the control rods were being withdrawn on February 27, 2003. 
The issue occurred because the operators failed to follow procedure 2.1.1 for plant startup and failed to assure the 
RWM was operable when taking the reactor critical. This issue was more than minor because a system used to protect a 
safety barrier (fuel cladding) was not operable. The finding is of very low safety significance because a second licensed 
operator was present per Technical Specification (TS) 3.3.F to verify control rod movement was in accordance with the 
banked position withdrawal sequence. The operator errors were examples of a cross-cutting issue in human 
performance. The failure to follow procedure 2.1.1 was a licensee-Identified, non-cited violation of Technical 
Specification 5.4.1. 
Inspection Report# : 2003004(pdf)  

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Shutdown Cooling Resulted in Vessel Drain Down 
An inadequate procedure used to control the residual heat removal (RHR) system resulted in the unintended decrease of 
reactor vessel level with the plant in cold shutdown on February 23. The combination of an inadequate procedure 
controls for the RHR minimum flow valve and inadequate operator procedure use caused vessel level to decrease about 
21 inches. The finding is greater than minor because a loss of reactor level can be viewed as a precursor to a more 
significant event, the loss of shutdown cooling. The issue had very low safety significance when evaluated in the 
Significance Determination Process because the level decrease was less than 24 inches. The failure to provide adequate 
procedures was a non-cited violation of 10CFR 50 Appendix B, Criterion V, "Instructions, Procedures, and Drawings."
Inspection Report# : 2003004(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Maintenance error resulted in the unplanned loss of all X-page rod position indication (about 60% of the all 
control rods) for approximately 13.5 hours. 
Green. The licensee failed to properly isolate and check for voltage during maintenance on the rod position information 
system (RPIS) X-page 28V power supply. The maintenance error resulted in the unplanned loss of rod position 
indication for about 60% of the control rods (all X-page rods) for about 13.5 hours. The momentary short on the power 
supply further resulted in a momentary loss of the Y2 vital AC bus, and resulted minor perturbations in plant 
conditions. The failure to properly isolate the equipment prior to performing maintenance was an example of a cross-
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cutting issue in human performance. The issue was more than minor because the lack of rod position information 
affects the ability of the operator to verify the controls rod position and to make a timely determination that the reactor 
is shutdown following a scram. The issue had very low safety significance because the failure of RPIS alone does not 
affect the safety function of the control rods to shutdown the reactor. (Section 1R13)  
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate post maintenance test failed to identify that the replacement of the "B" control room high efficiency 
air filtration (CRHEAF) humidity switch was wired incorrectly. 
Green. The post maintenance test for the replacement of the "B" control room high efficiency air filtration (CRHEAF) 
humidistat was inadequate in that the test failed to identify that the humidity switch was wired incorrectly and would 
not function to control humidity below 70 percent. The operator's failure to perform a required surveillance, which 
would have detected the design error, was an example of a cross-cutting issue in human performance. This issue was 
more than minor because the "B" CRHEAF system was returned to service and declared operable prior to the licensee 
discovering the problem, similar to example 5.b. in Appendix E of Manual Chapter 0612. The issue had very low safety 
significance because only the radiological barrier function provided for the control room was affected and the issue 
screened to Green in Phase 1 of the Significance Determination Process. The failure to correctly translate the design to 
the as-built configuration and check the adequacy of the design by a suitable test was a non-cited violation of 10 CFR 
50, Appendix B, Criterion III, "Design Control." (Section 1R19)  
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Past corrective actions, procedures and actions to trend flow channel performance not timely to preserve flow-
biased APRM scram function when "A" flow converter failed due to age related degradation. 
Green: The A reactor protection system (RPS) channel flow-biased APRM scram function was inoperable because of a 
failure of the "A" flow converter FC-Z7a due to age related degradation. The scram function was lost because the 
licensee failed to establish adequate preventative maintenance practices following the age related failure of the 
redundant flow converter in 1997. Further, procedures and trending of flow converter performance was inadequate to 
assure timely action could be taken in response to a failing transmitter on October 2 to preserve the safety function. The 
ineffective corrective actions were an example of a cross-cutting issue in problem resolution. This issue is more than 
minor because it affected the Mitigating system cornerstone objective that the APRM scram preclude plant operation in 
minimum flow area of power flow map. The finding had very low safety significance since an automatic scram and 
operator manual action would have mitigated a power instability event. The failure to take the actions within the time-
frame specified in T.S. Table 3.1.1. for the inoperable Flow Biased APRM scram function, was considered a non-cited 
violation. (Section 1R22)  
Inspection Report# : 2002007(pdf)  

Barrier Integrity 

Significance:  Jan 31, 2003 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures, Resulting in a Control Rod Mis-Positioning During Surveillance Testing. 
A non-cited violation of 10CFR50, Appendix B, Criterion V, was identified for a failure to follow a surveillance test 
procedure for control rod timing that resulted in a control rod being left in the wrong position. This finding is greater 
than minor because, if left uncorrected, it could lead to reactivity control issues that can result in core thermal limits 
being exceeded. This finding affected the Barrier Integrity cornerstone. This finding was of very low significance 
(Green) because issues affecting the fuel barrier screen to Green in Phase 1 of the Significance Determination Process 
for Reactor At-Power Situations. (Section 4OA2.b(2))  
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Last modified : September 04, 2003 

Page 4 of 42Q/2003 Inspection Findings - Pilgrim 1

10/08/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\PILG\pilg_pim.html



Pilgrim 1 
3Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Error on MPR Caused MSIVs to Close and Reactor Scram on May 19 
An operator manipulated the incorrect main control board (MCB) switch, which resulted in the automatic closure of the 
main steam isolation valves and shutdown of the reactor on May 19, 2002. The inspector identified a non-cited 
violation of Technical Specification 5.4.1.a because the operator failed to properly implement procedure 2.1.1, "Startup 
from Shutdown," by failing to properly operate the pressure regulating system, maintain the required MPR setpoint, 
and heed the procedure caution. The finding is more than minor because it led to a plant trip. This human performance 
error was determined by a phase 3 risk analysis to be of very low safety significance because the reactor decay heat was 
low, the operators could recover the main condenser as the normal heat sink, and mitigating systems were available 
following the shutdown. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Tagout Resulted in Inadvertent Drain Of Reactor Vessel on April 27, 2003 
An inadequate tagout restoration resulted in an unintended drain path from the reactor vessel on April 27, 2003. The 
inspector identified a non-cited violation of Technical Specification 5.4.1.a because the operators failed to properly 
implement Section 6.2.10 of procedure 1.4.5, "PNPS Tagging Procedure," by failing to ensure appropriate restoration 
positions and sequences were specified. The loss of reactor water level is an issue that is more than minor because it is 
a precursor to a more significant event, the loss of shutdown cooling. The finding did not degrade the licensee's ability 
to terminate the leak path or recover decay heat removal, if lost. Because the loss of level was less than 24 inches, the 
finding was determined to be of very low safety significance (Green) when assessed in accordance with MC 0609, 
Appendix G. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Test Procedure Resulted in Inadvertent Reactor Vessel Drain Event on May 9, 2003. 
A non-cited violation of Technical Specification 5.4.1.a occurred because a test procedure for testing emergency power 
sources was not adequate. This resulted in the inadvertent drain down of the reactor vessel through the automatic 
depressurization system (ADS) valves to the torus on May 9, 2003. The procedure failed to establish initial plant 
conditions or conditions to inhibit the ADS to prevent a drain down of the reactor vessel through the ADS valves. The 
loss of reactor water level is an issue that is more than minor because it is a precursor to a more significant event, the 
loss of shutdown cooling. The finding did not degrade the licensee's ability to terminate the leak path, recover decay 
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heat removal, if lost, or impact the ability to establish a heat removal path to the suppression pool. Because the loss of 
level was less than 24 inches, the finding was determined to be of very low safety significance (Green) when assessed 
in accordance with MC 0609, Appendix G. 
Inspection Report# : 2003006(pdf)  

Mitigating Systems 

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Failed to Assure RWM Operable for Startup 
The rod worth minimizer (RWM) was bypassed when the control rods were being withdrawn on February 27, 2003. 
The issue occurred because the operators failed to follow procedure 2.1.1 for plant startup and failed to assure the 
RWM was operable when taking the reactor critical. This issue was more than minor because a system used to protect a 
safety barrier (fuel cladding) was not operable. The finding is of very low safety significance because a second licensed 
operator was present per Technical Specification (TS) 3.3.F to verify control rod movement was in accordance with the 
banked position withdrawal sequence. The operator errors were examples of a cross-cutting issue in human 
performance. The failure to follow procedure 2.1.1 was a licensee-Identified, non-cited violation of Technical 
Specification 5.4.1. 
Inspection Report# : 2003004(pdf)  

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Shutdown Cooling Resulted in Vessel Drain Down 
An inadequate procedure used to control the residual heat removal (RHR) system resulted in the unintended decrease of 
reactor vessel level with the plant in cold shutdown on February 23. The combination of an inadequate procedure 
controls for the RHR minimum flow valve and inadequate operator procedure use caused vessel level to decrease about 
21 inches. The finding is greater than minor because a loss of reactor level can be viewed as a precursor to a more 
significant event, the loss of shutdown cooling. The issue had very low safety significance when evaluated in the 
Significance Determination Process because the level decrease was less than 24 inches. The failure to provide adequate 
procedures was a non-cited violation of 10CFR 50 Appendix B, Criterion V, "Instructions, Procedures, and Drawings."
Inspection Report# : 2003004(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Maintenance error resulted in the unplanned loss of all X-page rod position indication (about 60% of the all 
control rods) for approximately 13.5 hours. 
Green. The licensee failed to properly isolate and check for voltage during maintenance on the rod position information 
system (RPIS) X-page 28V power supply. The maintenance error resulted in the unplanned loss of rod position 
indication for about 60% of the control rods (all X-page rods) for about 13.5 hours. The momentary short on the power 
supply further resulted in a momentary loss of the Y2 vital AC bus, and resulted minor perturbations in plant 
conditions. The failure to properly isolate the equipment prior to performing maintenance was an example of a cross-
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cutting issue in human performance.  
 
The issue was more than minor because the lack of rod position information affects the ability of the operator to verify 
the controls rod position and to make a timely determination that the reactor is shutdown following a scram. The issue 
had very low safety significance because the failure of RPIS alone does not affect the safety function of the control rods 
to shutdown the reactor. (Section 1R13)  
 
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate post maintenance test failed to identify that the replacement of the "B" control room high efficiency 
air filtration (CRHEAF) humidity switch was wired incorrectly. 
Green. The post maintenance test for the replacement of the "B" control room high efficiency air filtration (CRHEAF) 
humidistat was inadequate in that the test failed to identify that the humidity switch was wired incorrectly and would 
not function to control humidity below 70 percent. The operator's failure to perform a required surveillance, which 
would have detected the design error, was an example of a cross-cutting issue in human performance.  
 
This issue was more than minor because the "B" CRHEAF system was returned to service and declared operable prior 
to the licensee discovering the problem, similar to example 5.b. in Appendix E of Manual Chapter 0612. The issue had 
very low safety significance because only the radiological barrier function provided for the control room was affected 
and the issue screened to Green in Phase 1 of the Significance Determination Process. The failure to correctly translate 
the design to the as-built configuration and check the adequacy of the design by a suitable test was a non-cited violation 
of 10 CFR 50, Appendix B, Criterion III, "Design Control." (Section 1R19)  
 
Inspection Report# : 2002007(pdf)  

Significance:  Dec 28, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Past corrective actions, procedures and actions to trend flow channel performance not timely to preserve flow-
biased APRM scram function when "A" flow converter failed due to age related degradation. 
Green: The A reactor protection system (RPS) channel flow-biased APRM scram function was inoperable because of a 
failure of the "A" flow converter FC-Z7a due to age related degradation. The scram function was lost because the 
licensee failed to establish adequate preventative maintenance practices following the age related failure of the 
redundant flow converter in 1997. Further, procedures and trending of flow converter performance was inadequate to 
assure timely action could be taken in response to a failing transmitter on October 2 to preserve the safety function. The 
ineffective corrective actions were an example of a cross-cutting issue in problem resolution.  
 
This issue is more than minor because it affected the Mitigating system cornerstone objective that the APRM scram 
preclude plant operation in minimum flow area of power flow map. The finding had very low safety significance since 
an automatic scram and operator manual action would have mitigated a power instability event. The failure to take the 
actions within the time-frame specified in T.S. Table 3.1.1. for the inoperable Flow Biased APRM scram function, was 
considered a non-cited violation. (Section 1R22)  
 
Inspection Report# : 2002007(pdf)  
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Barrier Integrity 

Significance:  Jan 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures, Resulting in a Control Rod Mis-Positioning During Surveillance Testing. 
A non-cited violation of 10CFR50, Appendix B, Criterion V, was identified for a failure to follow a surveillance test 
procedure for control rod timing that resulted in a control rod being left in the wrong position.  
 
This finding is greater than minor because, if left uncorrected, it could lead to reactivity control issues that can result in 
core thermal limits being exceeded. This finding affected the Barrier Integrity cornerstone. This finding was of very 
low significance (Green) because issues affecting the fuel barrier screen to Green in Phase 1 of the Significance 
Determination Process for Reactor At-Power Situations. (Section 4OA2.b(2))  
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Significance:  Dec 01, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of the B Reactor Recirculation Pump due to human performance error 
Green. A human performance error resulted in the inadvertent trip of the B reactor recirculation pump and subsequent 
plant transient and constituted a non-cited violation of Technical Specification 5.4.1, "Procedures." The failure to 
implement a maintenance procedure is a example of a contributing cause in the cross cutting area of human 
performance.  
 
Inspection Report# : 2003011(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Error on MPR Caused MSIVs to Close and Reactor Scram on May 19 
An operator manipulated the incorrect main control board (MCB) switch, which resulted in the automatic closure of the 
main steam isolation valves and shutdown of the reactor on May 19, 2002. The inspector identified a non-cited 
violation of Technical Specification 5.4.1.a because the operator failed to properly implement procedure 2.1.1, "Startup 
from Shutdown," by failing to properly operate the pressure regulating system, maintain the required MPR setpoint, 
and heed the procedure caution. The finding is more than minor because it led to a plant trip. This human performance 
error was determined by a phase 3 risk analysis to be of very low safety significance because the reactor decay heat was 
low, the operators could recover the main condenser as the normal heat sink, and mitigating systems were available 
following the shutdown. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Tagout Resulted in Inadvertent Drain Of Reactor Vessel on April 27, 2003 
An inadequate tagout restoration resulted in an unintended drain path from the reactor vessel on April 27, 2003. The 
inspector identified a non-cited violation of Technical Specification 5.4.1.a because the operators failed to properly 
implement Section 6.2.10 of procedure 1.4.5, "PNPS Tagging Procedure," by failing to ensure appropriate restoration 
positions and sequences were specified. The loss of reactor water level is an issue that is more than minor because it is 
a precursor to a more significant event, the loss of shutdown cooling. The finding did not degrade the licensee's ability 
to terminate the leak path or recover decay heat removal, if lost. Because the loss of level was less than 24 inches, the 
finding was determined to be of very low safety significance (Green) when assessed in accordance with MC 0609, 
Appendix G. 
Inspection Report# : 2003006(pdf)  
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Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Test Procedure Resulted in Inadvertent Reactor Vessel Drain Event on May 9, 2003. 
A non-cited violation of Technical Specification 5.4.1.a occurred because a test procedure for testing emergency power 
sources was not adequate. This resulted in the inadvertent drain down of the reactor vessel through the automatic 
depressurization system (ADS) valves to the torus on May 9, 2003. The procedure failed to establish initial plant 
conditions or conditions to inhibit the ADS to prevent a drain down of the reactor vessel through the ADS valves. The 
loss of reactor water level is an issue that is more than minor because it is a precursor to a more significant event, the 
loss of shutdown cooling. The finding did not degrade the licensee's ability to terminate the leak path, recover decay 
heat removal, if lost, or impact the ability to establish a heat removal path to the suppression pool. Because the loss of 
level was less than 24 inches, the finding was determined to be of very low safety significance (Green) when assessed 
in accordance with MC 0609, Appendix G. 
Inspection Report# : 2003006(pdf)  

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Procedures for Shutdown Cooling Resulted in Vessel Drain Down 
An inadequate procedure used to control the residual heat removal (RHR) system resulted in the unintended decrease of 
reactor vessel level with the plant in cold shutdown on February 23. The combination of an inadequate procedure 
controls for the RHR minimum flow valve and inadequate operator procedure use caused vessel level to decrease about 
21 inches. The finding is greater than minor because a loss of reactor level can be viewed as a precursor to a more 
significant event, the loss of shutdown cooling. The issue had very low safety significance when evaluated in the 
Significance Determination Process because the level decrease was less than 24 inches. The failure to provide adequate 
procedures was a non-cited violation of 10CFR 50 Appendix B, Criterion V, "Instructions, Procedures, and Drawings."
Inspection Report# : 2003004(pdf)  

Mitigating Systems 

Significance:  Aug 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures Caused HPCI to be Inoperable for Maintenance for 3 days 
Green. The failure to provide adequate guidance in HPCI maintenance procedures resulted in the HPCI system being 
inoperable for repairs for about 3 days during plant operations. This issue constitutes a self-revealing finding of very 
low safety significance (Green) and a non-cited violation of Technical Specification (TS) 5.4, "Procedures." The failure 
to adequately incorporate operating experience in maintenance procedures is an example of a contributing cause in the 
cross-cutting area of problem resolution. 
Inspection Report# : 2003011(pdf)  

Significance:  Jul 31, 2003 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Inadequate diagnostic and indicating instrumentation was provided to the operators for post-fire shutdown 
outside the control room, contrary to requirements of license condition 2.F, Fire Protection. 
The inspectors identified a non-cited violation of License Condition 2.F, Fire  
Protection, because the diagnostic and indicating instrumentation provided to the  
operators for post-fire shutdown outside the control room were inadequate for the  
operator to determine that actions were necessary, or that the manual action had  
caused the intended function to occur. The procedure for shutdown outside the control  
room called for evaluation of drywell temperature history prior to restoring the ‘B’ train of  
the reactor building closed cooling water system. This is due to the potential for high  
drywell temperatures to cause boiling, and voiding, in the non-essential loop of the  
reactor building closed cooling water system. The void collapse on subsequent starting  
of the system pump, could cause damage to the ‘B’ train piping system, rendering it  
unavailable for use. No protected train of drywell temperature instrumentation was  
provided for use in the post-fire operating environment. In addition, the instructions for  
operating motor control center (MCC) contactors manually at the MCC referred to the  
use of clamp-on ammeters to determine when valve motion had been completed, but no  
such ammeters were provided for use by the operators.  
The finding was considered more than minor, in that the issue was associated with the  
protection against external factors attribute of the Mitigating Systems cornerstone, and it  
affects the cornerstone objective. The mitigating systems cornerstone objective was  
affected because the finding adversely impacted the ability of the operators to achieve  
and maintain safe shutdown conditions in the event that a plant shutdown from outside  
the control room due to a fire was required. The finding was evaluated using IMC 0609,  
Appendix A, “Significance Determination of Reactor Inspection Findings for At-Power  
Situations.” The inspectors determined the finding does not represent a design or  
qualification deficiency, or an actual loss of safety function for either internal or external  
initiating events. Therefore, the inspectors concluded that the finding was of very low  
safety significance. (Section 1RO5.8) 
Inspection Report# : 2003005(pdf)  

Significance:  Mar 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Failed to Assure RWM Operable for Startup 
The rod worth minimizer (RWM) was bypassed when the control rods were being withdrawn on February 27, 2003. 
The issue occurred because the operators failed to follow procedure 2.1.1 for plant startup and failed to assure the 
RWM was operable when taking the reactor critical. This issue was more than minor because a system used to protect a 
safety barrier (fuel cladding) was not operable. The finding is of very low safety significance because a second licensed 
operator was present per Technical Specification (TS) 3.3.F to verify control rod movement was in accordance with the 
banked position withdrawal sequence. The operator errors were examples of a cross-cutting issue in human 
performance. The failure to follow procedure 2.1.1 was a licensee-Identified, non-cited violation of Technical 
Specification 5.4.1. 
Inspection Report# : 2003004(pdf)  

Barrier Integrity 
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Significance:  Jan 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures, Resulting in a Control Rod Mis-Positioning During Surveillance Testing. 
A non-cited violation of 10CFR50, Appendix B, Criterion V, was identified for a failure to follow a surveillance test 
procedure for control rod timing that resulted in a control rod being left in the wrong position.  
 
This finding is greater than minor because, if left uncorrected, it could lead to reactivity control issues that can result in 
core thermal limits being exceeded. This finding affected the Barrier Integrity cornerstone. This finding was of very 
low significance (Green) because issues affecting the fuel barrier screen to Green in Phase 1 of the Significance 
Determination Process for Reactor At-Power Situations. (Section 4OA2.b(2))  
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Jan 31, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Acceptable Corrective Action Program 
Identification and Resolution of Problems  
 
Based on the sample selected for review, the inspection team concluded that the implementation of the corrective action 
program at Pilgrim was adequate. In general, personnel identified problems at an appropriate threshold and initiated a 
Condition Report (CR) to enter them into the corrective action program. Audits and self-assessments identified adverse 
conditions and negative trends, and the results were entered into the corrective action program.  
 
The licensee’s evaluations were generally adequate to reasonably identify the causes of problems and provide for 
corrective actions. However, the team identified some instances in which the evaluations were not thorough or timely. 
These evaluations, some of which were associated with Category “A” CRs, were not sufficiently detailed to address all 

Page 4 of 54Q/2003 Inspection Findings - Pilgrim 1

04/22/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\PILG\pilg_pim.html



underlying issues. One instance, regarding a failure to follow a procedure that resulted in a control rod being left in the 
wrong position, was determined to be a finding of very low safety significance (Green). The finding was also 
determined to be a violation of NRC requirements. 
Inspection Report# : 2003003(pdf)  

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

Initiating Events 

Significance:  Dec 01, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of the B Reactor Recirculation Pump due to human performance error 
Green. A human performance error resulted in the inadvertent trip of the B reactor recirculation pump and subsequent plant transient and 
constituted a non-cited violation of Technical Specification 5.4.1, "Procedures." The failure to implement a maintenance procedure is a 
example of a contributing cause in the cross cutting area of human performance.  
 
Inspection Report# : 2003011(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Operator Error on MPR Caused MSIVs to Close and Reactor Scram on May 19 
An operator manipulated the incorrect main control board (MCB) switch, which resulted in the automatic closure of the main steam isolation 
valves and shutdown of the reactor on May 19, 2002. The inspector identified a non-cited violation of Technical Specification 5.4.1.a because 
the operator failed to properly implement procedure 2.1.1, "Startup from Shutdown," by failing to properly operate the pressure regulating 
system, maintain the required MPR setpoint, and heed the procedure caution. The finding is more than minor because it led to a plant trip. This 
human performance error was determined by a phase 3 risk analysis to be of very low safety significance because the reactor decay heat was 
low, the operators could recover the main condenser as the normal heat sink, and mitigating systems were available following the shutdown. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Tagout Resulted in Inadvertent Drain Of Reactor Vessel on April 27, 2003 
An inadequate tagout restoration resulted in an unintended drain path from the reactor vessel on April 27, 2003. The inspector identified a non-
cited violation of Technical Specification 5.4.1.a because the operators failed to properly implement Section 6.2.10 of procedure 1.4.5, "PNPS 
Tagging Procedure," by failing to ensure appropriate restoration positions and sequences were specified. The loss of reactor water level is an 
issue that is more than minor because it is a precursor to a more significant event, the loss of shutdown cooling. The finding did not degrade the 
licensee's ability to terminate the leak path or recover decay heat removal, if lost. Because the loss of level was less than 24 inches, the finding 
was determined to be of very low safety significance (Green) when assessed in accordance with MC 0609, Appendix G. 
Inspection Report# : 2003006(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Test Procedure Resulted in Inadvertent Reactor Vessel Drain Event on May 9, 2003. 
A non-cited violation of Technical Specification 5.4.1.a occurred because a test procedure for testing emergency power sources was not 
adequate. This resulted in the inadvertent drain down of the reactor vessel through the automatic depressurization system (ADS) valves to the 
torus on May 9, 2003. The procedure failed to establish initial plant conditions or conditions to inhibit the ADS to prevent a drain down of the 
reactor vessel through the ADS valves. The loss of reactor water level is an issue that is more than minor because it is a precursor to a more 
significant event, the loss of shutdown cooling. The finding did not degrade the licensee's ability to terminate the leak path, recover decay heat 
removal, if lost, or impact the ability to establish a heat removal path to the suppression pool. Because the loss of level was less than 24 inches, 
the finding was determined to be of very low safety significance (Green) when assessed in accordance with MC 0609, Appendix G. 
Inspection Report# : 2003006(pdf)  
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Mitigating Systems 

Significance:  Aug 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures Caused HPCI to be Inoperable for Maintenance for 3 days 
Green. The failure to provide adequate guidance in HPCI maintenance procedures resulted in the HPCI system being inoperable for repairs for 
about 3 days during plant operations. This issue constitutes a self-revealing finding of very low safety significance (Green) and a non-cited 
violation of Technical Specification (TS) 5.4, "Procedures." The failure to adequately incorporate operating experience in maintenance 
procedures is an example of a contributing cause in the cross-cutting area of problem resolution. 
Inspection Report# : 2003011(pdf)  

Significance:  Jul 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate diagnostic and indicating instrumentation was provided to the operators for post-fire shutdown outside the control room, 
contrary to requirements of license condition 2.F, Fire Protection. 
The inspectors identified a non-cited violation of License Condition 2.F, Fire  
Protection, because the diagnostic and indicating instrumentation provided to the  
operators for post-fire shutdown outside the control room were inadequate for the  
operator to determine that actions were necessary, or that the manual action had  
caused the intended function to occur. The procedure for shutdown outside the control  
room called for evaluation of drywell temperature history prior to restoring the ‘B’ train of  
the reactor building closed cooling water system. This is due to the potential for high  
drywell temperatures to cause boiling, and voiding, in the non-essential loop of the  
reactor building closed cooling water system. The void collapse on subsequent starting  
of the system pump, could cause damage to the ‘B’ train piping system, rendering it  
unavailable for use. No protected train of drywell temperature instrumentation was  
provided for use in the post-fire operating environment. In addition, the instructions for  
operating motor control center (MCC) contactors manually at the MCC referred to the  
use of clamp-on ammeters to determine when valve motion had been completed, but no  
such ammeters were provided for use by the operators.  
The finding was considered more than minor, in that the issue was associated with the  
protection against external factors attribute of the Mitigating Systems cornerstone, and it  
affects the cornerstone objective. The mitigating systems cornerstone objective was  
affected because the finding adversely impacted the ability of the operators to achieve  
and maintain safe shutdown conditions in the event that a plant shutdown from outside  
the control room due to a fire was required. The finding was evaluated using IMC 0609,  
Appendix A, “Significance Determination of Reactor Inspection Findings for At-Power  
Situations.” The inspectors determined the finding does not represent a design or  
qualification deficiency, or an actual loss of safety function for either internal or external  
initiating events. Therefore, the inspectors concluded that the finding was of very low  
safety significance. (Section 1RO5.8) 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Significance:  Mar 06, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Maintenance Workers Did Not Adequately Evaluate Use of an Electrical Insulating Blanket Over Exposed Relays 
A self-revealing finding of very low safety significance was identified because maintenance workers conducting trouble shooting did not adequately 
evaluate the potential consequence of installing an electrical insulating blanket over exposed relays. This led to the inadvertent trip of a motor generator 
and plant transient on March 6, 2004.  
 
The finding is greater than minor because it is associated with the human performance attribute of the initiating event cornerstone and adversely affects 
the cornerstone objective; it upset plant stability and caused a plant transient. The finding is of very low safety significance because the finding did not 
increase the likelihood of a primary or secondary loss of coolant accident, did not contribute to the likelihood of both a reactor trip and loss of mitigating 
equipment, and did not increase the frequency of a fire or flood. Additionally, the overpower condition remained within the safety analysis and was 
below the automatic reactor trip setpoint. No violation of regulatory requirements occurred.  
 
A contributing cause of this finding relates to the cross-cutting area of human performance in that maintenance workers during trouble shooting 
activities did not adequately evaluate the possible consequence of installing an electrical insulating blanket over the exposed relays. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 01, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of the B Reactor Recirculation Pump due to human performance error 
A human performance error resulted in the inadvertent trip of the B reactor recirculation pump and subsequent plant transient and constituted a non-
cited violation of Technical Specification 5.4.1, "Procedures."  
 
This finding is greater than minor because it had an actual impact on plant stability by causing an unanticipated power reduction. The finding is not 
greater than very low safety significance because it did not increase the likelihood of a fire, flood, or LOCA; nor did it result in both the likelihood of a 
reactor trip and the likelihood that mitigating equipment or functions would not be available.  
 
A contributing cause of this finding was related to the cross cutting area of human performance. Instrument and Control technicians did not properly 
implemement a maintenance procedure. 
Inspection Report# : 2003011(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Bussmann Fuses Affecting High Pressure Coolant Injection 
A very low safety significance self-revealing non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified because Entergy did not promptly 
identify a condition adverse to quality. Specifically, Entergy performed a limited review of Bussmann fuse problems in the industry and at Pilgrim 
station following failed 125 vdc Bussmann control power fuses that impacted the high pressure coolant injection (HPCI) system components in July 
2002 and October 2003. As a result, Entergy did not assure that faulty Bussmann fuses would not be used in safety related systems at Pilgrim and did 
not identify, prior to February 2004, that the industry reported manufacturing problems with Bussmann fuses. The HPCI system was found inoperable 
on February 26, 2004, due to a faulty Bussmann fuse in the control power circuit for the HPCI gland seal condensate pump.  
 
The finding is greater than minor since it is associated with Mitigating System Equipment and because it affected the associated cornerstone objective. 
The finding had very low safety significance when evaluated in a significance determination process (SDP) Phase 2 analysis, which determined that for 
the individual system failures when HPCI operability was impacted, the inoperability lasted less than 3 days which was much less than the technical 
specification allowed outage time of 14 days.  
 
A contributing cause of this finding is related to the cross cutting area of problem identification and resolution. Entergy did not adequately take 
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corrective actions in response to industry operating experience to preclude the recurrence of a significant condition adverse to quality associated with 
Bussmann fuses. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 05, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Plant Personnel Did Not Perform Adequate Trouble Shooting Activities on a Degraded Residual Heat Removal System Motor-Operated Valve
A self-revealing finding of very low safety significance was identified because on December 5, 2003, plant personnel did not perform trouble shooting 
activities on a degraded residual heat removal system motor-operated valve (MO-1001-7D), in accordance with the station's trouble shooting procedure. 
Specifically, maintenance workers did not adequately consider potential latent failures and as a result did not adequately diagnose the extent of the 
valve's degraded condition. During post maintenance testing, significant additional damage to the valve's motor and associated thermal overload heaters 
occurred causing additional unnecessary unavailability for the D train of the residual heat removal system.  
 
The finding is greater than minor because it is associated with the equipment performance attribute of the mitigating system cornerstone and adversely 
affects the cornerstone objective; it resulted in the valve being inoperable and unnecessarily increased the unavailability of the D train of the residual 
heat removal system. The finding is of very low safety significance because the residual heat removal system's safety functions were not lost and the D 
train was not inoperable for more than the Technical Specification allowed outage time. No violation of regulatory requirements occurred.  
 
A contributing cause of the finding relates to the human performance cross-cutting area in that plant personnel conducting trouble shooting did not 
adequately consider potential latent failures during trouble shooting activities as prescribed in the station's trouble shooting procedure. 
Inspection Report# : 2004002(pdf)  

Significance:  Aug 29, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Implement Adequate Procedures Caused HPCI to be Inoperable for Maintenance for 3 days 
The failure to provide adequate guidance in HPCI maintenance procedures resulted in the HPCI system being inoperable for repairs for about 3 days 
during plant operations. This issue constitutes a self-revealing finding of very low safety significance and a non-cited violation of Technical 
Specification (TS) 5.4, "Procedures."  
 
The finding was greater than minor because it was associated with the equipment performance attribute of the mitigating systems cornerstone objective. 
The finding was assessed by a Significance Determination Process Phase 3 analysis to be of very low safety significance. The Phase 3 analysis 
determined that the change in core damage frequency for this finding was 9.3E-8 per year.  
 
A contributing cause of the finding is related to the cross cutting area of problem identification and resolution. The maintenance procedures for the 
HPCI maintenance did not adequately incorporate operating experience. 
Inspection Report# : 2003011(pdf)  

Significance:  Jul 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate diagnostic and indicating instrumentation was provided to the operators for post-fire shutdown outside the control room, contrary 
to requirements of license condition 2.F, Fire Protection. 
The inspectors identified a non-cited violation of License Condition 2.F, Fire Protection, because the diagnostic and indicating instrumentation provided 
to the operators for post-fire shutdown outside the control room were inadequate for the operator to determine that actions were necessary, or that the 
manual action had caused the intended function to occur. The procedure for shutdown outside the control room called for evaluation of drywell 
temperature history prior to restoring the ‘B’ train of the reactor building closed cooling water system. This is due to the potential for high drywell 
temperatures to cause boiling, and voiding, in the non-essential loop of the reactor building closed cooling water system. The void collapse on 
subsequent starting of the system pump, could cause damage to the ‘B’ train piping system, rendering it unavailable for use. No protected train of 
drywell temperature instrumentation was  
provided for use in the post-fire operating environment. In addition, the instructions for operating motor control center (MCC) contactors manually at 
the MCC referred to the use of clamp-on ammeters to determine when valve motion had been completed, but no such ammeters were provided for use 
by the operators.  
 
The finding was considered more than minor, in that the issue was associated with the protection against external factors attribute of the Mitigating 
Systems cornerstone, and it affects the cornerstone objective. The mitigating systems cornerstone objective was affected because the finding adversely 
impacted the ability of the operators to achieve and maintain safe shutdown conditions in the event that a plant shutdown from outside the control room 
due to a fire was required. The finding was evaluated using IMC 0609, Appendix A, “Significance Determination of Reactor Inspection Findings for At-
Power Situations.” The inspectors determined the finding does not represent a design or qualification deficiency, or an actual loss of safety function for 
either internal or external initiating events. Therefore, the inspectors concluded that the finding was of very low safety significance. 
Inspection Report# : 2003005(pdf)  
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Pilgrim 1 
3Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 06, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Maintenance Workers Did Not Adequately Evaluate Use of an Electrical Insulating Blanket Over Exposed Relays 
A self-revealing finding of very low safety significance was identified because maintenance workers conducting trouble shooting did not 
adequately evaluate the potential consequence of installing an electrical insulating blanket over exposed relays. This led to the inadvertent trip 
of a motor generator and plant transient on March 6, 2004.  
 
The finding is greater than minor because it is associated with the human performance attribute of the initiating event cornerstone and 
adversely affects the cornerstone objective; it upset plant stability and caused a plant transient. The finding is of very low safety significance 
because the finding did not increase the likelihood of a primary or secondary loss of coolant accident, did not contribute to the likelihood of 
both a reactor trip and loss of mitigating equipment, and did not increase the frequency of a fire or flood. Additionally, the overpower condition 
remained within the safety analysis and was below the automatic reactor trip setpoint. No violation of regulatory requirements occurred.  
 
A contributing cause of this finding relates to the cross-cutting area of human performance in that maintenance workers during trouble shooting 
activities did not adequately evaluate the possible consequence of installing an electrical insulating blanket over the exposed relays. 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 01, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadvertent Trip of the B Reactor Recirculation Pump due to human performance error 
A human performance error resulted in the inadvertent trip of the B reactor recirculation pump and subsequent plant transient and constituted a 
non-cited violation of Technical Specification 5.4.1, "Procedures."  
 
This finding is greater than minor because it had an actual impact on plant stability by causing an unanticipated power reduction. The finding is 
not greater than very low safety significance because it did not increase the likelihood of a fire, flood, or LOCA; nor did it result in both the 
likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not be available.  
 
A contributing cause of this finding was related to the cross cutting area of human performance. Instrument and Control technicians did not 
properly implemement a maintenance procedure. 
Inspection Report# : 2003011(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Bussmann Fuses Affecting High Pressure Coolant Injection 
A very low safety significance self-revealing non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified because Entergy did not 
promptly identify a condition adverse to quality. Specifically, Entergy performed a limited review of Bussmann fuse problems in the industry 
and at Pilgrim station following failed 125 vdc Bussmann control power fuses that impacted the high pressure coolant injection (HPCI) system 
components in July 2002 and October 2003. As a result, Entergy did not assure that faulty Bussmann fuses would not be used in safety related 
systems at Pilgrim and did not identify, prior to February 2004, that the industry reported manufacturing problems with Bussmann fuses. The 
HPCI system was found inoperable on February 26, 2004, due to a faulty Bussmann fuse in the control power circuit for the HPCI gland seal 
condensate pump.  
 
The finding is greater than minor since it is associated with Mitigating System Equipment and because it affected the associated cornerstone 
objective. The finding had very low safety significance when evaluated in a significance determination process (SDP) Phase 2 analysis, which 
determined that for the individual system failures when HPCI operability was impacted, the inoperability lasted less than 3 days which was 
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much less than the technical specification allowed outage time of 14 days.  
 
A contributing cause of this finding is related to the cross cutting area of problem identification and resolution. Entergy did not adequately take 
corrective actions in response to industry operating experience to preclude the recurrence of a significant condition adverse to quality 
associated with Bussmann fuses. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 05, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Plant Personnel Did Not Perform Adequate Trouble Shooting Activities on a Degraded Residual Heat Removal System Motor-
Operated Valve 
A self-revealing finding of very low safety significance was identified because on December 5, 2003, plant personnel did not perform trouble 
shooting activities on a degraded residual heat removal system motor-operated valve (MO-1001-7D), in accordance with the station's trouble 
shooting procedure. Specifically, maintenance workers did not adequately consider potential latent failures and as a result did not adequately 
diagnose the extent of the valve's degraded condition. During post maintenance testing, significant additional damage to the valve's motor and 
associated thermal overload heaters occurred causing additional unnecessary unavailability for the D train of the residual heat removal system. 
 
The finding is greater than minor because it is associated with the equipment performance attribute of the mitigating system cornerstone and 
adversely affects the cornerstone objective; it resulted in the valve being inoperable and unnecessarily increased the unavailability of the D 
train of the residual heat removal system. The finding is of very low safety significance because the residual heat removal system's safety 
functions were not lost and the D train was not inoperable for more than the Technical Specification allowed outage time. No violation of 
regulatory requirements occurred.  
 
A contributing cause of the finding relates to the human performance cross-cutting area in that plant personnel conducting trouble shooting did 
not adequately consider potential latent failures during trouble shooting activities as prescribed in the station's trouble shooting procedure. 
Inspection Report# : 2004002(pdf)  
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Pilgrim 1 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 06, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Maintenance Workers Did Not Adequately Evaluate Use of an Electrical Insulating Blanket Over Exposed Relays 
A self-revealing finding of very low safety significance was identified because maintenance workers conducting trouble shooting did not 
adequately evaluate the potential consequence of installing an electrical insulating blanket over exposed relays. This led to the inadvertent trip 
of a motor generator and plant transient on March 6, 2004.  
 
The finding is greater than minor because it is associated with the human performance attribute of the initiating event cornerstone and 
adversely affects the cornerstone objective; it upset plant stability and caused a plant transient. The finding is of very low safety significance 
because the finding did not increase the likelihood of a primary or secondary loss of coolant accident, did not contribute to the likelihood of 
both a reactor trip and loss of mitigating equipment, and did not increase the frequency of a fire or flood. Additionally, the overpower condition 
remained within the safety analysis and was below the automatic reactor trip setpoint. No violation of regulatory requirements occurred.  
 
A contributing cause of this finding relates to the cross-cutting area of human performance in that maintenance workers during trouble shooting 
activities did not adequately evaluate the possible consequence of installing an electrical insulating blanket over the exposed relays. 
Inspection Report# : 2004002(pdf)  

Mitigating Systems 

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately translate design basis minimum SSW Pump Well Level to Technical Specs. 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee failed to 
establish adequate measures to assure that the design basis minimum water level in each salt service water (SSW) system pump well of the 
intake structure was correctly translated into the Technical Specifications and SSW System Operating Procedures.  
 
This issue was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objectives of ensuring the availability, reliability, and capability of systems and components that respond to initiating 
events. Specifically, the lower level specified for ensuring SSW system operability had the potential to affect the capability of the SSW system 
to perform its safety-related function under worst case design basis loss of coolant accident (DBA-LOCA) conditions. The issue screened as 
very low safety significance (Green) in Phase I of the SDP, because it was a design deficiency that was not found to result in a loss of function. 
The team did not identify any examples where the minimum water level in the pump wells of the Intake Structure was less than design basis 
minimum water level.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, although inconsistencies between the Updated Final Safety Analysis Report (UFSAR) and the SSW design basis document (DBD) 
regarding the SSW pump minimum water levels relative to mean sea level (msl) were identified during the DBD development process and 
during previous SSW assessments, these issues were not appropriately resolved. (Section 1R21.2) 
Inspection Report# : 2004008(pdf)  

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate program for station battery test control 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee's station 
battery test program lacked adequate provisions to assure that all testing prerequisites were met and to assure that the available test equipment 
was adequately used for three cycles of Technical Specification (TS) required surveillance testing of the 125V A & B station batteries and the 
250V station battery.  
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The finding was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Procedure Quality and 
affected the objective of ensuring availability, reliability, and capability of systems needed to respond to initiating events. Specifically, the lack 
of procedure quality and detail led to repetitive instances where battery testing was not completed without error. The issue screened as very low 
safety significance (Green) in Phase I of the SDP, because it was a procedure quality issue that did not result in a loss of function since the 
capacity margin in the design of the batteries has enabled the licensee to perform engineering evaluations for the incorrectly performed testing 
and demonstrate operability.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, the licensee reviewed each of these events narrowly, determined that each was an isolated case and failed to identify the adverse trend of 
procedure inadequacies that contributed to the repetitive events. (Section 1R21.3)  
 
Inspection Report# : 2004008(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design information on standby gas treatment system not translated into operating procedures 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, of very low safety significance was identified 
because Entergy did not adequately translate design information, associated with the maximum allowable leak rate from the standby gas 
treatment (SBGT) control air system, into the station's operating and alarm response procedures. As a result, Entergy did not have information 
readily available to recognize that leakage from the "B" train SBGT control air system rendered the "B" train of SBGTS inoperable while the 
"A" train of SBGTS was removed from service for planned maintenance.  
 
The issue is more than minor because it is associated with the Maintain Functionality of Containment-Design Control attribute and affected the 
Mitigating System cornerstone objective to provide reasonable assurance that the containment can protect the public from radio nuclide 
releases caused by accidents. Specifically, for approximately 14 hours, neither the "A" nor "B" train of SBGTS was able to perform its safety 
function for the required 30-day post accident mission time. The finding is of very low safety significance when evaluated in the significance 
determination process because the B train of SBGT was always available when the A train was unavailable for service due to maintenance and 
could have functioned for a considerable portion of the 30-day mission time.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, in that Entergy did not generate 
a CR or perform a formal operability evaluation when station staff suspected a "B" train SBGT control air system leak prior to performing 
maintenance on the "A" train of SBGTS.  
 
Inspection Report# : 2004005(pdf)  

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Bussmann Fuses Affecting High Pressure Coolant Injection 
A very low safety significance self-revealing non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified because Entergy did not 
promptly identify a condition adverse to quality. Specifically, Entergy performed a limited review of Bussmann fuse problems in the industry 
and at Pilgrim station following failed 125 vdc Bussmann control power fuses that impacted the high pressure coolant injection (HPCI) system 
components in July 2002 and October 2003. As a result, Entergy did not assure that faulty Bussmann fuses would not be used in safety related 
systems at Pilgrim and did not identify, prior to February 2004, that the industry reported manufacturing problems with Bussmann fuses. The 
HPCI system was found inoperable on February 26, 2004, due to a faulty Bussmann fuse in the control power circuit for the HPCI gland seal 
condensate pump.  
 
The finding is greater than minor since it is associated with Mitigating System Equipment and because it affected the associated cornerstone 
objective. The finding had very low safety significance when evaluated in a significance determination process (SDP) Phase 2 analysis, which 
determined that for the individual system failures when HPCI operability was impacted, the inoperability lasted less than 3 days which was 
much less than the technical specification allowed outage time of 14 days.  
 
A contributing cause of this finding is related to the cross cutting area of problem identification and resolution. Entergy did not adequately take 
corrective actions in response to industry operating experience to preclude the recurrence of a significant condition adverse to quality 
associated with Bussmann fuses. 
Inspection Report# : 2004004(pdf)  

Significance:  May 12, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Plant Personnel Did Not Perform Adequate Trouble Shooting Activities on a Degraded Residual Heat Removal System Motor-
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Operated Valve 
A self-revealing finding of very low safety significance was identified because on December 5, 2003, plant personnel did not perform trouble 
shooting activities on a degraded residual heat removal system motor-operated valve (MO-1001-7D), in accordance with the station's trouble 
shooting procedure. Specifically, maintenance workers did not adequately consider potential latent failures and as a result did not adequately 
diagnose the extent of the valve's degraded condition. During post maintenance testing, significant additional damage to the valve's motor and 
associated thermal overload heaters occurred causing additional unnecessary unavailability for the D train of the residual heat removal system. 
 
The finding is greater than minor because it is associated with the equipment performance attribute of the mitigating system cornerstone and 
adversely affects the cornerstone objective; it resulted in the valve being inoperable and unnecessarily increased the unavailability of the D 
train of the residual heat removal system. The finding is of very low safety significance because the residual heat removal system's safety 
functions were not lost and the D train was not inoperable for more than the Technical Specification allowed outage time. No violation of 
regulatory requirements occurred.  
 
A contributing cause of the finding relates to the human performance cross-cutting area in that plant personnel conducting trouble shooting did 
not adequately consider potential latent failures during trouble shooting activities as prescribed in the station's trouble shooting procedure. 
Inspection Report# : 2004002(pdf)  
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Pilgrim 1 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instructions provided to maintain the SBODG operable after a loss of power to its auxiliary equipment were not adequate 
A self-revealing finding of very low safety significance, that constitutes a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not develop adequate instructions for the operation of the station blackout diesel generator following a loss of power to 
auxiliary equipment. On January 23, 2005, during an actual loss of power to auxiliary equipment, when operators followed the instructions to 
manually start the station blackout diesel generator to ensure the availability of the station blackout diesel generator, the station blackout diesel 
generator did not start.  
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System Cornerstone. The finding 
affects the cornerstone objective to ensure the availability and reliability of systems used to respond to initiating events to prevent undesirable 
consequences because the Station Blackout Diesel Generator (SBODG) was not available to provide electrical power to its buses when it failed 
to start. The finding is of very low safety significance because the station blackout diesel generator was unavailable for less than twenty-four 
hours and both emergency diesel generators and one off-site power supply remained available throughout the event. This finding has been 
entered into Entergy's corrective action program 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy did not implement procedure for a disabled annunciator fr the SBODG 
A self revealing finding of very low safety significance, that constituted a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not implement the requirements of procedure 2.3.1, "General Action For Alarm Response and Annunciator Control." In 
September 2004, Entergy did not implement compensatory measures as required by procedure 2.3.1 for a disabled annunciator associated with 
the SBODG lockout relay. The lack of a compensatory measure for the disabled annunciator contributed to the operations staff not resetting the 
lockout relay following a trip of the SBODG on January 23, 2005, and led to the subsequent failure to start during a post maintenance test on 
January 24, 2005, unnecessarily increasing the unavailability of the SBODG.  
 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Plant Operators Did Not Adequately Perform a Prerequisite in a EDG Surveillance Procedure 
A self-revealing finding of very low safety significance, that constituted a non-cited violation (NCV) of Technical Specification 5.4.1, was 
identified because operations personnel did not adequately implement surveillance procedure 8.9.1 during testing of the B emergency diesel 
generator. Operations personnel did not adequately perform a prerequisite step in the procedure to verify that no tag outs were in place which 
would prohibit performance of the surveillance. As a result, on January 29, 2005, a tag out in place on a portion of the air start system resulted 
in the trip of the B emergency diesel generator during the surveillance. 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately translate design basis minimum SSW Pump Well Level to Technical Specs. 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee failed to 
establish adequate measures to assure that the design basis minimum water level in each salt service water (SSW) system pump well of the 
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intake structure was correctly translated into the Technical Specifications and SSW System Operating Procedures.  
 
This issue was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objectives of ensuring the availability, reliability, and capability of systems and components that respond to initiating 
events. Specifically, the lower level specified for ensuring SSW system operability had the potential to affect the capability of the SSW system 
to perform its safety-related function under worst case design basis loss of coolant accident (DBA-LOCA) conditions. The issue screened as 
very low safety significance (Green) in Phase I of the SDP, because it was a design deficiency that was not found to result in a loss of function. 
The team did not identify any examples where the minimum water level in the pump wells of the Intake Structure was less than design basis 
minimum water level.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, although inconsistencies between the Updated Final Safety Analysis Report (UFSAR) and the SSW design basis document (DBD) 
regarding the SSW pump minimum water levels relative to mean sea level (msl) were identified during the DBD development process and 
during previous SSW assessments, these issues were not appropriately resolved. (Section 1R21.2) 
Inspection Report# : 2004008(pdf)  

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate program for station battery test control 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee's station 
battery test program lacked adequate provisions to assure that all testing prerequisites were met and to assure that the available test equipment 
was adequately used for three cycles of Technical Specification (TS) required surveillance testing of the 125V A & B station batteries and the 
250V station battery.  
 
The finding was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Procedure Quality and 
affected the objective of ensuring availability, reliability, and capability of systems needed to respond to initiating events. Specifically, the lack 
of procedure quality and detail led to repetitive instances where battery testing was not completed without error. The issue screened as very low 
safety significance (Green) in Phase I of the SDP, because it was a procedure quality issue that did not result in a loss of function since the 
capacity margin in the design of the batteries has enabled the licensee to perform engineering evaluations for the incorrectly performed testing 
and demonstrate operability.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, the licensee reviewed each of these events narrowly, determined that each was an isolated case and failed to identify the adverse trend of 
procedure inadequacies that contributed to the repetitive events. (Section 1R21.3)  
 
Inspection Report# : 2004008(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design information on standby gas treatment system not translated into operating procedures 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, of very low safety significance was identified 
because Entergy did not adequately translate design information, associated with the maximum allowable leak rate from the standby gas 
treatment (SBGT) control air system, into the station's operating and alarm response procedures. As a result, Entergy did not have information 
readily available to recognize that leakage from the "B" train SBGT control air system rendered the "B" train of SBGTS inoperable while the 
"A" train of SBGTS was removed from service for planned maintenance.  
 
The issue is more than minor because it is associated with the Maintain Functionality of Containment-Design Control attribute and affected the 
Mitigating System cornerstone objective to provide reasonable assurance that the containment can protect the public from radio nuclide 
releases caused by accidents. Specifically, for approximately 14 hours, neither the "A" nor "B" train of SBGTS was able to perform its safety 
function for the required 30-day post accident mission time. The finding is of very low safety significance when evaluated in the significance 
determination process because the B train of SBGT was always available when the A train was unavailable for service due to maintenance and 
could have functioned for a considerable portion of the 30-day mission time.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, in that Entergy did not generate 
a CR or perform a formal operability evaluation when station staff suspected a "B" train SBGT control air system leak prior to performing 
maintenance on the "A" train of SBGTS.  
 
Inspection Report# : 2004005(pdf)  

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
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Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for Bussmann Fuses Affecting High Pressure Coolant Injection 
A very low safety significance self-revealing non-cited violation (NCV) of 10 CFR 50 Criterion XVI was identified because Entergy did not 
promptly identify a condition adverse to quality. Specifically, Entergy performed a limited review of Bussmann fuse problems in the industry 
and at Pilgrim station following failed 125 vdc Bussmann control power fuses that impacted the high pressure coolant injection (HPCI) system 
components in July 2002 and October 2003. As a result, Entergy did not assure that faulty Bussmann fuses would not be used in safety related 
systems at Pilgrim and did not identify, prior to February 2004, that the industry reported manufacturing problems with Bussmann fuses. The 
HPCI system was found inoperable on February 26, 2004, due to a faulty Bussmann fuse in the control power circuit for the HPCI gland seal 
condensate pump.  
 
The finding is greater than minor since it is associated with Mitigating System Equipment and because it affected the associated cornerstone 
objective. The finding had very low safety significance when evaluated in a significance determination process (SDP) Phase 2 analysis, which 
determined that for the individual system failures when HPCI operability was impacted, the inoperability lasted less than 3 days which was 
much less than the technical specification allowed outage time of 14 days.  
 
A contributing cause of this finding is related to the cross cutting area of problem identification and resolution. Entergy did not adequately take 
corrective actions in response to industry operating experience to preclude the recurrence of a significant condition adverse to quality 
associated with Bussmann fuses. 
Inspection Report# : 2004004(pdf)  

Significance:  May 12, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Plant Personnel Did Not Perform Adequate Trouble Shooting Activities on a Degraded Residual Heat Removal System Motor-
Operated Valve 
A self-revealing finding of very low safety significance was identified because on December 5, 2003, plant personnel did not perform trouble 
shooting activities on a degraded residual heat removal system motor-operated valve (MO-1001-7D), in accordance with the station's trouble 
shooting procedure. Specifically, maintenance workers did not adequately consider potential latent failures and as a result did not adequately 
diagnose the extent of the valve's degraded condition. During post maintenance testing, significant additional damage to the valve's motor and 
associated thermal overload heaters occurred causing additional unnecessary unavailability for the D train of the residual heat removal system. 
 
The finding is greater than minor because it is associated with the equipment performance attribute of the mitigating system cornerstone and 
adversely affects the cornerstone objective; it resulted in the valve being inoperable and unnecessarily increased the unavailability of the D 
train of the residual heat removal system. The finding is of very low safety significance because the residual heat removal system's safety 
functions were not lost and the D train was not inoperable for more than the Technical Specification allowed outage time. No violation of 
regulatory requirements occurred.  
 
A contributing cause of the finding relates to the human performance cross-cutting area in that plant personnel conducting trouble shooting did 
not adequately consider potential latent failures during trouble shooting activities as prescribed in the station's trouble shooting procedure. 
Inspection Report# : 2004002(pdf)  
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Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Instructions provided to maintain the SBODG operable after a loss of power to its auxiliary equipment were not adequate 
A self-revealing finding of very low safety significance, that constitutes a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not develop adequate instructions for the operation of the station blackout diesel generator following a loss of power to 
auxiliary equipment. On January 23, 2005, during an actual loss of power to auxiliary equipment, when operators followed the instructions to 
manually start the station blackout diesel generator to ensure the availability of the station blackout diesel generator, the station blackout diesel 
generator did not start.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System Cornerstone. The finding 
affects the cornerstone objective to ensure the availability and reliability of systems used to respond to initiating events to prevent undesirable 
consequences because the Station Blackout Diesel Generator (SBODG) was not available to provide electrical power to its buses when it failed 
to start. The finding is of very low safety significance because the station blackout diesel generator was unavailable for less than twenty-four 
hours and both emergency diesel generators and one off-site power supply remained available throughout the event. This finding has been 
entered into Entergy's corrective action program  
 
A contributing cause of the finding relates to corrective action subcategory of the cross-cutting area of problem identification and resolution. 
Specifically, the procedure changes made as a part of the licensee's corrective actions to address a failure of the station blackout diesel 
generator to start following a loss of power to auxiliary equipment in 1997, did not address the underlying cause identified, that being the 
failure of the shaft driven lube oil pump to re-pressurize the lube oil header to the required pressure within the required time. (1RO1) 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Entergy did not implement procedure for a disabled annunciator for the SBODG 
A self revealing finding of very low safety significance, that constituted a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not implement the requirements of procedure 2.3.1, "General Action For Alarm Response and Annunciator Control." In 
September 2004, Entergy did not implement compensatory measures as required by procedure 2.3.1 for a disabled annunciator associated with 
the SBODG lockout relay. The lack of a compensatory measure for the disabled annunciator contributed to the operations staff not resetting the 
lockout relay following a trip of the SBODG on January 23, 2005, and led to the subsequent failure to start during a post maintenance test on 
January 24, 2005, unnecessarily increasing the unavailability of the SBODG.  
 
The finding is more than minor because it is associated with the configuration control attribute of the Mitigating System cornerstone and affects 
the cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences. The finding is of very low safety significance because the SBODG, a non-technical specification system was unavailable for less 
than 24 hours. Additionally both emergency diesel generators and one means of off-site power remained available. This finding has been 
entered into Entergy's corrective action program.  
 
A contributing cause of the finding relates to organizational subcategory of the cross-cutting area of human performance. Entergy neither 
performed the work to correct the failed annunciator nor established a means to compensate for the failed annunciator until it could be repaired. 
(Section 1R16)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
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Item Type: NCV NonCited Violation 
Plant Operators Did Not Adequately Perform a Prerequisite in a EDG Surveillance Procedure 
A self-revealing finding of very low safety significance, that constituted a non-cited violation (NCV) of Technical Specification 5.4.1, was 
identified because operations personnel did not adequately implement surveillance procedure 8.9.1 during testing of the B emergency diesel 
generator. Operations personnel did not adequately perform a prerequisite step in the procedure to verify that no tag outs were in place which 
would prohibit performance of the surveillance. As a result, on January 29, 2005, a tag out in place on a portion of the air start system resulted 
in the trip of the B emergency diesel generator during the surveillance.  
 
The finding is more than minor because it is associated with the human performance attribute - human error pre-event and affects the 
Mitigating System cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. The finding is of very low safety significance because the emergency diesel generator was not inoperable 
for more than half the allowed outage time.  
 
A contributing cause of the finding relates to the personnel subcategory of the cross cutting area of human performance. Operators did not 
adequately verify procedure prerequisite 7.(9) prior to commencing the surveillance test. (Section 1R19)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 03, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action for Bussmann Fuses 
Entergy's corrective actions were untimely, in that faulty Bussmann fuses which had caused an inoperable condition on HPCI in February 2004 
were not replaced and caused another unplanned HPCI inoperable condition in February 2005. Entergy did not take timely action to establish 
the extent of affected fuses, determine priorities for replacement, and replace the faulty fuses. The team determined that this represented a self-
revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI of very low safety significance (Green).  
 
This finding was more than minor, because it is associated with the equipment performance attribute of the Mitigating System Cornerstone and 
adversely affected the cornerstone objective of assuring the availability and reliability of systems that respond to initiating events. The finding 
was determined to be of very low safety significance based on a Phase 3 SDP determination.  
 
This finding was associated with the cross-cutting area of problem identification and resolution (PI&R).  
 
 
Inspection Report# : 2005006(pdf)  

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately translate design basis minimum SSW Pump Well Level to Technical Specs. 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee failed to 
establish adequate measures to assure that the design basis minimum water level in each salt service water (SSW) system pump well of the 
intake structure was correctly translated into the Technical Specifications and SSW System Operating Procedures.  
 
This issue was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objectives of ensuring the availability, reliability, and capability of systems and components that respond to initiating 
events. Specifically, the lower level specified for ensuring SSW system operability had the potential to affect the capability of the SSW system 
to perform its safety-related function under worst case design basis loss of coolant accident (DBA-LOCA) conditions. The issue screened as 
very low safety significance (Green) in Phase I of the SDP, because it was a design deficiency that was not found to result in a loss of function. 
The team did not identify any examples where the minimum water level in the pump wells of the Intake Structure was less than design basis 
minimum water level.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, although inconsistencies between the Updated Final Safety Analysis Report (UFSAR) and the SSW design basis document (DBD) 
regarding the SSW pump minimum water levels relative to mean sea level (msl) were identified during the DBD development process and 
during previous SSW assessments, these issues were not appropriately resolved. (Section 1R21.2) 
Inspection Report# : 2004008(pdf)  

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate program for station battery test control 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee's station 
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battery test program lacked adequate provisions to assure that all testing prerequisites were met and to assure that the available test equipment 
was adequately used for three cycles of Technical Specification (TS) required surveillance testing of the 125V A & B station batteries and the 
250V station battery.  
 
The finding was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Procedure Quality and 
affected the objective of ensuring availability, reliability, and capability of systems needed to respond to initiating events. Specifically, the lack 
of procedure quality and detail led to repetitive instances where battery testing was not completed without error. The issue screened as very low 
safety significance (Green) in Phase I of the SDP, because it was a procedure quality issue that did not result in a loss of function since the 
capacity margin in the design of the batteries has enabled the licensee to perform engineering evaluations for the incorrectly performed testing 
and demonstrate operability.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, the licensee reviewed each of these events narrowly, determined that each was an isolated case and failed to identify the adverse trend of 
procedure inadequacies that contributed to the repetitive events. (Section 1R21.3)  
 
Inspection Report# : 2004008(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Design information on standby gas treatment system not translated into operating procedures 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion III, Design Control, of very low safety significance was identified 
because Entergy did not adequately translate design information, associated with the maximum allowable leak rate from the standby gas 
treatment (SBGT) control air system, into the station's operating and alarm response procedures. As a result, Entergy did not have information 
readily available to recognize that leakage from the "B" train SBGT control air system rendered the "B" train of SBGTS inoperable while the 
"A" train of SBGTS was removed from service for planned maintenance.  
 
The issue is more than minor because it is associated with the Maintain Functionality of Containment-Design Control attribute and affected the 
Mitigating System cornerstone objective to provide reasonable assurance that the containment can protect the public from radio nuclide 
releases caused by accidents. Specifically, for approximately 14 hours, neither the "A" nor "B" train of SBGTS was able to perform its safety 
function for the required 30-day post accident mission time. The finding is of very low safety significance when evaluated in the significance 
determination process because the B train of SBGT was always available when the A train was unavailable for service due to maintenance and 
could have functioned for a considerable portion of the 30-day mission time.  
 
A contributing cause of this finding is related to the cross-cutting area of problem identification and resolution, in that Entergy did not generate 
a CR or perform a formal operability evaluation when station staff suspected a "B" train SBGT control air system leak prior to performing 
maintenance on the "A" train of SBGTS.  
 
Inspection Report# : 2004005(pdf)  
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Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Mar 03, 2005 
Identified By: NRC 
Item Type: FIN Finding 
2005 PI&R Overall Corrective Action Program Summary 
The team determined that Entergy was generally effective at identifying problems and placing them in the corrective action program (CAP). 
Once entered into the system, these items were screened and prioritized in a timely manner using established criteria, and they were properly 
evaluated commensurate with their safety significance. Overall, the evaluations reasonably identified the causes of the problem, assessed the 
extent of condition, and developed appropriate corrective actions. Corrective actions were typically implemented in a timely manner, but the 
team found that in one case, corrective actions were not timely and did not prevent recurrence; this resulted in a finding. The team found that 
Entergy's self-assessments and audits were self-critical and consistent with the team's observations.  
 
Inspection Report# : 2005006(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Aug 02, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain and observe controls to prevent injection of cold gaseous or liquid nitrogen into containment. 
A finding of very low safety significance which constituted a non-cited violation (NCV) of NRC requirements was identified by the inspector. 
Entergy personnel did not ensure that the temperature of nitrogen gas added (makeup) to the drywell/torus was not less than 70 degrees 
Fahrenheit, as required by procedure 8.A.1. The finding is more than minor because it could be reasonably viewed as a precursor to a 
significant event and if left uncorrected the finding could become a more significant safety concern. The finding impacted both the reactor 
safety mitigating system and barrier integrity cornerstones and adversely effects the cornerstones' attributes of human performance, procedure 
quality, and design control. The finding, evaluated using the Significance Determination Process (MC-0609), was determined to be of very low 
safety significance based on engineering judgement that the torus and/or drywell structure was not degraded or in a failed condition. Causes 
contributing to the finding relate to the cross-cutting areas of human performance and problem identification and resolution. Specifically, 
personnel did not follow procedure requirements to ensure nitrogen temperature was at least 70 F nor did personnel identify procedure 
deficiencies via the corrective action process. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Instructions provided to maintain the SBODG operable after a loss of power to its auxiliary equipment were not adequate 
A self-revealing finding of very low safety significance, that constitutes a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not develop adequate instructions for the operation of the station blackout diesel generator following a loss of power to 
auxiliary equipment. On January 23, 2005, during an actual loss of power to auxiliary equipment, when operators followed the instructions to 
manually start the station blackout diesel generator to ensure the availability of the station blackout diesel generator, the station blackout diesel 
generator did not start.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System Cornerstone. The finding 
affects the cornerstone objective to ensure the availability and reliability of systems used to respond to initiating events to prevent undesirable 
consequences because the Station Blackout Diesel Generator (SBODG) was not available to provide electrical power to its buses when it failed 
to start. The finding is of very low safety significance because the station blackout diesel generator was unavailable for less than twenty-four 
hours and both emergency diesel generators and one off-site power supply remained available throughout the event. This finding has been 
entered into Entergy's corrective action program  
 
A contributing cause of the finding relates to corrective action subcategory of the cross-cutting area of problem identification and resolution. 
Specifically, the procedure changes made as a part of the licensee's corrective actions to address a failure of the station blackout diesel 
generator to start following a loss of power to auxiliary equipment in 1997, did not address the underlying cause identified, that being the 
failure of the shaft driven lube oil pump to re-pressurize the lube oil header to the required pressure within the required time. (1RO1) 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Entergy did not implement procedure for a disabled annunciator for the SBODG 
A self revealing finding of very low safety significance, that constituted a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not implement the requirements of procedure 2.3.1, "General Action For Alarm Response and Annunciator Control." In 
September 2004, Entergy did not implement compensatory measures as required by procedure 2.3.1 for a disabled annunciator associated with 
the SBODG lockout relay. The lack of a compensatory measure for the disabled annunciator contributed to the operations staff not resetting the 
lockout relay following a trip of the SBODG on January 23, 2005, and led to the subsequent failure to start during a post maintenance test on 
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January 24, 2005, unnecessarily increasing the unavailability of the SBODG.  
 
The finding is more than minor because it is associated with the configuration control attribute of the Mitigating System cornerstone and affects 
the cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences. The finding is of very low safety significance because the SBODG, a non-technical specification system was unavailable for less 
than 24 hours. Additionally both emergency diesel generators and one means of off-site power remained available. This finding has been 
entered into Entergy's corrective action program.  
 
A contributing cause of the finding relates to organizational subcategory of the cross-cutting area of human performance. Entergy neither 
performed the work to correct the failed annunciator nor established a means to compensate for the failed annunciator until it could be repaired. 
(Section 1R16)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Plant Operators Did Not Adequately Perform a Prerequisite in a EDG Surveillance Procedure 
A self-revealing finding of very low safety significance, that constituted a non-cited violation (NCV) of Technical Specification 5.4.1, was 
identified because operations personnel did not adequately implement surveillance procedure 8.9.1 during testing of the B emergency diesel 
generator. Operations personnel did not adequately perform a prerequisite step in the procedure to verify that no tag outs were in place which 
would prohibit performance of the surveillance. As a result, on January 29, 2005, a tag out in place on a portion of the air start system resulted 
in the trip of the B emergency diesel generator during the surveillance.  
 
The finding is more than minor because it is associated with the human performance attribute - human error pre-event and affects the 
Mitigating System cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. The finding is of very low safety significance because the emergency diesel generator was not inoperable 
for more than half the allowed outage time.  
 
A contributing cause of the finding relates to the personnel subcategory of the cross cutting area of human performance. Operators did not 
adequately verify procedure prerequisite 7.(9) prior to commencing the surveillance test. (Section 1R19)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 03, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action for Bussmann Fuses 
Entergy's corrective actions were untimely, in that faulty Bussmann fuses which had caused an inoperable condition on HPCI in February 2004 
were not replaced and caused another unplanned HPCI inoperable condition in February 2005. Entergy did not take timely action to establish 
the extent of affected fuses, determine priorities for replacement, and replace the faulty fuses. The team determined that this represented a self-
revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI of very low safety significance (Green).  
 
This finding was more than minor, because it is associated with the equipment performance attribute of the Mitigating System Cornerstone and 
adversely affected the cornerstone objective of assuring the availability and reliability of systems that respond to initiating events. The finding 
was determined to be of very low safety significance based on a Phase 3 SDP determination.  
 
This finding was associated with the cross-cutting area of problem identification and resolution (PI&R).  
 
 
Inspection Report# : 2005006(pdf)  

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately translate design basis minimum SSW Pump Well Level to Technical Specs. 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, "Design Control," because the licensee failed to 
establish adequate measures to assure that the design basis minimum water level in each salt service water (SSW) system pump well of the 
intake structure was correctly translated into the Technical Specifications and SSW System Operating Procedures.  
 
This issue was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Equipment Performance and 
affected the cornerstone objectives of ensuring the availability, reliability, and capability of systems and components that respond to initiating 
events. Specifically, the lower level specified for ensuring SSW system operability had the potential to affect the capability of the SSW system 
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to perform its safety-related function under worst case design basis loss of coolant accident (DBA-LOCA) conditions. The issue screened as 
very low safety significance (Green) in Phase I of the SDP, because it was a design deficiency that was not found to result in a loss of function. 
The team did not identify any examples where the minimum water level in the pump wells of the Intake Structure was less than design basis 
minimum water level.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, although inconsistencies between the Updated Final Safety Analysis Report (UFSAR) and the SSW design basis document (DBD) 
regarding the SSW pump minimum water levels relative to mean sea level (msl) were identified during the DBD development process and 
during previous SSW assessments, these issues were not appropriately resolved. (Section 1R21.2) 
Inspection Report# : 2004008(pdf)  

Significance:  Dec 03, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate program for station battery test control 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," because the licensee's station 
battery test program lacked adequate provisions to assure that all testing prerequisites were met and to assure that the available test equipment 
was adequately used for three cycles of Technical Specification (TS) required surveillance testing of the 125V A & B station batteries and the 
250V station battery.  
 
The finding was greater than minor because it was associated with the Mitigating Systems Cornerstone attribute of Procedure Quality and 
affected the objective of ensuring availability, reliability, and capability of systems needed to respond to initiating events. Specifically, the lack 
of procedure quality and detail led to repetitive instances where battery testing was not completed without error. The issue screened as very low 
safety significance (Green) in Phase I of the SDP, because it was a procedure quality issue that did not result in a loss of function since the 
capacity margin in the design of the batteries has enabled the licensee to perform engineering evaluations for the incorrectly performed testing 
and demonstrate operability.  
 
The team also identified that a contributing cause of the finding was related to the problem identification and resolution cross-cutting area, in 
that, the licensee reviewed each of these events narrowly, determined that each was an isolated case and failed to identify the adverse trend of 
procedure inadequacies that contributed to the repetitive events. (Section 1R21.3)  
 
Inspection Report# : 2004008(pdf)  
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Significance: SL-III Jul 14, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Inattentive Control Room Supervisor with Wilfull Inappropriate Response by Other Control Room Licensed Staff . 
In a letter dated July 14, 2005, the NRC issued a Severity Level III Notice of Violation and Proposed Imposition of Civil Penalty to Entergy in 
the base amount of $60,000 associated with a Severity Level III problem. The Severity Level III problem involved four violations of NRC 
requirements related to Technical Specification 5.4.1, 10 CFR Part 50 Appendix B, and 10 CFR Part 26. The specific violations involved: (1) a 
Pilgrim control room supervisor sleeping for approximately four minutes in the control room and therefore being neither alert or attentive to his 
duties; (2) a reactor operator observing the sleeping control room supervisor, but deliberately not taking immediate actions to awaken the 
control room supervisor, inform appropriate site personnel and initiate a condition report; (3) a Shift Manager, in careless disregard of 
requirements, although taking some actions, not informing appropriate site personnel and initiating a condition report; and (4) the sleeping 
control room supervisor not being relieved of duty and for-cause Fitness-for-Duty tested. There were no actual safety consequences resulting 
from this event because there were no plant conditions that warranted immediate action. 
Inspection Report# : 2005003(pdf)  

Significance: N/A Mar 03, 2005 
Identified By: NRC 
Item Type: FIN Finding 
2005 PI&R Overall Corrective Action Program Summary 
The team determined that Entergy was generally effective at identifying problems and placing them in the corrective action program (CAP). 
Once entered into the system, these items were screened and prioritized in a timely manner using established criteria, and they were properly 
evaluated commensurate with their safety significance. Overall, the evaluations reasonably identified the causes of the problem, assessed the 
extent of condition, and developed appropriate corrective actions. Corrective actions were typically implemented in a timely manner, but the 
team found that in one case, corrective actions were not timely and did not prevent recurrence; this resulted in a finding. The team found that 
Entergy's self-assessments and audits were self-critical and consistent with the team's observations.  
 
Inspection Report# : 2005006(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Problem Resolution of an Internal Flood Control Deficiency 
The inspector identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." Entergy did not take timely corrective action, 
for a condition adverse to quality identified in August 2004, regarding the missing seals required by plant design drawings to be installed 
around the A residual heat removal (RHR) quadrant floor plugs to minimize potential water intrusion into the RHR quadrant below. Entergy 
entered the issue into the corrective action program and plans to reschedule the required repairs.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, Significance 
Determination Process. The finding was not a design issue, did not result in a loss of a safety function of a mitigating system, and did not 
screen potentially risk significant due to a seismic, flooding, or severe weather initiating event. The finding is more than minor because it 
adversely impacted the Reactor Safety Mitigating System Cornerstone attribute Protection Against External Factors (i.e., flood hazard) and the 
cornerstone objective to ensure the reliability and availability of mitigating systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). A cross-cutting aspect of the finding related to problem identification and resolution, in that completion of 
corrective actions for a condition adverse to quality was not prioritized commensurate with the potential significance of the condition. As a 
result, timely corrective action was not taken to restore the A RHR quadrant floor plugs to their required design configuration. (1R06)  
 
Inspection Report# : 2005005(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Effective Maintenance for the Emergency Lighting System 
The inspector identified that Entergy failed to implement effective maintenance on the emergency lighting system in a manner necessary to 
prevent repeated functional failures from causes which were within the licensee's capability to foresee and prevent. As a result of failures 
predominately due to low battery electrolyte levels and the improper adjustment of the battery charger output voltage, the emergency lighting 
system experienced 20 functional failures in a 36-month period and failed to meet the reliability performance criteria in four of the last five 
years. No violations of regulatory requirements were identified. Entergy placed the emergency lighting system in a(1) status and developed an 
action plan that addressed the lighting deficiencies necessary to restore system reliability and return the system to a(2) status.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, Safety Determination 
Process. The finding was not a design deficiency, did not represent an actual loss of safety function of a mitigating system, and did not screen 
as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The finding is more than minor because it affected 
the reliability objective of the Equipment Performance attribute under the Mitigating System Cornerstone. Portions of the emergency lighting 
system were not available to perform their intended function of supporting operator actions to mitigate the consequences of fires upon loss of 
all other lighting. A cross-cutting aspect of the finding related to problem identification and resolution, in that effective corrective action was 
not taken for the failed emergency lights due to deferral of corrective maintenance and improper maintenance instructions. (1R12)  
 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 02, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain and observe controls to prevent injection of cold gaseous or liquid nitrogen into containment. 
A finding of very low safety significance which constituted a non-cited violation (NCV) of NRC requirements was identified by the inspector. 
Entergy personnel did not ensure that the temperature of nitrogen gas added (makeup) to the drywell/torus was not less than 70 degrees 
Fahrenheit, as required by procedure 8.A.1. The finding is more than minor because it could be reasonably viewed as a precursor to a 
significant event and if left uncorrected the finding could become a more significant safety concern. The finding impacted both the reactor 
safety mitigating system and barrier integrity cornerstones and adversely effects the cornerstones' attributes of human performance, procedure 
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quality, and design control. The finding, evaluated using the Significance Determination Process (MC-0609), was determined to be of very low 
safety significance based on engineering judgement that the torus and/or drywell structure was not degraded or in a failed condition. Causes 
contributing to the finding relate to the cross-cutting areas of human performance and problem identification and resolution. Specifically, 
personnel did not follow procedure requirements to ensure nitrogen temperature was at least 70 F nor did personnel identify procedure 
deficiencies via the corrective action process. 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Instructions provided to maintain the SBODG operable after a loss of power to its auxiliary equipment were not adequate 
A self-revealing finding of very low safety significance, that constitutes a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not develop adequate instructions for the operation of the station blackout diesel generator following a loss of power to 
auxiliary equipment. On January 23, 2005, during an actual loss of power to auxiliary equipment, when operators followed the instructions to 
manually start the station blackout diesel generator to ensure the availability of the station blackout diesel generator, the station blackout diesel 
generator did not start.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating System Cornerstone. The finding 
affects the cornerstone objective to ensure the availability and reliability of systems used to respond to initiating events to prevent undesirable 
consequences because the Station Blackout Diesel Generator (SBODG) was not available to provide electrical power to its buses when it failed 
to start. The finding is of very low safety significance because the station blackout diesel generator was unavailable for less than twenty-four 
hours and both emergency diesel generators and one off-site power supply remained available throughout the event. This finding has been 
entered into Entergy's corrective action program  
 
A contributing cause of the finding relates to corrective action subcategory of the cross-cutting area of problem identification and resolution. 
Specifically, the procedure changes made as a part of the licensee's corrective actions to address a failure of the station blackout diesel 
generator to start following a loss of power to auxiliary equipment in 1997, did not address the underlying cause identified, that being the 
failure of the shaft driven lube oil pump to re-pressurize the lube oil header to the required pressure within the required time. (1RO1) 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Entergy did not implement procedure for a disabled annunciator for the SBODG 
A self revealing finding of very low safety significance, that constituted a non-cited violation of Technical Specification 5.4.1, was identified 
because Entergy did not implement the requirements of procedure 2.3.1, "General Action For Alarm Response and Annunciator Control." In 
September 2004, Entergy did not implement compensatory measures as required by procedure 2.3.1 for a disabled annunciator associated with 
the SBODG lockout relay. The lack of a compensatory measure for the disabled annunciator contributed to the operations staff not resetting the 
lockout relay following a trip of the SBODG on January 23, 2005, and led to the subsequent failure to start during a post maintenance test on 
January 24, 2005, unnecessarily increasing the unavailability of the SBODG.  
 
The finding is more than minor because it is associated with the configuration control attribute of the Mitigating System cornerstone and affects 
the cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences. The finding is of very low safety significance because the SBODG, a non-technical specification system was unavailable for less 
than 24 hours. Additionally both emergency diesel generators and one means of off-site power remained available. This finding has been 
entered into Entergy's corrective action program.  
 
A contributing cause of the finding relates to organizational subcategory of the cross-cutting area of human performance. Entergy neither 
performed the work to correct the failed annunciator nor established a means to compensate for the failed annunciator until it could be repaired. 
(Section 1R16)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Plant Operators Did Not Adequately Perform a Prerequisite in a EDG Surveillance Procedure 
A self-revealing finding of very low safety significance, that constituted a non-cited violation (NCV) of Technical Specification 5.4.1, was 
identified because operations personnel did not adequately implement surveillance procedure 8.9.1 during testing of the B emergency diesel 
generator. Operations personnel did not adequately perform a prerequisite step in the procedure to verify that no tag outs were in place which 
would prohibit performance of the surveillance. As a result, on January 29, 2005, a tag out in place on a portion of the air start system resulted 
in the trip of the B emergency diesel generator during the surveillance.  
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The finding is more than minor because it is associated with the human performance attribute - human error pre-event and affects the 
Mitigating System cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. The finding is of very low safety significance because the emergency diesel generator was not inoperable 
for more than half the allowed outage time.  
 
A contributing cause of the finding relates to the personnel subcategory of the cross cutting area of human performance. Operators did not 
adequately verify procedure prerequisite 7.(9) prior to commencing the surveillance test. (Section 1R19)  
 
Inspection Report# : 2005002(pdf)  

Significance:  Mar 03, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action for Bussmann Fuses 
Entergy's corrective actions were untimely, in that faulty Bussmann fuses which had caused an inoperable condition on HPCI in February 2004 
were not replaced and caused another unplanned HPCI inoperable condition in February 2005. Entergy did not take timely action to establish 
the extent of affected fuses, determine priorities for replacement, and replace the faulty fuses. The team determined that this represented a self-
revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI of very low safety significance (Green).  
 
This finding was more than minor, because it is associated with the equipment performance attribute of the Mitigating System Cornerstone and 
adversely affected the cornerstone objective of assuring the availability and reliability of systems that respond to initiating events. The finding 
was determined to be of very low safety significance based on a Phase 3 SDP determination.  
 
This finding was associated with the cross-cutting area of problem identification and resolution (PI&R).  
 
 
Inspection Report# : 2005006(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: SL-III Jul 14, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Inattentive Control Room Supervisor with Wilfull Inappropriate Response by Other Control Room Licensed Staff .
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In a letter dated July 14, 2005, the NRC issued a Severity Level III Notice of Violation and Proposed Imposition of Civil Penalty to Entergy in 
the base amount of $60,000 associated with a Severity Level III problem. The Severity Level III problem involved four violations of NRC 
requirements related to Technical Specification 5.4.1, 10 CFR Part 50 Appendix B, and 10 CFR Part 26. The specific violations involved: (1) a 
Pilgrim control room supervisor sleeping for approximately four minutes in the control room and therefore being neither alert or attentive to his 
duties; (2) a reactor operator observing the sleeping control room supervisor, but deliberately not taking immediate actions to awaken the 
control room supervisor, inform appropriate site personnel and initiate a condition report; (3) a Shift Manager, in careless disregard of 
requirements, although taking some actions, not informing appropriate site personnel and initiating a condition report; and (4) the sleeping 
control room supervisor not being relieved of duty and for-cause Fitness-for-Duty tested. There were no actual safety consequences resulting 
from this event because there were no plant conditions that warranted immediate action. 
Inspection Report# : 2005003(pdf)  
Inspection Report# : 2005005(pdf)  

Significance: N/A Mar 03, 2005 
Identified By: NRC 
Item Type: FIN Finding 
2005 PI&R Overall Corrective Action Program Summary 
The team determined that Entergy was generally effective at identifying problems and placing them in the corrective action program (CAP). 
Once entered into the system, these items were screened and prioritized in a timely manner using established criteria, and they were properly 
evaluated commensurate with their safety significance. Overall, the evaluations reasonably identified the causes of the problem, assessed the 
extent of condition, and developed appropriate corrective actions. Corrective actions were typically implemented in a timely manner, but the 
team found that in one case, corrective actions were not timely and did not prevent recurrence; this resulted in a finding. The team found that 
Entergy's self-assessments and audits were self-critical and consistent with the team's observations.  
 
Inspection Report# : 2005006(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Problem Resolution of an Internal Flood Control Deficiency 
The inspector identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." Entergy did not take timely corrective action, 
for a condition adverse to quality identified in August 2004, regarding the missing seals required by plant design drawings to be installed 
around the A residual heat removal (RHR) quadrant floor plugs to minimize potential water intrusion into the RHR quadrant below. Entergy 
entered the issue into the corrective action program and plans to reschedule the required repairs.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, Significance 
Determination Process. The finding was not a design issue, did not result in a loss of a safety function of a mitigating system, and did not 
screen potentially risk significant due to a seismic, flooding, or severe weather initiating event. The finding is more than minor because it 
adversely impacted the Reactor Safety Mitigating System Cornerstone attribute Protection Against External Factors (i.e., flood hazard) and the 
cornerstone objective to ensure the reliability and availability of mitigating systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). A cross-cutting aspect of the finding related to problem identification and resolution, in that completion of 
corrective actions for a condition adverse to quality was not prioritized commensurate with the potential significance of the condition. As a 
result, timely corrective action was not taken to restore the A RHR quadrant floor plugs to their required design configuration. (1R06)  
 
Inspection Report# : 2005005(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Effective Maintenance for the Emergency Lighting System 
The inspector identified that Entergy failed to implement effective maintenance on the emergency lighting system in a manner necessary to 
prevent repeated functional failures from causes which were within the licensee's capability to foresee and prevent. As a result of failures 
predominately due to low battery electrolyte levels and the improper adjustment of the battery charger output voltage, the emergency lighting 
system experienced 20 functional failures in a 36-month period and failed to meet the reliability performance criteria in four of the last five 
years. No violations of regulatory requirements were identified. Entergy placed the emergency lighting system in a(1) status and developed an 
action plan that addressed the lighting deficiencies necessary to restore system reliability and return the system to a(2) status.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, Safety Determination 
Process. The finding was not a design deficiency, did not represent an actual loss of safety function of a mitigating system, and did not screen 
as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The finding is more than minor because it affected 
the reliability objective of the Equipment Performance attribute under the Mitigating System Cornerstone. Portions of the emergency lighting 
system were not available to perform their intended function of supporting operator actions to mitigate the consequences of fires upon loss of 
all other lighting. A cross-cutting aspect of the finding related to problem identification and resolution, in that effective corrective action was 
not taken for the failed emergency lights due to deferral of corrective maintenance and improper maintenance instructions. (1R12)  
 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 02, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain and observe controls to prevent injection of cold gaseous or liquid nitrogen into containment. 
A finding of very low safety significance which constituted a non-cited violation (NCV) of NRC requirements was identified by the inspector. 
Entergy personnel did not ensure that the temperature of nitrogen gas added (makeup) to the drywell/torus was not less than 70 degrees 
Fahrenheit, as required by procedure 8.A.1. The finding is more than minor because it could be reasonably viewed as a precursor to a 
significant event and if left uncorrected the finding could become a more significant safety concern. The finding impacted both the reactor 
safety mitigating system and barrier integrity cornerstones and adversely effects the cornerstones' attributes of human performance, procedure 
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quality, and design control. The finding, evaluated using the Significance Determination Process (MC-0609), was determined to be of very low 
safety significance based on engineering judgement that the torus and/or drywell structure was not degraded or in a failed condition. Causes 
contributing to the finding relate to the cross-cutting areas of human performance and problem identification and resolution. Specifically, 
personnel did not follow procedure requirements to ensure nitrogen temperature was at least 70 F nor did personnel identify procedure 
deficiencies via the corrective action process. 
Inspection Report# : 2005004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: SL-III Jul 14, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Inattentive Control Room Supervisor with Wilfull Inappropriate Response by Other Control Room Licensed Staff . 
In a letter dated July 14, 2005, the NRC issued a Severity Level III Notice of Violation and Proposed Imposition of Civil Penalty to Entergy in 
the base amount of $60,000 associated with a Severity Level III problem. The Severity Level III problem involved four violations of NRC 
requirements related to Technical Specification 5.4.1, 10 CFR Part 50 Appendix B, and 10 CFR Part 26. The specific violations involved: (1) a 
Pilgrim control room supervisor sleeping for approximately four minutes in the control room and therefore being neither alert or attentive to his 
duties; (2) a reactor operator observing the sleeping control room supervisor, but deliberately not taking immediate actions to awaken the 
control room supervisor, inform appropriate site personnel and initiate a condition report; (3) a Shift Manager, in careless disregard of 
requirements, although taking some actions, not informing appropriate site personnel and initiating a condition report; and (4) the sleeping 
control room supervisor not being relieved of duty and for-cause Fitness-for-Duty tested. There were no actual safety consequences resulting 
from this event because there were no plant conditions that warranted immediate action. 
Inspection Report# : 2005003(pdf)  
Inspection Report# : 2005005(pdf)  

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

Initiating Events 

Significance:  Apr 02, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate failed AOG bypass valve contributes to manual reactor scram 
The inspectors identified a non-cited violation (NCV) of Technical Specifications for failure to evaluate the impact of an inoperable manual bypass 
valve (1-HO-154) in the augmented off-gas (AOG) system. Specifically, on January 12 and March 12, 2006, when the bypass valve could not be 
opened, plant personnel did not initiate a condition report, evaluate the impact on plant operations, and consider the need to establish compensatory 
measures, contrary to corrective action process procedure requirements. As a result, opportunities to repair the valve were missed and the valve's 
inoperable condition was not communicated effectively to station management and within operations. Consequently, on March 13 the operating 
crew was unaware the bypass valve was inoperable and attempted to use the bypass valve to restore dilution steam flow to the recombiner when the 
controller failed. The inability to restore dilution steam flow led to an increase in recombiner temperature which required the operating crew to 
initiate a manual recator scram in accordance with procedure 2.4.141, "Abnormal Recombiner Operatin." Corrective actions, immediate and long-
term, are provided for in the root cause evaluation for condition report (CR) 20060977 and CR 20061024.  
 
The finding was determined to be of very low safety significance (Green), when evaluated per the significance determination process of MC-0609, 
Appendix A. The finding is more than minor because it led to a plant transient. The finding's significance however, was not greater than Green 
becuase it did not contribute to both a reactor trip and the likelihood that mitigation equipment or functions would not be available. This finding has 
a cross cutting aspect in problem identification and resolution which significantly contributed to the performance deficiency because Entergy did 
not thoroughly evaluate the degraded condition of the manual bypass valve for impact on the plant or appropriate compensatory measures. (Section 
1R14) 
Inspection Report# : 2006002(pdf)  

Mitigating Systems 

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. 
Entergy used a non-conservative calculation method to determine the critical condensate storage tank (CST) water level which would preclude 
vortex formation at the suction of the high pressure coolant injection (HPCI) pump. The finding was more than minor because the formation of 
vortexing at the intake of the HPCI suction line could result in air entrainment, which in turn, could cause pulsating pump flow and/or reduction in 
pump performance. It was associated with the Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events. The team reviewed this finding using the Phase 1 
SDP worksheet for Mitigating Systems and determined the finding was of very low safety significance (Green), because it did not represent a loss 
of safety function. (Section 1R21.2.1.1) 
Inspection Report# : 2006006(pdf)  

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: FIN Finding 
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure. 
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure. Specifically, Entergy's operability 
evaluation technical basis did not support the specific technical specification (TS) requirement of ensuring that the HPCI system automatically 
isolates on a reactor vessel high water level signal. The finding was more than minor because it was associated with the Mitigating Systems 
cornerstone attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events. Specifically, Entergy did not ensure HPCI's continued reliability and capability to isolate automatically as 
designed during reactor vessel high water level conditions. The team reviewed this finding using the Phase 1 SDP worksheet and determined the 
finding was of very low safety significance (Green), because it did not represent a loss of safety function for greater than its TS allowed outage 
time. (Section 1R21.2.1.2)  
 
Inspection Report# : 2006006(pdf)  
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Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Problem Resolution of an Internal Flood Control Deficiency 
The inspector identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." Entergy did not take timely corrective action, for 
a condition adverse to quality identified in August 2004, regarding the missing seals required by plant design drawings to be installed around the A 
residual heat removal (RHR) quadrant floor plugs to minimize potential water intrusion into the RHR quadrant below. Entergy entered the issue into 
the corrective action program and plans to reschedule the required repairs.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, Significance 
Determination Process. The finding was not a design issue, did not result in a loss of a safety function of a mitigating system, and did not screen 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. The finding is more than minor because it adversely 
impacted the Reactor Safety Mitigating System Cornerstone attribute Protection Against External Factors (i.e., flood hazard) and the cornerstone 
objective to ensure the reliability and availability of mitigating systems that respond to initiating events to prevent undesirable consequences (i.e., 
core damage). A cross-cutting aspect of the finding related to problem identification and resolution, in that completion of corrective actions for a 
condition adverse to quality was not prioritized commensurate with the potential significance of the condition. As a result, timely corrective action 
was not taken to restore the A RHR quadrant floor plugs to their required design configuration. (1R06)  
 
Inspection Report# : 2005005(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Effective Maintenance for the Emergency Lighting System 
The inspector identified that Entergy failed to implement effective maintenance on the emergency lighting system in a manner necessary to prevent 
repeated functional failures from causes which were within the licensee's capability to foresee and prevent. As a result of failures predominately due 
to low battery electrolyte levels and the improper adjustment of the battery charger output voltage, the emergency lighting system experienced 20 
functional failures in a 36-month period and failed to meet the reliability performance criteria in four of the last five years. No violations of 
regulatory requirements were identified. Entergy placed the emergency lighting system in a(1) status and developed an action plan that addressed 
the lighting deficiencies necessary to restore system reliability and return the system to a(2) status.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, Safety Determination 
Process. The finding was not a design deficiency, did not represent an actual loss of safety function of a mitigating system, and did not screen as 
potentially risk significant due to a seismic, flooding, or severe weather initiating event. The finding is more than minor because it affected the 
reliability objective of the Equipment Performance attribute under the Mitigating System Cornerstone. Portions of the emergency lighting system 
were not available to perform their intended function of supporting operator actions to mitigate the consequences of fires upon loss of all other 
lighting. A cross-cutting aspect of the finding related to problem identification and resolution, in that effective corrective action was not taken for 
the failed emergency lights due to deferral of corrective maintenance and improper maintenance instructions. (1R12)  
 
Inspection Report# : 2005005(pdf)  

Significance:  Aug 02, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain and observe controls to prevent injection of cold gaseous or liquid nitrogen into containment. 
A finding of very low safety significance which constituted a non-cited violation (NCV) of NRC requirements was identified by the inspector. 
Entergy personnel did not ensure that the temperature of nitrogen gas added (makeup) to the drywell/torus was not less than 70 degrees Fahrenheit, 
as required by procedure 8.A.1. The finding is more than minor because it could be reasonably viewed as a precursor to a significant event and if 
left uncorrected the finding could become a more significant safety concern. The finding impacted both the reactor safety mitigating system and 
barrier integrity cornerstones and adversely effects the cornerstones' attributes of human performance, procedure quality, and design control. The 
finding, evaluated using the Significance Determination Process (MC-0609), was determined to be of very low safety significance based on 
engineering judgement that the torus and/or drywell structure was not degraded or in a failed condition. Causes contributing to the finding relate to 
the cross-cutting areas of human performance and problem identification and resolution. Specifically, personnel did not follow procedure 
requirements to ensure nitrogen temperature was at least 70 F nor did personnel identify procedure deficiencies via the corrective action process. 
Inspection Report# : 2005004(pdf)  

Barrier Integrity 

Emergency Preparedness 

Page 2 of 32Q/2006 Inspection Findings - Pilgrim 1



Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: SL-III Jul 14, 2005 
Identified By: NRC 
Item Type: VIO Violation 
Inattentive Control Room Supervisor with Wilfull Inappropriate Response by Other Control Room Licensed Staff . 
In a letter dated July 14, 2005, the NRC issued a Severity Level III Notice of Violation and Proposed Imposition of Civil Penalty to Entergy in the 
base amount of $60,000 associated with a Severity Level III problem. The Severity Level III problem involved four violations of NRC requirements 
related to Technical Specification 5.4.1, 10 CFR Part 50 Appendix B, and 10 CFR Part 26. The specific violations involved: (1) a Pilgrim control 
room supervisor sleeping for approximately four minutes in the control room and therefore being neither alert or attentive to his duties; (2) a reactor 
operator observing the sleeping control room supervisor, but deliberately not taking immediate actions to awaken the control room supervisor, 
inform appropriate site personnel and initiate a condition report; (3) a Shift Manager, in careless disregard of requirements, although taking some 
actions, not informing appropriate site personnel and initiating a condition report; and (4) the sleeping control room supervisor not being relieved of 
duty and for-cause Fitness-for-Duty tested. There were no actual safety consequences resulting from this event because there were no plant 
conditions that warranted immediate action. 
Inspection Report# : 2005003(pdf)  
Inspection Report# : 2005005(pdf)  

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

Initiating Events 

Significance:  Apr 02, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate failed AOG bypass valve contributes to manual reactor scram 
The inspectors identified a non-cited violation (NCV) of Technical Specifications for failure to evaluate the impact of an 
inoperable manual bypass valve (1-HO-154) in the augmented off-gas (AOG) system. Specifically, on January 12 and 
March 12, 2006, when the bypass valve could not be opened, plant personnel did not initiate a condition report, evaluate the 
impact on plant operations, and consider the need to establish compensatory measures, contrary to corrective action process 
procedure requirements. As a result, opportunities to repair the valve were missed and the valve's inoperable condition was 
not communicated effectively to station management and within operations. Consequently, on March 13 the operating crew 
was unaware the bypass valve was inoperable and attempted to use the bypass valve to restore dilution steam flow to the 
recombiner when the controller failed. The inability to restore dilution steam flow led to an increase in recombiner 
temperature which required the operating crew to initiate a manual recator scram in accordance with procedure 2.4.141, 
"Abnormal Recombiner Operatin." Corrective actions, immediate and long-term, are provided for in the root cause 
evaluation for condition report (CR) 20060977 and CR 20061024.  
 
The finding was determined to be of very low safety significance (Green), when evaluated per the significance 
determination process of MC-0609, Appendix A. The finding is more than minor because it led to a plant transient. The 
finding's significance however, was not greater than Green becuase it did not contribute to both a reactor trip and the 
likelihood that mitigation equipment or functions would not be available. This finding has a cross cutting aspect in problem 
identification and resolution which significantly contributed to the performance deficiency because Entergy did not 
thoroughly evaluate the degraded condition of the manual bypass valve for impact on the plant or appropriate 
compensatory measures. (Section 1R14) 
Inspection Report# : 2006002(pdf)  

Mitigating Systems 
Significance: SL-IV Jul 01, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The inspector identified a Severity Level IV Non-Cited Violation associated with the failure to perform an adequate 
safety evaluation as required by 10 CR 50.59. 
The inspectors identified a Severity Level IV Non-Cited Violation associated with the failure to perform an adequate safety 
evaluation per 10 CR 50.59. Contrary to 10 CFR 50.59, a screening safety evaluation for handling of a 35 ton cask in the 
spent fuel did not provide an adequate basis to demonstrate that the evaluation for use of a heavier cask did not change the 
evaluation methods approved by the NRC staff in 1985 for the control of heavy loads per NUREG 0612 commitments, as 
described in the UFSAR and the Pilgrim licensing basis. The finding was determined to be more than minor because the 
inspectors could not reasonably determine that the proposed cask handling activity would not have required NRC approval 
without subsequent significant enhancements to the 50.59 safety evaluation. The conditions associated with the finding 
(i.e., the potential drop of a loaded cask) were determined to be of very low safety significance because they did not result 
in the loss of operability of a safety system. Because the issue affected the NRC's ability to perform its regulatory function, 
this finding was dispositioned using the traditional enforcement process and was classified at Severity level IV because the 
violation of 10 CFR 50.59 involved conditions evaluated as having very low safety significance by the SDP. This finding 
has a cross cutting aspect of human performance, because Entergy did not fully review the licensing basis to develop the 
screening safety evaluation for ER05120679 dated 3/24/06, and thereby assure a design document was complete and 
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accurate. 
Inspection Report# : 2006003(pdf)  

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. 
Entergy used a non-conservative calculation method to determine the critical condensate storage tank (CST) water level 
which would preclude vortex formation at the suction of the high pressure coolant injection (HPCI) pump. The finding was 
more than minor because the formation of vortexing at the intake of the HPCI suction line could result in air entrainment, 
which in turn, could cause pulsating pump flow and/or reduction in pump performance. It was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events. The team reviewed this finding using the 
Phase 1 SDP worksheet for Mitigating Systems and determined the finding was of very low safety significance (Green), 
because it did not represent a loss of safety function. (Section 1R21.2.1.1) 
Inspection Report# : 2006006(pdf)  

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: FIN Finding 
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure.
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure. 
Specifically, Entergy's operability evaluation technical basis did not support the specific technical specification (TS) 
requirement of ensuring that the HPCI system automatically isolates on a reactor vessel high water level signal. The finding 
was more than minor because it was associated with the Mitigating Systems cornerstone attribute of equipment 
performance and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events. Specifically, Entergy did not ensure HPCI's continued reliability and capability to isolate 
automatically as designed during reactor vessel high water level conditions. The team reviewed this finding using the Phase 
1 SDP worksheet and determined the finding was of very low safety significance (Green), because it did not represent a 
loss of safety function for greater than its TS allowed outage time. (Section 1R21.2.1.2)  
 
Inspection Report# : 2006006(pdf)  

Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Problem Resolution of an Internal Flood Control Deficiency 
The inspector identified an NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action." Entergy did not take 
timely corrective action, for a condition adverse to quality identified in August 2004, regarding the missing seals required 
by plant design drawings to be installed around the A residual heat removal (RHR) quadrant floor plugs to minimize 
potential water intrusion into the RHR quadrant below. Entergy entered the issue into the corrective action program and 
plans to reschedule the required repairs.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, 
Significance Determination Process. The finding was not a design issue, did not result in a loss of a safety function of a 
mitigating system, and did not screen potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. The finding is more than minor because it adversely impacted the Reactor Safety Mitigating System Cornerstone 
attribute Protection Against External Factors (i.e., flood hazard) and the cornerstone objective to ensure the reliability and 
availability of mitigating systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
A cross-cutting aspect of the finding related to problem identification and resolution, in that completion of corrective 
actions for a condition adverse to quality was not prioritized commensurate with the potential significance of the condition. 
As a result, timely corrective action was not taken to restore the A RHR quadrant floor plugs to their required design 
configuration. (1R06)  
 
Inspection Report# : 2005005(pdf)  
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Significance:  Dec 31, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Lack of Effective Maintenance for the Emergency Lighting System 
The inspector identified that Entergy failed to implement effective maintenance on the emergency lighting system in a 
manner necessary to prevent repeated functional failures from causes which were within the licensee's capability to foresee 
and prevent. As a result of failures predominately due to low battery electrolyte levels and the improper adjustment of the 
battery charger output voltage, the emergency lighting system experienced 20 functional failures in a 36-month period and 
failed to meet the reliability performance criteria in four of the last five years. No violations of regulatory requirements 
were identified. Entergy placed the emergency lighting system in a(1) status and developed an action plan that addressed 
the lighting deficiencies necessary to restore system reliability and return the system to a(2) status.  
The finding was determined to be of very low safety significance per the Phase 1 worksheet in Appendix A of MC-0609, 
Safety Determination Process. The finding was not a design deficiency, did not represent an actual loss of safety function 
of a mitigating system, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. The finding is more than minor because it affected the reliability objective of the Equipment Performance 
attribute under the Mitigating System Cornerstone. Portions of the emergency lighting system were not available to 
perform their intended function of supporting operator actions to mitigate the consequences of fires upon loss of all other 
lighting. A cross-cutting aspect of the finding related to problem identification and resolution, in that effective corrective 
action was not taken for the failed emergency lights due to deferral of corrective maintenance and improper maintenance 
instructions. (1R12)  
 
Inspection Report# : 2005005(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Significance:  Apr 02, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate failed AOG bypass valve contributes to manual reactor scram 
The inspectors identified a non-cited violation (NCV) of Technical Specifications for failure to evaluate the impact of an 
inoperable manual bypass valve (1-HO-154) in the augmented off-gas (AOG) system. Specifically, on January 12 and 
March 12, 2006, when the bypass valve could not be opened, plant personnel did not initiate a condition report, evaluate the 
impact on plant operations, and consider the need to establish compensatory measures, contrary to corrective action process 
procedure requirements. As a result, opportunities to repair the valve were missed and the valve's inoperable condition was 
not communicated effectively to station management and within operations. Consequently, on March 13 the operating crew 
was unaware the bypass valve was inoperable and attempted to use the bypass valve to restore dilution steam flow to the 
recombiner when the controller failed. The inability to restore dilution steam flow led to an increase in recombiner 
temperature which required the operating crew to initiate a manual recator scram in accordance with procedure 2.4.141, 
"Abnormal Recombiner Operatin." Corrective actions, immediate and long-term, are provided for in the root cause 
evaluation for condition report (CR) 20060977 and CR 20061024.  
 
The finding was determined to be of very low safety significance (Green), when evaluated per the significance 
determination process of MC-0609, Appendix A. The finding is more than minor because it led to a plant transient. The 
finding's significance however, was not greater than Green becuase it did not contribute to both a reactor trip and the 
likelihood that mitigation equipment or functions would not be available. This finding has a cross cutting aspect in problem 
identification and resolution which significantly contributed to the performance deficiency because Entergy did not 
thoroughly evaluate the degraded condition of the manual bypass valve for impact on the plant or appropriate 
compensatory measures. (Section 1R14) 
Inspection Report# : 2006002 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SL IV NCV for Inadequate 50.59 Evaluation for RFO 15 Emergency Diesel LOCA/LOOP Test Change 
The inspector identified a Severity Level IV Non-Cited Violation associated with the licensee’s failure to perform an 
adequate safety evaluation per 10 CFR 50.59. Contrary to 10 CFR 50.59(c)(1)(I), a screening safety evaluation (SE) for 
surveillance 8.M.3-1 dated March 10, 2005, failed to provide an adequate basis to demonstrate that a change to the 
technical specifications incorporated in License DPR-35 was not required prior to conducting the Special Test for 
Automatic ECCS Load Sequencing of Diesels per 8.M.3-1 on April 28, 2005 per Technical Specification 4.9.A.1.b. The 
licensee entered this issue into the corrective action program as Condition Reports 200503343 and 200604598.  
 
The finding was determined to be more than minor because the inspector determined that the change in test method 
required NRC prior approval. The conditions associated with the finding (i.e., the failure to include all pumps’ motor loads 
in the integrated ECCS Load Sequence test) were determined to be of very low safety significance because they did not 
result in the loss of operability of a safety system. Because the issue affected the NRC’s ability to perform its regulatory 
function, this finding was evaluated using the traditional enforcement process and was classified at Severity Level IV 
because the violation of 10 CFR 50.59 involved conditions evaluated as having very low safety significance by the SDP. 
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This finding has a cross-cutting aspect in the area of human performance because Entergy did not fully evaluate the 
licensing basis to develop the 50.59 safety evaluation, and thereby failed to obtain a proposed license amendment pursuant 
to CFR 50.90 prior to changing the test method. 
Inspection Report# : 2006005 (pdf)  

Significance: SL-IV Jul 01, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The inspector identified a Severity Level IV Non-Cited Violation associated with the failure to perform an adequate 
safety evaluation as required by 10 CR 50.59. 
The inspectors identified a Severity Level IV Non-Cited Violation associated with the failure to perform an adequate safety 
evaluation per 10 CR 50.59. Contrary to 10 CFR 50.59, a screening safety evaluation for handling of a 35 ton cask in the 
spent fuel did not provide an adequate basis to demonstrate that the evaluation for use of a heavier cask did not change the 
evaluation methods approved by the NRC staff in 1985 for the control of heavy loads per NUREG 0612 commitments, as 
described in the UFSAR and the Pilgrim licensing basis. The finding was determined to be more than minor because the 
inspectors could not reasonably determine that the proposed cask handling activity would not have required NRC approval 
without subsequent significant enhancements to the 50.59 safety evaluation. The conditions associated with the finding 
(i.e., the potential drop of a loaded cask) were determined to be of very low safety significance because they did not result 
in the loss of operability of a safety system. Because the issue affected the NRC's ability to perform its regulatory function, 
this finding was dispositioned using the traditional enforcement process and was classified at Severity level IV because the 
violation of 10 CFR 50.59 involved conditions evaluated as having very low safety significance by the SDP. This finding 
has a cross cutting aspect of human performance, because Entergy did not fully review the licensing basis to develop the 
screening safety evaluation for ER05120679 dated 3/24/06, and thereby assure a design document was complete and 
accurate. 
Inspection Report# : 2006003 (pdf)  

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. 
Entergy used a non-conservative calculation method to determine the critical condensate storage tank (CST) water level 
which would preclude vortex formation at the suction of the high pressure coolant injection (HPCI) pump. The finding was 
more than minor because the formation of vortexing at the intake of the HPCI suction line could result in air entrainment, 
which in turn, could cause pulsating pump flow and/or reduction in pump performance. It was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events. The team reviewed this finding using the 
Phase 1 SDP worksheet for Mitigating Systems and determined the finding was of very low safety significance (Green), 
because it did not represent a loss of safety function. (Section 1R21.2.1.1) 
Inspection Report# : 2006006 (pdf)  

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: FIN Finding 
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure.
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure. 
Specifically, Entergy's operability evaluation technical basis did not support the specific technical specification (TS) 
requirement of ensuring that the HPCI system automatically isolates on a reactor vessel high water level signal. The finding 
was more than minor because it was associated with the Mitigating Systems cornerstone attribute of equipment 
performance and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events. Specifically, Entergy did not ensure HPCI's continued reliability and capability to isolate 
automatically as designed during reactor vessel high water level conditions. The team reviewed this finding using the Phase 
1 SDP worksheet and determined the finding was of very low safety significance (Green), because it did not represent a 
loss of safety function for greater than its TS allowed outage time. (Section 1R21.2.1.2)  
 
Inspection Report# : 2006006 (pdf)  
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Pilgrim 1 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Apr 02, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate failed AOG bypass valve contributes to manual reactor scram 
The inspectors identified a non-cited violation (NCV) of Technical Specifications for failure to evaluate the impact of an 
inoperable manual bypass valve (1-HO-154) in the augmented off-gas (AOG) system. Specifically, on January 12 and 
March 12, 2006, when the bypass valve could not be opened, plant personnel did not initiate a condition report, evaluate 
the impact on plant operations, and consider the need to establish compensatory measures, contrary to corrective action 
process procedure requirements. As a result, opportunities to repair the valve were missed and the valve's inoperable 
condition was not communicated effectively to station management and within operations. Consequently, on March 13 the 
operating crew was unaware the bypass valve was inoperable and attempted to use the bypass valve to restore dilution 
steam flow to the recombiner when the controller failed. The inability to restore dilution steam flow led to an increase in 
recombiner temperature which required the operating crew to initiate a manual recator scram in accordance with procedure 
2.4.141, "Abnormal Recombiner Operatin." Corrective actions, immediate and long-term, are provided for in the root cause 
evaluation for condition report (CR) 20060977 and CR 20061024.  
 
The finding was determined to be of very low safety significance (Green), when evaluated per the significance 
determination process of MC-0609, Appendix A. The finding is more than minor because it led to a plant transient. The 
finding's significance however, was not greater than Green becuase it did not contribute to both a reactor trip and the 
likelihood that mitigation equipment or functions would not be available. This finding has a cross cutting aspect in problem 
identification and resolution which significantly contributed to the performance deficiency because Entergy did not 
thoroughly evaluate the degraded condition of the manual bypass valve for impact on the plant or appropriate 
compensatory measures. (Section 1R14) 
Inspection Report# : 2006002 (pdf)  

Mitigating Systems 

Significance:  Jan 25, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to thoroughly evaluate degraded condition on "B" EDG following January overhaul 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified for Entergy’s 
failure to promptly correct a condition adverse to quality associated with the “B” emergency diesel generator (EDG). 
During the post overhaul surveillance of the “B” EDG on January 25, 2007, the “B” EDG experienced unexpected load 
oscillations of approximately 150 kilowatt (kW). Subsequently, on February 23, 2007, oscillations of greater than 200 kW 
were seen, which resulted in the shutdown of the “B” EDG and an entry into a 72 hour Technical Specification (TS) 
Limiting Condition for Operation (LCO). Entergy corrected the kW load oscillations by replacing the mechanical portion 
of the “B” EDG governor. The “B” EDG was declared operable following successful testing. The issue was entered into 
Entergy’s corrective action program.  
 
The inspector determined that this finding was more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences. A Phase 3 SDP 
evaluation was necessary due to a potential for a greater than green finding as indicated in the site specific pre-solved Phase 
2 worksheets. The Phase 3 evaluation concluded that the finding was of very low safety significance (Green). The inspector 



also determined that this finding had a cross-cutting aspect in the area of Problem Identification and Resolution in that 
Entergy personnel failed to thoroughly evaluate the unexpected kW oscillations. (Section 1R19)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SL IV NCV for Inadequate 50.59 Evaluation for RFO 15 Emergency Diesel LOCA/LOOP Test Change 
Green. The inspector identified a non-cited violation (NCV) for Entergy’s failure to perform an adequate safety evaluation 
per 10 CFR 50.59. Specifically, a screening safety evaluation (SE) for surveillance 8.M.3-1, Special Test for Automatic 
ECCS [Emergency Core Cooling Systems] Load Sequencing of Diesels and Shutdown Transformer with Simulated Loss of 
Offsite Power and Special Shutdown Transformer Load Test, dated March 10, 2005, failed to provide an adequate basis to 
demonstrate that the surveillance procedure could be modified without obtaining a Technical Specification (TS) 
amendment from the NRC for TS 4.9.A.1. As a result, Entergy failed to conduct a complete surveillance test, as required 
by TS 4.9.A.1, to demonstrate functionality of the 'B' train systems. Entergy entered this issue into the corrective action 
program as condition reports (CRs) 200503343 and 200604598, invoked the provisions of TS 4.0.3 for an incomplete 
surveillance, and completed a risk evaluation for a surveillance delayed greater than 24 hours.  
 
Because the issue affected the NRC’s ability to perform its regulatory function, this finding was evaluated using the 
traditional enforcement process. The finding was determined to be more than minor because the change in test method 
required NRC review and approval prior to implementation. The finding was classified as Severity Level IV because it 
involved conditions evaluated as having very low safety significance by the Significance Determination Process (SDP). 
Specifically, the failure to conduct a complete surveillance test in accordance with TS 4.9.A.1did not result in the loss of 
operability of a safety system. The finding had a cross-cutting aspect related to the Decision-Making component of the 
Human Performance area in that Entergy did not use conservative assumptions in their 50.59 decision making process and 
failed to fully evaluate the licensing basis in their 50.59 safety evaluation. (Section 1R02 
Inspection Report# : 2006005 (pdf)  

Significance: SL-IV Jul 01, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The inspector identified a Severity Level IV Non-Cited Violation associated with the failure to perform an adequate 
safety evaluation as required by 10 CR 50.59. 
The inspectors identified a Severity Level IV Non-Cited Violation associated with the failure to perform an adequate safety 
evaluation per 10 CR 50.59. Contrary to 10 CFR 50.59, a screening safety evaluation for handling of a 35 ton cask in the 
spent fuel did not provide an adequate basis to demonstrate that the evaluation for use of a heavier cask did not change the 
evaluation methods approved by the NRC staff in 1985 for the control of heavy loads per NUREG 0612 commitments, as 
described in the UFSAR and the Pilgrim licensing basis. The finding was determined to be more than minor because the 
inspectors could not reasonably determine that the proposed cask handling activity would not have required NRC approval 
without subsequent significant enhancements to the 50.59 safety evaluation. The conditions associated with the finding 
(i.e., the potential drop of a loaded cask) were determined to be of very low safety significance because they did not result 
in the loss of operability of a safety system. Because the issue affected the NRC's ability to perform its regulatory function, 
this finding was dispositioned using the traditional enforcement process and was classified at Severity level IV because the 
violation of 10 CFR 50.59 involved conditions evaluated as having very low safety significance by the SDP. This finding 
has a cross cutting aspect of human performance, because Entergy did not fully review the licensing basis to develop the 
screening safety evaluation for ER05120679 dated 3/24/06, and thereby assure a design document was complete and 
accurate. 
Inspection Report# : 2006003 (pdf)  

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The team identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control. 
Entergy used a non-conservative calculation method to determine the critical condensate storage tank (CST) water level 
which would preclude vortex formation at the suction of the high pressure coolant injection (HPCI) pump. The finding was 



more than minor because the formation of vortexing at the intake of the HPCI suction line could result in air entrainment, 
which in turn, could cause pulsating pump flow and/or reduction in pump performance. It was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events. The team reviewed this finding using the 
Phase 1 SDP worksheet for Mitigating Systems and determined the finding was of very low safety significance (Green), 
because it did not represent a loss of safety function. (Section 1R21.2.1.1) 
Inspection Report# : 2006006 (pdf)  

Significance:  May 19, 2006 
Identified By: NRC 
Item Type: FIN Finding 
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure.
The team identified a finding regarding Entergy's operability determination for a HPCI trip solenoid valve failure. 
Specifically, Entergy's operability evaluation technical basis did not support the specific technical specification (TS) 
requirement of ensuring that the HPCI system automatically isolates on a reactor vessel high water level signal. The finding 
was more than minor because it was associated with the Mitigating Systems cornerstone attribute of equipment 
performance and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events. Specifically, Entergy did not ensure HPCI's continued reliability and capability to isolate 
automatically as designed during reactor vessel high water level conditions. The team reviewed this finding using the Phase 
1 SDP worksheet and determined the finding was of very low safety significance (Green), because it did not represent a 
loss of safety function for greater than its TS allowed outage time. (Section 1R21.2.1.2)  
 
Inspection Report# : 2006006 (pdf)  
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Pilgrim 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to provide adequate instructions for adjusting MO-1201-85 packing resulted in premature packing 
failure. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to provide 
adequate work instructions, as required by Pilgrim Technical Specification 5.4.1, “Procedures,” to adjust packing on 
reactor water cleanup valve MO-1201-85, in October 2003. The lack of adequate instructions led to premature 
packing failure on March 17, 2007, which increased unidentified drywell reactor coolant system leakage, and required 
a plant shutdown. The direct cause was the failure to apply sufficient compression to the packing when last adjusted in 
October 2003. Entergy personnel repaired and successfully retested the valve. Entergy entered this issue into their 
corrective action program and initiated action to develop a packing adjustment procedure, evaluate back seating 
inaccessible valves, and institute preventive maintenance items to verify the packing gland fastener torque for 
inaccessible valves.  
 
The finding was more than minor because it adversely affected the equipment performance attribute and objective of 
the Initiating Events cornerstone of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operations. The finding screened to very low safety significance (Green) per 
IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations,” 
because the maximum observed leak rate did not exceed the Technical Specifications limit for identified reactor 
coolant system leakage, the finding did not contribute to both the likelihood of a reactor trip and the unavailability of a 
function of a mitigating system, and the finding did not increase the likelihood of a fire or internal/external flood. This 
finding has a cross-cutting aspect in the area of Human Performance, Resources, in that Entergy did not ensure that 
packing adjustment procedures were adequate [H.2(c)]. (Section 1R12)  
 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent decrease in reactor vessel level due to personnel error. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to properly 
implement procedure EN-OP-102, "Protective and Caution Tagging,” as required by Pilgrim Technical Specification 
5.4.1, “Procedures.” Specifically, on May 3, 2007, a senior reactor operator approved the removal of a danger tag 
from 4-HO-50 without ensuring the appropriateness of the component's specified restoration position. As a result, the 
valve, which was serving as a single point of isolation between the reactor coolant system and the drywell equipment 
sump, was opened, and approximately six inches of reactor coolant drained from the reactor vessel before the drain 
path was identified and isolated. Entergy entered this issue into their corrective action program and initiated additional 
controls and oversight for tagout operations with the potential to interface with the reactor vessel fluid boundary.  
 
The failure to specify the appropriate restoration position constituted a performance deficiency that resulted in an 
inadvertent decrease of the reactor vessel level totaling six inches. The finding is more than minor because it is 
associated with the configuration control attribute of the Initiating Events cornerstone, and it affected the associated 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety 
functions during shutdown operations. Because this event involved a six inch loss of level, the finding screened to 
very low safety significance (Green) in accordance with Table 1 of IMC 0609, Appendix G, "Shutdown Operations 
Significance Determination Process." The finding had a cross-cutting aspect in the area of Human Performance, Work 



Control, in that Entergy made a change to a planned work activity, the restoration of 4-HO-50, without fully 
evaluating the impact of this change on the plant [H.3(b)]. (Section 1R20)  
 
Inspection Report# : 2007003 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions to Correct Recurring SRV Surveillance Failures 
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for 
the failure to take timely or effective corrective action to resolve repetitive and longstanding Technical Specification 
(TS) 3.6.D.1, Safety and Relief Valves (SRV), surveillance test failures. Specifically, Entergy has not resolved 
recurring SRV lift setpoint surveillance test failures despite the existence of this condition since the 1990's and despite 
industry experience with a known cause and several recommended corrective actions. Entergy entered this condition 
into their corrective action program as CR-07-02920. Corrective action for this issue will be to install a plant 
modification to independently actuate the SRVs using the Automatic Depressurization System (ADS).  
 
This finding is more than minor because it is associated with the mitigating systems cornerstone and effects the 
cornerstone objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable 
circumstances. Specifically, the failure to adequately address SRV pilot valve corrosion bonding and setpoint drift in a 
timely manner, has resulted in repeat high SRV lift points above TS limits. This can increase the peak plant pressure 
reached following events that rely on the SRVs to lift within specified ranges to maintain margin to design pressure or 
stress limits. Following a Phase 1 evaluation, this finding was determined to be of very low safety significance 
(Green) since no loss of function has occurred. This finding is related to the cross-cutting component of problem 
identification and resolution and the aspect of the corrective action program in that Entergy has not taken timely or 
effective corrective actions to address a safety issue commensurate with its significance and complexity. (Section 
40A2.XXX)  
 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to provide adequate instructions for lubricating governor linkages which led to the unplanned 
unavailability of the ‘A’ EDG  
A Green self-revealing non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified when Entergy failed to adequately describe in procedures the lubrication of 
mechanical governor linkages associated with the ‘A’ emergency diesel generator (EDG). The inadequately lubricated 
governor linkages caused the ‘A’ EDG to be shutdown during a monthly operability surveillance test on May 15, 
2007.  
 
The inspectors determined that this finding was more than minor because it is associated with the Procedure Quality 
attribute of the Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the significance of this finding using Inspection Manual Chapter (IMC) 0609, Appendix A, 
“Determining the Significance of Reactor Inspection Findings for At-Power Situations,” and determined that the 
finding was of very low safety significance (Green) since the finding did not result in a loss of operability, a loss of 
system safety function, an actual loss of a single train for greater than its Technical Specification allowed outage time, 
or screen as potentially risk significant due to a seismic, flooding, or a severe weather initiating event. The inspectors 
also determined that this finding had a cross-cutting aspect in the area of human performance because procedure 
resources available to personnel to ensure lubrication of the ‘A’ EDG governor linkages were inadequate. (Section 



4OA2xxx)  
 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures resulted in the loss of shutdown cooling. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to implement 
procedures for testing the analog trip system (ATS) as required by Pilgrim Technical Specification 5.4.1, 
“Procedures.” Specifically, on April 12, 2007, Instrumentation and Controls (I&C) technicians calibrated pressure 
transmitter PT-263-50A when plant conditions and the requirements of procedure 8.M.2-8.1 did not allow that 
activity. This resulted in an inadvertent Group 3 primary containment isolation signal which isolated reactor shutdown 
cooling for 25 minutes. After recovering shutdown cooling, Entergy entered this issue into their corrective action 
program, conducted a stand down to review this event with I&C personnel, and initiated action to review this and 
similar procedures which require varying plant conditions.  
 
The finding is more than minor because it is associated with the Mitigating Systems cornerstone attribute of 
equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be of 
very low safety significance, in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because it did not increase the likelihood of a loss of reactor coolant system (RCS) inventory 
or degrade Entergy’s ability to terminate a leak path or add RCS inventory if needed. Throughout this event, adequate 
thermal margin was maintained since the calculated RCS time-to-boil was greater than 32 hours. This finding has a 
cross-cutting in the area of Human Performance, Work Practices, in that personnel did not follow the procedure for 
testing the ATS [H.4(b)]. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jan 25, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to thoroughly evaluate degraded condition on "B" EDG following January overhaul 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified for 
Entergy’s failure to promptly correct a condition adverse to quality associated with the “B” emergency diesel 
generator (EDG). During the post overhaul surveillance of the “B” EDG on January 25, 2007, the “B” EDG 
experienced unexpected load oscillations of approximately 150 kilowatt (kW). Subsequently, on February 23, 2007, 
oscillations of greater than 200 kW were seen, which resulted in the shutdown of the “B” EDG and an entry into a 72 
hour Technical Specification (TS) Limiting Condition for Operation (LCO). Entergy corrected the kW load 
oscillations by replacing the mechanical portion of the “B” EDG governor. The “B” EDG was declared operable 
following successful testing. The issue was entered into Entergy’s corrective action program.  
 
The inspector determined that this finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the 
reliability, availability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. A Phase 3 SDP evaluation was necessary due to a potential for a greater than green finding as indicated 
in the site specific pre-solved Phase 2 worksheets. The Phase 3 evaluation concluded that the finding was of very low 
safety significance (Green). The inspector also determined that this finding had a cross-cutting aspect in the area of 
Problem Identification and Resolution in that Entergy personnel failed to thoroughly evaluate the unexpected kW 
oscillations. (Section 1R19)  
 
Inspection Report# : 2007002 (pdf)  

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



SL IV NCV for Inadequate 50.59 Evaluation for RFO 15 Emergency Diesel LOCA/LOOP Test Change 
Green. The inspector identified a non-cited violation (NCV) for Entergy’s failure to perform an adequate safety 
evaluation per 10 CFR 50.59. Specifically, a screening safety evaluation (SE) for surveillance 8.M.3-1, Special Test 
for Automatic ECCS [Emergency Core Cooling Systems] Load Sequencing of Diesels and Shutdown Transformer 
with Simulated Loss of Offsite Power and Special Shutdown Transformer Load Test, dated March 10, 2005, failed to 
provide an adequate basis to demonstrate that the surveillance procedure could be modified without obtaining a 
Technical Specification (TS) amendment from the NRC for TS 4.9.A.1. As a result, Entergy failed to conduct a 
complete surveillance test, as required by TS 4.9.A.1, to demonstrate functionality of the 'B' train systems. Entergy 
entered this issue into the corrective action program as condition reports (CRs) 200503343 and 200604598, invoked 
the provisions of TS 4.0.3 for an incomplete surveillance, and completed a risk evaluation for a surveillance delayed 
greater than 24 hours.  
 
Because the issue affected the NRC’s ability to perform its regulatory function, this finding was evaluated using the 
traditional enforcement process. The finding was determined to be more than minor because the change in test method 
required NRC review and approval prior to implementation. The finding was classified as Severity Level IV because 
it involved conditions evaluated as having very low safety significance by the Significance Determination Process 
(SDP). Specifically, the failure to conduct a complete surveillance test in accordance with TS 4.9.A.1did not result in 
the loss of operability of a safety system. The finding had a cross-cutting aspect related to the Decision-Making 
component of the Human Performance area in that Entergy did not use conservative assumptions in their 50.59 
decision making process and failed to fully evaluate the licensing basis in their 50.59 safety evaluation. (Section 1R02
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Jun 22, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Assessment of the Pilgrim Problem Identification and Resolution Program. 



The team determined that Entergy was effective at identifying problems and placing them in the corrective action 
program (CAP). Once entered into the CAP, these items were screened and prioritized in a timely manner using 
established criteria, and they were properly evaluated commensurate with their safety significance. The condition 
review group (CRG) performed thorough discussions of new issues and ensured the issues were classified properly. 
Overall, the evaluations identified the causes of the problem, assessed the extent of condition, and developed 
appropriate corrective actions. An exception was noted for the resolution of emergency diesel generator (EDG) load 
oscillations. There were multiple occurrences of small load oscillations before the problem was identified and 
corrected; this resulted in a finding. Corrective actions were typically implemented in a timely manner, but the team 
found that in one case, main steam safety relief valve corrective actions were not timely and did not prevent 
recurrence; this resulted in a finding. On the basis of interviews conducted during this inspection, workers at the site 
felt free to input safety findings into the corrective action program. The team found that Entergy’s self-assessments 
and audits were self-critical and consistent with the team’s observations. 
Inspection Report# : 2007006 (pdf)  

Last modified : August 24, 2007 



Pilgrim 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to provide adequate instructions for adjusting MO-1201-85 packing resulted in premature packing 
failure. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to provide 
adequate work instructions, as required by Pilgrim Technical Specification 5.4.1, “Procedures,” to adjust packing on 
reactor water cleanup valve MO-1201-85, in October 2003. The lack of adequate instructions led to premature 
packing failure on March 17, 2007, which increased unidentified drywell reactor coolant system leakage, and required 
a plant shutdown. The direct cause was the failure to apply sufficient compression to the packing when last adjusted in 
October 2003. Entergy personnel repaired and successfully retested the valve. Entergy entered this issue into their 
corrective action program and initiated action to develop a packing adjustment procedure, evaluate back seating 
inaccessible valves, and institute preventive maintenance items to verify the packing gland fastener torque for 
inaccessible valves.  
 
The finding was more than minor because it adversely affected the equipment performance attribute and objective of 
the Initiating Events cornerstone of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operations. The finding screened to very low safety significance (Green) per 
IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations,” 
because the maximum observed leak rate did not exceed the Technical Specifications limit for identified reactor 
coolant system leakage, the finding did not contribute to both the likelihood of a reactor trip and the unavailability of a 
function of a mitigating system, and the finding did not increase the likelihood of a fire or internal/external flood. This 
finding has a cross-cutting aspect in the area of Human Performance, Resources, in that Entergy did not ensure that 
packing adjustment procedures were adequate [H.2(c)]. (Section 1R12)  
 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent decrease in reactor vessel level due to personnel error. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to properly 
implement procedure EN-OP-102, "Protective and Caution Tagging,” as required by Pilgrim Technical Specification 
5.4.1, “Procedures.” Specifically, on May 3, 2007, a senior reactor operator approved the removal of a danger tag 
from 4-HO-50 without ensuring the appropriateness of the component's specified restoration position. As a result, the 
valve, which was serving as a single point of isolation between the reactor coolant system and the drywell equipment 
sump, was opened, and approximately six inches of reactor coolant drained from the reactor vessel before the drain 
path was identified and isolated. Entergy entered this issue into their corrective action program and initiated additional 
controls and oversight for tagout operations with the potential to interface with the reactor vessel fluid boundary.  
 
The failure to specify the appropriate restoration position constituted a performance deficiency that resulted in an 
inadvertent decrease of the reactor vessel level totaling six inches. The finding is more than minor because it is 
associated with the configuration control attribute of the Initiating Events cornerstone, and it affected the associated 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety 
functions during shutdown operations. Because this event involved a six inch loss of level, the finding screened to 
very low safety significance (Green) in accordance with Table 1 of IMC 0609, Appendix G, "Shutdown Operations 
Significance Determination Process." The finding had a cross-cutting aspect in the area of Human Performance, Work 



Control, in that Entergy made a change to a planned work activity, the restoration of 4-HO-50, without fully 
evaluating the impact of this change on the plant [H.3(b)]. (Section 1R20)  
 
Inspection Report# : 2007003 (pdf)  

Mitigating Systems 

Significance:  Sep 29, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish goals and monitor the performance of the HVAC system against them per 10 CFR 50.65(a)
(1) 
The inspector identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” for Entergy's failure to establish goals or monitor the performance of the Heating, Ventilation, 
and Air Conditioning (HVAC) system per 10 CFR 50.65(a)(1). The system was placed in (a)(1) status and corrective 
action was performed to resolve a fan belt failure. The system was then returned to (a)(2) status without setting goals 
and establishing monitoring requirements. The system subsequently experienced a fan belt failure during the time 
frame that normally would have been monitored.  
 
The inspector determined that the licensee's failure to set goals and monitor system performance against them in a 
manner sufficient to provide reasonable assurance that such systems and components were capable of fulfilling their 
intended functions was a performance deficiency. The performance deficiency was more than minor because it 
affected the Equipment Performance attribute of the Mitigating Systems Cornerstone and because it affected the 
associated Cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesired consequences. The finding was of very low safety significance because it did not 
result in the loss of system safety function; did not represent the actual loss of safety function of a single train for 
greater than its Technical Specification allowed outage time; and was not risk significant due to seismic, flooding, or 
severe weather initiating events. (Section 1R12.2)  
 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions to Correct Recurring SRV Surveillance Failures 
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for 
the failure to take timely or effective corrective action to resolve repetitive and longstanding Technical Specification 
(TS) 3.6.D.1, Safety and Relief Valves (SRV), surveillance test failures. Specifically, Entergy has not resolved 
recurring SRV lift setpoint surveillance test failures despite the existence of this condition since the 1990's and despite 
industry experience with a known cause and several recommended corrective actions. Entergy entered this condition 
into their corrective action program as CR-07-02920. Corrective action for this issue will be to install a plant 
modification to independently actuate the SRVs using the Automatic Depressurization System (ADS).  
 
This finding is more than minor because it is associated with the mitigating systems cornerstone and effects the 
cornerstone objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable 
circumstances. Specifically, the failure to adequately address SRV pilot valve corrosion bonding and setpoint drift in a 
timely manner, has resulted in repeat high SRV lift points above TS limits. This can increase the peak plant pressure 
reached following events that rely on the SRVs to lift within specified ranges to maintain margin to design pressure or 
stress limits. Following a Phase 1 evaluation, this finding was determined to be of very low safety significance 
(Green) since no loss of function has occurred. This finding is related to the cross-cutting component of problem 
identification and resolution and the aspect of the corrective action program in that Entergy has not taken timely or 
effective corrective actions to address a safety issue commensurate with its significance and complexity. [H.2(c)] 
(Section 40A2.XXX)  



 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to provide adequate instructions for lubricating governor linkages which led to the unplanned 
unavailability of the ‘A’ EDG  
A Green self-revealing non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified when Entergy failed to adequately describe in procedures the lubrication of 
mechanical governor linkages associated with the ‘A’ emergency diesel generator (EDG). The inadequately lubricated 
governor linkages caused the ‘A’ EDG to be shutdown during a monthly operability surveillance test on May 15, 
2007.  
 
The inspectors determined that this finding was more than minor because it is associated with the Procedure Quality 
attribute of the Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors evaluated the significance of this finding using Inspection Manual Chapter (IMC) 0609, Appendix A, 
“Determining the Significance of Reactor Inspection Findings for At-Power Situations,” and determined that the 
finding was of very low safety significance (Green) since the finding did not result in a loss of operability, a loss of 
system safety function, an actual loss of a single train for greater than its Technical Specification allowed outage time, 
or screen as potentially risk significant due to a seismic, flooding, or a severe weather initiating event. The inspectors 
also determined that this finding had a cross-cutting aspect in the area of human performance because procedure 
resources available to personnel to ensure lubrication of the ‘A’ EDG governor linkages were inadequate. [P.1(d)] 
(Section 4OA2xxx)  
 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures resulted in the loss of shutdown cooling. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to implement 
procedures for testing the analog trip system (ATS) as required by Pilgrim Technical Specification 5.4.1, 
“Procedures.” Specifically, on April 12, 2007, Instrumentation and Controls (I&C) technicians calibrated pressure 
transmitter PT-263-50A when plant conditions and the requirements of procedure 8.M.2-8.1 did not allow that 
activity. This resulted in an inadvertent Group 3 primary containment isolation signal which isolated reactor shutdown 
cooling for 25 minutes. After recovering shutdown cooling, Entergy entered this issue into their corrective action 
program, conducted a stand down to review this event with I&C personnel, and initiated action to review this and 
similar procedures which require varying plant conditions.  
 
The finding is more than minor because it is associated with the Mitigating Systems cornerstone attribute of 
equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be of 
very low safety significance, in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because it did not increase the likelihood of a loss of reactor coolant system (RCS) inventory 
or degrade Entergy’s ability to terminate a leak path or add RCS inventory if needed. Throughout this event, adequate 
thermal margin was maintained since the calculated RCS time-to-boil was greater than 32 hours. This finding has a 
cross-cutting in the area of Human Performance, Work Practices, in that personnel did not follow the procedure for 
testing the ATS [H.4(b)]. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Significance:  Jan 25, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Failure to thoroughly evaluate degraded condition on "B" EDG following January overhaul 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified for 
Entergy’s failure to promptly correct a condition adverse to quality associated with the “B” emergency diesel 
generator (EDG). During the post overhaul surveillance of the “B” EDG on January 25, 2007, the “B” EDG 
experienced unexpected load oscillations of approximately 150 kilowatt (kW). Subsequently, on February 23, 2007, 
oscillations of greater than 200 kW were seen, which resulted in the shutdown of the “B” EDG and an entry into a 72 
hour Technical Specification (TS) Limiting Condition for Operation (LCO). Entergy corrected the kW load 
oscillations by replacing the mechanical portion of the “B” EDG governor. The “B” EDG was declared operable 
following successful testing. The issue was entered into Entergy’s corrective action program.  
 
The inspector determined that this finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the 
reliability, availability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. A Phase 3 SDP evaluation was necessary due to a potential for a greater than green finding as indicated 
in the site specific pre-solved Phase 2 worksheets. The Phase 3 evaluation concluded that the finding was of very low 
safety significance (Green). The inspector also determined that this finding had a cross-cutting aspect in the area of 
Problem Identification and Resolution in that Entergy personnel failed to thoroughly evaluate the unexpected kW 
oscillations. [P.1(c)] (Section 1R19)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SL IV NCV for Inadequate 50.59 Evaluation for RFO 15 Emergency Diesel LOCA/LOOP Test Change 
Green. The inspector identified a non-cited violation (NCV) for Entergy’s failure to perform an adequate safety 
evaluation per 10 CFR 50.59. Specifically, a screening safety evaluation (SE) for surveillance 8.M.3-1, Special Test 
for Automatic ECCS [Emergency Core Cooling Systems] Load Sequencing of Diesels and Shutdown Transformer 
with Simulated Loss of Offsite Power and Special Shutdown Transformer Load Test, dated March 10, 2005, failed to 
provide an adequate basis to demonstrate that the surveillance procedure could be modified without obtaining a 
Technical Specification (TS) amendment from the NRC for TS 4.9.A.1. As a result, Entergy failed to conduct a 
complete surveillance test, as required by TS 4.9.A.1, to demonstrate functionality of the 'B' train systems. Entergy 
entered this issue into the corrective action program as condition reports (CRs) 200503343 and 200604598, invoked 
the provisions of TS 4.0.3 for an incomplete surveillance, and completed a risk evaluation for a surveillance delayed 
greater than 24 hours.  
 
Because the issue affected the NRC’s ability to perform its regulatory function, this finding was evaluated using the 
traditional enforcement process. The finding was determined to be more than minor because the change in test method 
required NRC review and approval prior to implementation. The finding was classified as Severity Level IV because 
it involved conditions evaluated as having very low safety significance by the Significance Determination Process 
(SDP). Specifically, the failure to conduct a complete surveillance test in accordance with TS 4.9.A.1did not result in 
the loss of operability of a safety system. The finding had a cross-cutting aspect related to the Decision-Making 
component of the Human Performance area in that Entergy did not use conservative assumptions in their 50.59 
decision making process and failed to fully evaluate the licensing basis in their 50.59 safety evaluation. [H.1(b)] 
(Section 1R02 
Inspection Report# : 2006005 (pdf)  

Barrier Integrity 

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Jun 22, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Assessment of the Pilgrim Problem Identification and Resolution Program. 
The team determined that Entergy was effective at identifying problems and placing them in the corrective action 
program (CAP). Once entered into the CAP, these items were screened and prioritized in a timely manner using 
established criteria, and they were properly evaluated commensurate with their safety significance. The condition 
review group (CRG) performed thorough discussions of new issues and ensured the issues were classified properly. 
Overall, the evaluations identified the causes of the problem, assessed the extent of condition, and developed 
appropriate corrective actions. An exception was noted for the resolution of emergency diesel generator (EDG) load 
oscillations. There were multiple occurrences of small load oscillations before the problem was identified and 
corrected; this resulted in a finding. Corrective actions were typically implemented in a timely manner, but the team 
found that in one case, main steam safety relief valve corrective actions were not timely and did not prevent 
recurrence; this resulted in a finding. On the basis of interviews conducted during this inspection, workers at the site 
felt free to input safety findings into the corrective action program. The team found that Entergy’s self-assessments 
and audits were self-critical and consistent with the team’s observations. 
Inspection Report# : 2007006 (pdf)  

Last modified : December 07, 2007 



Pilgrim 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to provide adequate instructions for adjusting MO-1201-85 packing resulted in premature packing 
failure. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to provide 
adequate work instructions, as required by Pilgrim Technical Specification 5.4.1, “Procedures,” to adjust packing on 
reactor water cleanup valve MO-1201-85, in October 2003. The lack of adequate instructions led to premature 
packing failure on March 17, 2007, which increased unidentified drywell reactor coolant system leakage, and required 
a plant shutdown. The direct cause was the failure to apply sufficient compression to the packing when last adjusted in 
October 2003. Entergy personnel repaired and successfully retested the valve. Entergy entered this issue into their 
corrective action program and initiated action to develop a packing adjustment procedure, evaluate back seating 
inaccessible valves, and institute preventive maintenance items to verify the packing gland fastener torque for 
inaccessible valves.  
 
The finding was more than minor because it adversely affected the equipment performance attribute and objective of 
the Initiating Events cornerstone of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operations. The finding screened to very low safety significance (Green) per 
IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations,” 
because the maximum observed leak rate did not exceed the Technical Specifications limit for identified reactor 
coolant system leakage, the finding did not contribute to both the likelihood of a reactor trip and the unavailability of a 
function of a mitigating system, and the finding did not increase the likelihood of a fire or internal/external flood. This 
finding has a cross-cutting aspect in the area of Human Performance, Resources, in that Entergy did not ensure that 
packing adjustment procedures were adequate [H.2(c)]. (Section 1R12)  
 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent decrease in reactor vessel level due to personnel error. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to properly 
implement procedure EN-OP-102, "Protective and Caution Tagging,” as required by Pilgrim Technical Specification 
5.4.1, “Procedures.” Specifically, on May 3, 2007, a senior reactor operator approved the removal of a danger tag 
from 4-HO-50 without ensuring the appropriateness of the component's specified restoration position. As a result, the 
valve, which was serving as a single point of isolation between the reactor coolant system and the drywell equipment 
sump, was opened, and approximately six inches of reactor coolant drained from the reactor vessel before the drain 
path was identified and isolated. Entergy entered this issue into their corrective action program and initiated additional 
controls and oversight for tagout operations with the potential to interface with the reactor vessel fluid boundary.  
 
The failure to specify the appropriate restoration position constituted a performance deficiency that resulted in an 
inadvertent decrease of the reactor vessel level totaling six inches. The finding is more than minor because it is 
associated with the configuration control attribute of the Initiating Events cornerstone, and it affected the associated 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety 
functions during shutdown operations. Because this event involved a six inch loss of level, the finding screened to 
very low safety significance (Green) in accordance with Table 1 of IMC 0609, Appendix G, "Shutdown Operations 
Significance Determination Process." The finding had a cross-cutting aspect in the area of Human Performance, Work 



Control, in that Entergy made a change to a planned work activity, the restoration of 4-HO-50, without fully 
evaluating the impact of this change on the plant [H.3(b)]. (Section 1R20)  
 
Inspection Report# : 2007003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish goals and monitor the performance of the HVAC system against them per 10 CFR 50.65(a)
(1) 
The inspector identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” for Entergy's failure to establish goals or monitor the performance of the Heating, Ventilation, 
and Air Conditioning (HVAC) system per 10 CFR 50.65(a)(1). The system was placed in (a)(1) status and corrective 
action was performed to resolve a fan belt failure. The system was then returned to (a)(2) status without setting goals 
and establishing monitoring requirements. The system subsequently experienced a fan belt failure during the time 
frame that normally would have been monitored.  
 
The inspector determined that the licensee's failure to set goals and monitor system performance against them in a 
manner sufficient to provide reasonable assurance that such systems and components were capable of fulfilling their 
intended functions was a performance deficiency. The performance deficiency was more than minor because it 
affected the Equipment Performance attribute of the Mitigating Systems Cornerstone and because it affected the 
associated Cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesired consequences. The finding was of very low safety significance because it did not 
result in the loss of system safety function; did not represent the actual loss of safety function of a single train for 
greater than its Technical Specification allowed outage time; and was not risk significant due to seismic, flooding, or 
severe weather initiating events. (Section 1R12.2)  
 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedure Results in Repetitive Emergency Diesel Generator Load Oscillations. 
A self-revealing Green non-cited violation (NCV) of Technical Specification 5.4.1 was identified for an inadequate 
procedure used to lubricate the mechanical governor linkages associated with the ‘A’ emergency diesel generator 
(EDG). The inadequately lubricated governor linkages caused load oscillations on the ‘A’ EDG which resulted in a 
procedurally required EDG shutdown during a monthly operability surveillance test on May 15, 2007. Entergy 
determined the cause of the oscillations and corrected the problem by cleaning and lubricating the mechanical 
governor linkages. The maintenance procedure was also revised to provide a more detailed description of the required 
EDG linkage lubrication task.  
 
This finding is more than minor because it is associated with the Procedure Quality attribute of the Mitigating Systems 
cornerstone. The issue affected the cornerstone objective of ensuring the reliability and availability of systems that 
respond to initiating events to prevent undesirable consequences, in that, the ‘A’ EDG was shutdown and removed 
from service to perform troubleshooting and repairs to the fuel rack linkages. Following a Phase 1 evaluation, this 
finding was determined to be of very low safety significance (Green) since the finding did not result in a loss of 
operability, a loss of system safety function, an actual loss of a single train for greater than its Technical Specification 
allowed outage time, or screen as potentially risk significant due to a seismic, flooding, or a severe weather initiating 
event. This finding has a cross-cutting aspect in the area of human performance, Resources, because Entergy did not 
provide adequate procedure guidance to personnel to ensure proper lubrication of the ‘A’ EDG governor linkages. 
[H.2(c)] (Section 4OA2.a(3)(a)) 



Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions to Correct Recurring SRV Surveillance Failures 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for the failure to 
take timely or effective corrective action to resolve repetitive safety and relief valve (SRV) surveillance test failures. 
Specifically, Entergy has not resolved recurring SRV lift setpoint surveillance test failures considering the industry 
experience that identifies likely causes and recommended corrective actions. Entergy personnel entered this condition 
into their corrective action program as CR-07-02920. The planned corrective action for this issue is to install a plant 
modification to independently actuate the SRVs using the Automatic Depressurization System (ADS).  
 
This finding is more than minor because it is associated with the Mitigating Systems cornerstone and effects the 
cornerstone objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable 
circumstances. Specifically, the failure to adequately address SRV pilot valve corrosion bonding and setpoint drift in a 
timely manner, has resulted in repeat non-conservative SRV lift points above Technical Specification limits. 
Following a Phase 1 evaluation, this finding was determined to be of very low safety significance (Green) since no 
loss of function has occurred. This finding has a cross-cutting aspect in the area of problem identification and 
resolution, Corrective Action Program, because Entergy has not taken timely or effective corrective actions to address 
a safety issue commensurate with its significance and complexity. [P.1(d)] (Section 4OA2.a(3)(b)) 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures resulted in the loss of shutdown cooling. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to implement 
procedures for testing the analog trip system (ATS) as required by Pilgrim Technical Specification 5.4.1, 
“Procedures.” Specifically, on April 12, 2007, Instrumentation and Controls (I&C) technicians calibrated pressure 
transmitter PT-263-50A when plant conditions and the requirements of procedure 8.M.2-8.1 did not allow that 
activity. This resulted in an inadvertent Group 3 primary containment isolation signal which isolated reactor shutdown 
cooling for 25 minutes. After recovering shutdown cooling, Entergy entered this issue into their corrective action 
program, conducted a stand down to review this event with I&C personnel, and initiated action to review this and 
similar procedures which require varying plant conditions.  
 
The finding is more than minor because it is associated with the Mitigating Systems cornerstone attribute of 
equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be of 
very low safety significance, in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because it did not increase the likelihood of a loss of reactor coolant system (RCS) inventory 
or degrade Entergy’s ability to terminate a leak path or add RCS inventory if needed. Throughout this event, adequate 
thermal margin was maintained since the calculated RCS time-to-boil was greater than 32 hours. This finding has a 
cross-cutting in the area of Human Performance, Work Practices, in that personnel did not follow the procedure for 
testing the ATS [H.4(b)]. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to thoroughly evaluate degraded condition on "B" EDG following January overhaul 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified for 
Entergy’s failure to promptly correct a condition adverse to quality associated with the “B” emergency diesel 
generator (EDG). During the post overhaul surveillance of the “B” EDG on January 25, 2007, the “B” EDG 
experienced unexpected load oscillations of approximately 150 kilowatt (kW). Subsequently, on February 23, 2007, 



oscillations of greater than 200 kW were seen, which resulted in the shutdown of the “B” EDG and an entry into a 72 
hour Technical Specification (TS) Limiting Condition for Operation (LCO). Entergy corrected the kW load 
oscillations by replacing the mechanical portion of the “B” EDG governor. The “B” EDG was declared operable 
following successful testing. The issue was entered into Entergy’s corrective action program.  
 
The inspector determined that this finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone; and, it affected the cornerstone objective of ensuring the 
reliability, availability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. A Phase 3 SDP evaluation was necessary due to a potential for a greater than green finding as indicated 
in the site specific pre-solved Phase 2 worksheets. The Phase 3 evaluation concluded that the finding was of very low 
safety significance (Green). The inspector also determined that this finding had a cross-cutting aspect in the area of 
Problem Identification and Resolution in that Entergy personnel failed to thoroughly evaluate the unexpected kW 
oscillations. [P.1(c)] (Section 1R19)  
 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Representative Sampling of the Reactor Building Exhaust Vent 
The inspector identified a NCV of TS 5.5.4.c, “Radioactive Effluent Controls Program,” for Entergy’s failure to 
obtain representative effluent samples. Specifically, the sample flow rate through the isokinetic nozzles for the reactor 
building vent was too high to allow for representative samples. Entergy evaluated the impact of nonrepresentative 
(anisokinetic) sampling and determined the impact on the calculated doses to be minimal and within the uncertainties 
of typical sampling methodology.  
 
The performance deficiency is that Entergy failed to obtain representative effluent samples of the reactor building 
vent, as required by the TS and the Offsite Dose Calculation Manual (ODCM). The finding is greater than minor 
because it is associated with the plant equipment and instrumentation attribute of the Public Radiation Safety 
Cornerstone and affects the cornerstone objective of ensuring adequate protection of public health and safety from 
exposure to radioactive materials released into the public domain as a result of routine plant operation. The finding 
was determined to be of very low safety significance because it impaired Entergy’s ability to assess dose, although 
Entergy was able to assess dose, and dose to the public did not exceed the limits of 10 CFR 50, Appendix I, or 10 
CFR 20.1301(d). 
Inspection Report# : 2007004 (pdf)  



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

Miscellaneous 
Significance: N/A Jun 22, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Assessment of the Pilgrim Problem Identification and Resolution Program. 
The team determined that Entergy was effective at identifying problems and placing them in the corrective action 
program (CAP). Once entered into the CAP, these items were screened and prioritized in a timely manner using 
established criteria, and they were properly evaluated commensurate with their safety significance. The condition 
review group (CRG) performed thorough discussions of new issues and ensured the issues were classified properly. 
Overall, the evaluations identified the causes of the problem, assessed the extent of condition, and developed 
appropriate corrective actions. An exception was noted for the resolution of emergency diesel generator (EDG) load 
oscillations. There were multiple occurrences of small load oscillations before the problem was identified and 
corrected; this resulted in a finding. Corrective actions were typically implemented in a timely manner, but the team 
found that in one case, main steam safety relief valve corrective actions were not timely and did not prevent 
recurrence; this resulted in a finding. On the basis of interviews conducted during this inspection, workers at the site 
felt free to input safety findings into the corrective action program. The team found that Entergy’s self-assessments 
and audits were self-critical and consistent with the team’s observations. 
Inspection Report# : 2007006 (pdf)  

Last modified : February 04, 2008 



Pilgrim 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Improper Calibration of Vacuum Trip Switch Results in an Automatic Reactor Scram 
A Green self-revealing finding was identified for Entergy's failure to ensure the proper verification and calibration of 
condenser vacuum trip switch VTS-1 during refueling outage (RFO) 16. Specifically, personnel did not ensure that the
proper verification/calibration technique was employed to determine the as-found low condenser vacuum turbine trip 
setpoint. Additionally, when the technician identified that the as-found data was significantly outside of historical as-
found values, he did not question the validity of the data nor did he obtain a peer check. The technician then calibrated 
the instrument using the incorrect as-found data which resulted in an incorrect low vacuum trip setpoint and a 
subsequent turbine trip and reactor scram on July 10, 2007.  
 
This finding is more than minor because it is associated with the human performance attribute of the Initiating Events 
Cornerstone and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability 
during power operations. The finding is of very low safety significance (Green) because it did not contribute to both 
the likelihood of a reactor trip and the likelihood that mitigation equipment would be unavailable. This finding has a 
cross-cutting aspect in the area of Human Performance, Work Practices, because Entergy proceeded in the face of 
uncertainty or unexpected circumstances when the VTS-1 setpoint was found significantly outside of expected as-
found values. [H.4(a)] (Section 4OA3)  
 
Inspection Report# : 2007005 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to provide adequate instructions for adjusting MO-1201-85 packing resulted in premature packing 
failure. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to provide 
adequate work instructions, as required by Pilgrim Technical Specification 5.4.1, “Procedures,” to adjust packing on 
reactor water cleanup valve MO-1201-85, in October 2003. The lack of adequate instructions led to premature 
packing failure on March 17, 2007, which increased unidentified drywell reactor coolant system leakage, and required 
a plant shutdown. The direct cause was the failure to apply sufficient compression to the packing when last adjusted in 
October 2003. Entergy personnel repaired and successfully retested the valve. Entergy entered this issue into their 
corrective action program and initiated action to develop a packing adjustment procedure, evaluate back seating 
inaccessible valves, and institute preventive maintenance items to verify the packing gland fastener torque for 
inaccessible valves.  
 
The finding was more than minor because it adversely affected the equipment performance attribute and objective of 
the Initiating Events cornerstone of limiting the likelihood of those events that upset plant stability and challenge 
critical safety functions during power operations. The finding screened to very low safety significance (Green) per 
IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations,” 
because the maximum observed leak rate did not exceed the Technical Specifications limit for identified reactor 
coolant system leakage, the finding did not contribute to both the likelihood of a reactor trip and the unavailability of a 
function of a mitigating system, and the finding did not increase the likelihood of a fire or internal/external flood. This 
finding has a cross-cutting aspect in the area of Human Performance, Resources, in that Entergy did not ensure that 
packing adjustment procedures were adequate [H.2(c)]. (Section 1R12)  
 
Inspection Report# : 2007003 (pdf)  



Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadvertent decrease in reactor vessel level due to personnel error. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to properly 
implement procedure EN-OP-102, "Protective and Caution Tagging,” as required by Pilgrim Technical Specification 
5.4.1, “Procedures.” Specifically, on May 3, 2007, a senior reactor operator approved the removal of a danger tag 
from 4-HO-50 without ensuring the appropriateness of the component's specified restoration position. As a result, the 
valve, which was serving as a single point of isolation between the reactor coolant system and the drywell equipment 
sump, was opened, and approximately six inches of reactor coolant drained from the reactor vessel before the drain 
path was identified and isolated. Entergy entered this issue into their corrective action program and initiated additional 
controls and oversight for tagout operations with the potential to interface with the reactor vessel fluid boundary.  
 
The failure to specify the appropriate restoration position constituted a performance deficiency that resulted in an 
inadvertent decrease of the reactor vessel level totaling six inches. The finding is more than minor because it is 
associated with the configuration control attribute of the Initiating Events cornerstone, and it affected the associated 
cornerstone objective of limiting the likelihood of those events that upset plant stability and challenge critical safety 
functions during shutdown operations. Because this event involved a six inch loss of level, the finding screened to 
very low safety significance (Green) in accordance with Table 1 of IMC 0609, Appendix G, "Shutdown Operations 
Significance Determination Process." The finding had a cross-cutting aspect in the area of Human Performance, Work 
Control, in that Entergy made a change to a planned work activity, the restoration of 4-HO-50, without fully 
evaluating the impact of this change on the plant [H.3(b)]. (Section 1R20)  
 
Inspection Report# : 2007003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Emergent Maintenance on A5 Emergency Bus Undervoltage Relays 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy's failure to conduct an 
adequate risk assessment for emergent maintenance on the A5 Emergency Bus undervoltage relays. Specifically, the 
inspectors noted that Entergy had downgraded an on-line risk assessment from Red to Green without a valid technical 
basis and did not recognize the unavailability of the automatic function of the Emergency Diesel Generator (EDG); as 
a result, Entergy did not evaluate or specify risk management actions.  
This finding is more than minor because the risk assessment had incorrect assumptions that changed the outcome of 
the assessment. The inspectors conducted a screening in accordance with IMC 0609, “Significance Determination 
Process,” Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the relays were removed from service was significantly less than 1E-6 due to 
the short amount of time the EDG was unavailable in the automatic mode and the reasonable assurance that operators 
could manually tie the EDG to the bus in the event of a Loss Of Offsite Power.  
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision, when faced with an unexpected plant condition. [H.1(a)]
Inspection Report# : 2008002 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish goals and monitor the performance of the HVAC system against them per 10 CFR 50.65(a)
(1) 
The inspector identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” for Entergy's failure to establish goals or monitor the performance of the Heating, Ventilation, 



and Air Conditioning (HVAC) system per 10 CFR 50.65(a)(1). The system was placed in (a)(1) status and corrective 
action was performed to resolve a fan belt failure. The system was then returned to (a)(2) status without setting goals 
and establishing monitoring requirements. The system subsequently experienced a fan belt failure during the time 
frame that normally would have been monitored.  
 
The inspector determined that the licensee's failure to set goals and monitor system performance against them in a 
manner sufficient to provide reasonable assurance that such systems and components were capable of fulfilling their 
intended functions was a performance deficiency. The performance deficiency was more than minor because it 
affected the Equipment Performance attribute of the Mitigating Systems Cornerstone and because it affected the 
associated Cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesired consequences. The finding was of very low safety significance because it did not 
result in the loss of system safety function; did not represent the actual loss of safety function of a single train for 
greater than its Technical Specification allowed outage time; and was not risk significant due to seismic, flooding, or 
severe weather initiating events. (Section 1R12.2)  
 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Maintenance Procedure Results in Repetitive Emergency Diesel Generator Load Oscillations. 
A self-revealing Green non-cited violation (NCV) of Technical Specification 5.4.1 was identified for an inadequate 
procedure used to lubricate the mechanical governor linkages associated with the ‘A’ emergency diesel generator 
(EDG). The inadequately lubricated governor linkages caused load oscillations on the ‘A’ EDG which resulted in a 
procedurally required EDG shutdown during a monthly operability surveillance test on May 15, 2007. Entergy 
determined the cause of the oscillations and corrected the problem by cleaning and lubricating the mechanical 
governor linkages. The maintenance procedure was also revised to provide a more detailed description of the required 
EDG linkage lubrication task.  
 
This finding is more than minor because it is associated with the Procedure Quality attribute of the Mitigating Systems 
cornerstone. The issue affected the cornerstone objective of ensuring the reliability and availability of systems that 
respond to initiating events to prevent undesirable consequences, in that, the ‘A’ EDG was shutdown and removed 
from service to perform troubleshooting and repairs to the fuel rack linkages. Following a Phase 1 evaluation, this 
finding was determined to be of very low safety significance (Green) since the finding did not result in a loss of 
operability, a loss of system safety function, an actual loss of a single train for greater than its Technical Specification 
allowed outage time, or screen as potentially risk significant due to a seismic, flooding, or a severe weather initiating 
event. This finding has a cross-cutting aspect in the area of human performance, Resources, because Entergy did not 
provide adequate procedure guidance to personnel to ensure proper lubrication of the ‘A’ EDG governor linkages. 
[H.2(c)] (Section 4OA2.a(3)(a)) 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Actions to Correct Recurring SRV Surveillance Failures 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” for the failure to 
take timely or effective corrective action to resolve repetitive safety and relief valve (SRV) surveillance test failures. 
Specifically, Entergy has not resolved recurring SRV lift setpoint surveillance test failures considering the industry 
experience that identifies likely causes and recommended corrective actions. Entergy personnel entered this condition 
into their corrective action program as CR-07-02920. The planned corrective action for this issue is to install a plant 
modification to independently actuate the SRVs using the Automatic Depressurization System (ADS).  
 
This finding is more than minor because it is associated with the Mitigating Systems cornerstone and effects the 
cornerstone objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable 
circumstances. Specifically, the failure to adequately address SRV pilot valve corrosion bonding and setpoint drift in a 
timely manner, has resulted in repeat non-conservative SRV lift points above Technical Specification limits. 
Following a Phase 1 evaluation, this finding was determined to be of very low safety significance (Green) since no 



loss of function has occurred. This finding has a cross-cutting aspect in the area of problem identification and 
resolution, Corrective Action Program, because Entergy has not taken timely or effective corrective actions to address 
a safety issue commensurate with its significance and complexity. [P.1(d)] (Section 4OA2.a(3)(b)) 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to follow procedures resulted in the loss of shutdown cooling. 
A self-revealing non-cited violation of very low safety significance was identified for Entergy’s failure to implement 
procedures for testing the analog trip system (ATS) as required by Pilgrim Technical Specification 5.4.1, 
“Procedures.” Specifically, on April 12, 2007, Instrumentation and Controls (I&C) technicians calibrated pressure 
transmitter PT-263-50A when plant conditions and the requirements of procedure 8.M.2-8.1 did not allow that 
activity. This resulted in an inadvertent Group 3 primary containment isolation signal which isolated reactor shutdown 
cooling for 25 minutes. After recovering shutdown cooling, Entergy entered this issue into their corrective action 
program, conducted a stand down to review this event with I&C personnel, and initiated action to review this and 
similar procedures which require varying plant conditions.  
 
The finding is more than minor because it is associated with the Mitigating Systems cornerstone attribute of 
equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and capability 
of systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be of 
very low safety significance, in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because it did not increase the likelihood of a loss of reactor coolant system (RCS) inventory 
or degrade Entergy’s ability to terminate a leak path or add RCS inventory if needed. Throughout this event, adequate 
thermal margin was maintained since the calculated RCS time-to-boil was greater than 32 hours. This finding has a 
cross-cutting in the area of Human Performance, Work Practices, in that personnel did not follow the procedure for 
testing the ATS [H.4(b)]. (Section 1R13) 
Inspection Report# : 2007003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Representative Sampling of the Reactor Building Exhaust Vent 
The inspector identified a NCV of TS 5.5.4.c, “Radioactive Effluent Controls Program,” for Entergy’s failure to 
obtain representative effluent samples. Specifically, the sample flow rate through the isokinetic nozzles for the reactor 
building vent was too high to allow for representative samples. Entergy evaluated the impact of nonrepresentative 
(anisokinetic) sampling and determined the impact on the calculated doses to be minimal and within the uncertainties 
of typical sampling methodology.  
 



The performance deficiency is that Entergy failed to obtain representative effluent samples of the reactor building 
vent, as required by the TS and the Offsite Dose Calculation Manual (ODCM). The finding is greater than minor 
because it is associated with the plant equipment and instrumentation attribute of the Public Radiation Safety 
Cornerstone and affects the cornerstone objective of ensuring adequate protection of public health and safety from 
exposure to radioactive materials released into the public domain as a result of routine plant operation. The finding 
was determined to be of very low safety significance because it impaired Entergy’s ability to assess dose, although 
Entergy was able to assess dose, and dose to the public did not exceed the limits of 10 CFR 50, Appendix I, or 10 
CFR 20.1301(d). 
Inspection Report# : 2007004 (pdf)  

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

Miscellaneous 
Significance: N/A Jun 22, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Assessment of the Pilgrim Problem Identification and Resolution Program. 
The team determined that Entergy was effective at identifying problems and placing them in the corrective action 
program (CAP). Once entered into the CAP, these items were screened and prioritized in a timely manner using 
established criteria, and they were properly evaluated commensurate with their safety significance. The condition 
review group (CRG) performed thorough discussions of new issues and ensured the issues were classified properly. 
Overall, the evaluations identified the causes of the problem, assessed the extent of condition, and developed 
appropriate corrective actions. An exception was noted for the resolution of emergency diesel generator (EDG) load 
oscillations. There were multiple occurrences of small load oscillations before the problem was identified and 
corrected; this resulted in a finding. Corrective actions were typically implemented in a timely manner, but the team 
found that in one case, main steam safety relief valve corrective actions were not timely and did not prevent 
recurrence; this resulted in a finding. On the basis of interviews conducted during this inspection, workers at the site 
felt free to input safety findings into the corrective action program. The team found that Entergy’s self-assessments 
and audits were self-critical and consistent with the team’s observations. 
Inspection Report# : 2007006 (pdf)  

Last modified : June 05, 2008 



Pilgrim 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Improper Calibration of Vacuum Trip Switch Results in an Automatic Reactor Scram 
A Green self-revealing finding was identified for Entergy's failure to ensure the proper verification and calibration of 
condenser vacuum trip switch VTS-1 during refueling outage (RFO) 16. Specifically, personnel did not ensure that the
proper verification/calibration technique was employed to determine the as-found low condenser vacuum turbine trip 
setpoint. Additionally, when the technician identified that the as-found data was significantly outside of historical as-
found values, he did not question the validity of the data nor did he obtain a peer check. The technician then calibrated 
the instrument using the incorrect as-found data which resulted in an incorrect low vacuum trip setpoint and a 
subsequent turbine trip and reactor scram on July 10, 2007.  
 
This finding is more than minor because it is associated with the human performance attribute of the Initiating Events 
Cornerstone and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability 
during power operations. The finding is of very low safety significance (Green) because it did not contribute to both 
the likelihood of a reactor trip and the likelihood that mitigation equipment would be unavailable. This finding has a 
cross-cutting aspect in the area of Human Performance, Work Practices, because Entergy proceeded in the face of 
uncertainty or unexpected circumstances when the VTS-1 setpoint was found significantly outside of expected as-
found values. [H.4(a)] (Section 4OA3)  
 
Inspection Report# : 2007005 (pdf)  

Mitigating Systems 

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for 'B' Battery Charger Circuit Breaker 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” in that, Entergy did not promptly correct deficiencies with the ‘B’ 
125 Vdc battery charger supply circuit breaker. Specifically, Entergy did not properly evaluate and take adequate 
corrective actions for a condition adverse to quality associated with elevated temperatures on the circuit breaker 
terminals; and subsequently, the circuit breaker failed when recharging the ‘B’ 125 Vdc battery. Entergy entered the 
issue into their corrective action system, completed an operability assessment, and reviewed similar circuit breakers to 
ensure a similar condition did not exist.  
 
The finding is more than minor because the degraded condition represented reasonable doubt on the operability of the 
‘B’ 125 Vdc charger and its associated breaker. The finding is associated with 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. The team determined the 
finding was of very low safety significance (Green) because it did not result in the loss of system safety function. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution because Entergy did not 
adequately evaluate and correct the condition adverse to quality, which they originally identified in January 2006 
(P.1.c).  
 
Inspection Report# : 2008007 (pdf)  



Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions in Response to an Intake De-Watering Event 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” in that, Entergy did not properly evaluate and take adequate 
corrective actions for a condition adverse to quality associated with an intake de-watering event on September 14, 
2007. Specifically, a fish intrusion event resulted in a significant lowering of intake level and challenged the 
continued availability of the ‘A’ loop of salt service water (SSW). Entergy’s issue prioritization, operability review, 
and subsequent evaluation did not adequately assess and correct the plant response relative to the safety-related SSW 
design and licensing bases. Entergy entered the issue into their corrective action system, implemented short-term 
corrective actions, and completed an operability assessment for the affected equipment.  
 
This finding is more than minor because it is associated with the external factors attribute (loss of heat sink) for the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. The team determined the 
finding was of very low safety significance (Green) because it did not result in the loss of system safety function. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution because Entergy did not 
thoroughly evaluate a condition adverse to quality, including properly classifying, prioritizing, and evaluating for 
operability (P.1.c).  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Calculation for Salt Service Water Pump Minimum Flow Rate 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that, Entergy did not properly translate design basis parameters into 
specifications and procedures for the salt service water (SSW) system. Specifically, the system hydraulic analysis did 
not establish a system leakage limit, and the plant operating procedures allowed alignments that could have led to a 
condition where system leakage could have been in excess of the available margin. Entergy entered this issue into 
their corrective action system and instituted immediate corrective actions.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the SSW 
system. The finding is associated with the design control attribute of the Mitigating Systems Cornerstone and affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences. The team determined the finding was of very low safety significance 
(Green) because it was a design deficiency confirmed not to result in a loss of the SSW system.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Emergent Maintenance on A5 Emergency Bus Undervoltage Relays 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy's failure to conduct an 
adequate risk assessment for emergent maintenance on the A5 Emergency Bus undervoltage relays. Specifically, the 
inspectors noted that Entergy had downgraded an on-line risk assessment from Red to Green without a valid technical 
basis and did not recognize the unavailability of the automatic function of the Emergency Diesel Generator (EDG); as 
a result, Entergy did not evaluate or specify risk management actions.  
This finding is more than minor because the risk assessment had incorrect assumptions that changed the outcome of 
the assessment. The inspectors conducted a screening in accordance with IMC 0609, “Significance Determination 
Process,” Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the relays were removed from service was significantly less than 1E-6 due to 



the short amount of time the EDG was unavailable in the automatic mode and the reasonable assurance that operators 
could manually tie the EDG to the bus in the event of a Loss Of Offsite Power.  
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision, when faced with an unexpected plant condition. [H.1(a)]
Inspection Report# : 2008002 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish goals and monitor the performance of the HVAC system against them per 10 CFR 50.65(a)
(1) 
The inspector identified a NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at 
Nuclear Power Plants,” for Entergy's failure to establish goals or monitor the performance of the Heating, Ventilation, 
and Air Conditioning (HVAC) system per 10 CFR 50.65(a)(1). The system was placed in (a)(1) status and corrective 
action was performed to resolve a fan belt failure. The system was then returned to (a)(2) status without setting goals 
and establishing monitoring requirements. The system subsequently experienced a fan belt failure during the time 
frame that normally would have been monitored.  
 
The inspector determined that the licensee's failure to set goals and monitor system performance against them in a 
manner sufficient to provide reasonable assurance that such systems and components were capable of fulfilling their 
intended functions was a performance deficiency. The performance deficiency was more than minor because it 
affected the Equipment Performance attribute of the Mitigating Systems Cornerstone and because it affected the 
associated Cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesired consequences. The finding was of very low safety significance because it did not 
result in the loss of system safety function; did not represent the actual loss of safety function of a single train for 
greater than its Technical Specification allowed outage time; and was not risk significant due to seismic, flooding, or 
severe weather initiating events. (Section 1R12.2)  
 
Inspection Report# : 2007004 (pdf)  

Barrier Integrity 

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 



for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Representative Sampling of the Reactor Building Exhaust Vent 
The inspector identified a NCV of TS 5.5.4.c, “Radioactive Effluent Controls Program,” for Entergy’s failure to 
obtain representative effluent samples. Specifically, the sample flow rate through the isokinetic nozzles for the reactor 
building vent was too high to allow for representative samples. Entergy evaluated the impact of nonrepresentative 
(anisokinetic) sampling and determined the impact on the calculated doses to be minimal and within the uncertainties 
of typical sampling methodology.  
 
The performance deficiency is that Entergy failed to obtain representative effluent samples of the reactor building 
vent, as required by the TS and the Offsite Dose Calculation Manual (ODCM). The finding is greater than minor 
because it is associated with the plant equipment and instrumentation attribute of the Public Radiation Safety 
Cornerstone and affects the cornerstone objective of ensuring adequate protection of public health and safety from 
exposure to radioactive materials released into the public domain as a result of routine plant operation. The finding 
was determined to be of very low safety significance because it impaired Entergy’s ability to assess dose, although 
Entergy was able to assess dose, and dose to the public did not exceed the limits of 10 CFR 50, Appendix I, or 10 
CFR 20.1301(d). 
Inspection Report# : 2007004 (pdf)  

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



Miscellaneous 
Last modified : August 29, 2008 



Pilgrim 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Improper Calibration of Vacuum Trip Switch Results in an Automatic Reactor Scram 
A Green self-revealing finding was identified for Entergy's failure to ensure the proper verification and calibration of condenser vacuum trip 
switch VTS-1 during refueling outage (RFO) 16. Specifically, personnel did not ensure that the proper verification/calibration technique was 
employed to determine the as-found low condenser vacuum turbine trip setpoint. Additionally, when the technician identified that the as-
found data was significantly outside of historical as-found values, he did not question the validity of the data nor did he obtain a peer check. 
The technician then calibrated the instrument using the incorrect as-found data which resulted in an incorrect low vacuum trip setpoint and a 
subsequent turbine trip and reactor scram on July 10, 2007.  
 
This finding is more than minor because it is associated with the human performance attribute of the Initiating Events Cornerstone and affects 
the cornerstone objective of limiting the likelihood of those events that upset plant stability during power operations. The finding is of very 
low safety significance (Green) because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation 
equipment would be unavailable. This finding has a cross-cutting aspect in the area of Human Performance, Work Practices, because Entergy 
proceeded in the face of uncertainty or unexpected circumstances when the VTS-1 setpoint was found significantly outside of expected as-
found values. [H.4(a)] (Section 4OA3)  
 
Inspection Report# : 2007005 (pdf)  

Mitigating Systems 

Significance:  Jul 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Switchyard Voltage Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, Criterion III, 
“Design Control,” in that, Entergy did not perform a calculation and confirmatory test to demonstrate that the switchyard voltage used in 
procedures was adequate. Such a calculation and test was necessary to ensure that a spurious loss of the preferred offsite power source during 
transient conditions would not occur. Entergy entered this issue into their corrective action system, and demonstrated there was sufficient 
margin to assure operability of the preferred offsite power source.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the preferred offsite power system. 
The finding is associated with the design control attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The team 
determined the finding was of very low safety significance (Green) because it was a design deficiency confirmed not to result in a loss of the 
preferred offsite power source.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for 'B' Battery Charger Circuit Breaker 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, Criterion 
XVI, “Corrective Action,” in that, Entergy did not promptly correct deficiencies with the ‘B’ 125 Vdc battery charger supply circuit breaker. 
Specifically, Entergy did not properly evaluate and take adequate corrective actions for a condition adverse to quality associated with elevated 
temperatures on the circuit breaker terminals; and subsequently, the circuit breaker failed when recharging the ‘B’ 125 Vdc battery. Entergy 
entered the issue into their corrective action system, completed an operability assessment, and reviewed similar circuit breakers to ensure a 
similar condition did not exist.  



 
The finding is more than minor because the degraded condition represented reasonable doubt on the operability of the ‘B’ 125 Vdc charger 
and its associated breaker. The finding is associated with 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. The team determined the finding was of very low safety significance (Green) because it did not result in the loss of 
system safety function. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution because Entergy did not 
adequately evaluate and correct the condition adverse to quality, which they originally identified in January 2006 (P.1.c).  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions in Response to an Intake De-Watering Event 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, Criterion 
XVI, “Corrective Action,” in that, Entergy did not properly evaluate and take adequate corrective actions for a condition adverse to quality 
associated with an intake de-watering event on September 14, 2007. Specifically, a fish intrusion event resulted in a significant lowering of 
intake level and challenged the continued availability of the ‘A’ loop of salt service water (SSW). Entergy’s issue prioritization, operability 
review, and subsequent evaluation did not adequately assess and correct the plant response relative to the safety-related SSW design and 
licensing bases. Entergy entered the issue into their corrective action system, implemented short-term corrective actions, and completed an 
operability assessment for the affected equipment.  
 
This finding is more than minor because it is associated with the external factors attribute (loss of heat sink) for the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability and capability of systems that respond to initiating 
events to prevent undesirable consequences. The team determined the finding was of very low safety significance (Green) because it did not 
result in the loss of system safety function. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution 
because Entergy did not thoroughly evaluate a condition adverse to quality, including properly classifying, prioritizing, and evaluating for 
operability (P.1.c).  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Calculation for Salt Service Water Pump Minimum Flow Rate 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, Criterion III, 
“Design Control,” in that, Entergy did not properly translate design basis parameters into specifications and procedures for the salt service 
water (SSW) system. Specifically, the system hydraulic analysis did not establish a system leakage limit, and the plant operating procedures 
allowed alignments that could have led to a condition where system leakage could have been in excess of the available margin. Entergy 
entered this issue into their corrective action system and instituted immediate corrective actions.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the SSW system. The finding is 
associated with the design control attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The team determined 
the finding was of very low safety significance (Green) because it was a design deficiency confirmed not to result in a loss of the SSW 
system.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Emergent Maintenance on A5 Emergency Bus Undervoltage Relays 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy's failure to conduct an adequate risk 
assessment for emergent maintenance on the A5 Emergency Bus undervoltage relays. Specifically, the inspectors noted that Entergy had 
downgraded an on-line risk assessment from Red to Green without a valid technical basis and did not recognize the unavailability of the 
automatic function of the Emergency Diesel Generator (EDG); as a result, Entergy did not evaluate or specify risk management actions.  
This finding is more than minor because the risk assessment had incorrect assumptions that changed the outcome of the assessment. The 
inspectors conducted a screening in accordance with IMC 0609, “Significance Determination Process,” Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process.” The finding was determined to be of very low safety significance 
(Green) because the Incremental Core Damage Probability Deficit for the timeframe that the relays were removed from service was 
significantly less than 1E-6 due to the short amount of time the EDG was unavailable in the automatic mode and the reasonable assurance that 
operators could manually tie the EDG to the bus in the event of a Loss Of Offsite Power. 



This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not use a systematic process 
to make a risk-significant decision, when faced with an unexpected plant condition. [H.1(a)] 
Inspection Report# : 2008002 (pdf)  

Barrier Integrity 

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with losses of large areas of the 
plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related NRC 
guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding are 
being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See 
inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with losses of large areas of the 
plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related NRC 
guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding are 
being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See 
inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with losses of large areas of the 
plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related NRC 
guidance. This finding has been designated as "Official Use Only - Security-Related Information;" therefore, the details of this finding are 
being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See 
inspection report for more details. 
Inspection Report# : 2008006 (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 : November 26, 2008 



Pilgrim 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct a Risk Assessment for Emergent Maintenance on the High Pressure Coolant Injection 
System 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy’s failure to conduct a 
risk assessment for emergent maintenance on the High Pressure Coolant Injection (HPCI) system injection valve. 
Specifically, the failure to conduct a risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy entered this issue into their 
corrective action program. Corrective actions will include revising attachments in Entergy’s Technical Specification 
requirements procedure to perform a risk review as a result of emergent maintenance activities.  
 
This finding was more than minor because Entergy failed to consider the unavailability of a risk significant system 
where the outcome of the risk assessment would have been a change in a risk management category. The inspectors 
conducted an evaluation in accordance with IMC 0609, “Significance Determination Process,” Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” The finding was 
determined to be of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for 
the timeframe that HPCI was removed from service was significantly less than 1E-6. The inspectors determined that 
this finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision when faced with an unexpected plant condition. [H.1(a)] 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Error Resulting in Unplanned RCIC Isolation 
A self-revealing Green non-cited violation (NCV) of TS 5.4.1, “Procedures”, was identified for a procedure which 
resulted in an inadvertent isolation of the Reactor Core Isolation Cooling (RCIC) system. Specifically, the procedure 
was previously revised and a step was inadvertently placed out-of-order. The procedure incorrectly instructed 
technicians to remove relay contact blockers, or “boots”, before clearing an isolation signal which resulted in the 
system isolation. Entergy entered this issue into their corrective action program. Corrective actions will include 
revising this procedure and reviewing other surveillance procedures that had been revised at the same time.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone. Isolating the RCIC system affected the cornerstone objective of ensuring the 
availability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
this finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings”. This finding was of 
very low safety significance because it was not a design or qualification deficiency, did not represent a loss of system 
safety function, did not represent an actual loss of a single train system for greater than the Technical Specification 
allowed outage time, and was not made risk-significant because of external events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy did not ensure that 



the procedure was complete and accurate. [H.2(c)] 
Inspection Report# : 2008005 (pdf)  

Significance:  Jul 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Switchyard Voltage Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that, Entergy did not perform a calculation and confirmatory test to demonstrate 
that the switchyard voltage used in procedures was adequate. Such a calculation and test was necessary to ensure that 
a spurious loss of the preferred offsite power source during transient conditions would not occur. Entergy entered this 
issue into their corrective action system, and demonstrated there was sufficient margin to assure operability of the 
preferred offsite power source.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the 
preferred offsite power system. The finding is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was a design deficiency confirmed not to result in a loss of the preferred 
offsite power source.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for 'B' Battery Charger Circuit Breaker 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” in that, Entergy did not promptly correct deficiencies with the ‘B’ 
125 Vdc battery charger supply circuit breaker. Specifically, Entergy did not properly evaluate and take adequate 
corrective actions for a condition adverse to quality associated with elevated temperatures on the circuit breaker 
terminals; and subsequently, the circuit breaker failed when recharging the ‘B’ 125 Vdc battery. Entergy entered the 
issue into their corrective action system, completed an operability assessment, and reviewed similar circuit breakers to 
ensure a similar condition did not exist.  
 
The finding is more than minor because the degraded condition represented reasonable doubt on the operability of the 
‘B’ 125 Vdc charger and its associated breaker. The finding is associated with 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. The team determined the 
finding was of very low safety significance (Green) because it did not result in the loss of system safety function. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution because Entergy did not 
adequately evaluate and correct the condition adverse to quality, which they originally identified in January 2006 
(P.1.c).  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions in Response to an Intake De-Watering Event 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” in that, Entergy did not properly evaluate and take adequate 
corrective actions for a condition adverse to quality associated with an intake de-watering event on September 14, 



2007. Specifically, a fish intrusion event resulted in a significant lowering of intake level and challenged the 
continued availability of the ‘A’ loop of salt service water (SSW). Entergy’s issue prioritization, operability review, 
and subsequent evaluation did not adequately assess and correct the plant response relative to the safety-related SSW 
design and licensing bases. Entergy entered the issue into their corrective action system, implemented short-term 
corrective actions, and completed an operability assessment for the affected equipment.  
 
This finding is more than minor because it is associated with the external factors attribute (loss of heat sink) for the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. The team determined the 
finding was of very low safety significance (Green) because it did not result in the loss of system safety function. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution because Entergy did not 
thoroughly evaluate a condition adverse to quality, including properly classifying, prioritizing, and evaluating for 
operability (P.1.c).  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Calculation for Salt Service Water Pump Minimum Flow Rate 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that, Entergy did not properly translate design basis parameters into 
specifications and procedures for the salt service water (SSW) system. Specifically, the system hydraulic analysis did 
not establish a system leakage limit, and the plant operating procedures allowed alignments that could have led to a 
condition where system leakage could have been in excess of the available margin. Entergy entered this issue into 
their corrective action system and instituted immediate corrective actions.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the SSW 
system. The finding is associated with the design control attribute of the Mitigating Systems Cornerstone and affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences. The team determined the finding was of very low safety significance 
(Green) because it was a design deficiency confirmed not to result in a loss of the SSW system.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Emergent Maintenance on A5 Emergency Bus Undervoltage Relays 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy's failure to conduct an 
adequate risk assessment for emergent maintenance on the A5 Emergency Bus undervoltage relays. Specifically, the 
inspectors noted that Entergy had downgraded an on-line risk assessment from Red to Green without a valid technical 
basis and did not recognize the unavailability of the automatic function of the Emergency Diesel Generator (EDG); as 
a result, Entergy did not evaluate or specify risk management actions.  
This finding is more than minor because the risk assessment had incorrect assumptions that changed the outcome of 
the assessment. The inspectors conducted a screening in accordance with IMC 0609, “Significance Determination 
Process,” Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process.” 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the timeframe that the relays were removed from service was significantly less than 1E-6 due to 
the short amount of time the EDG was unavailable in the automatic mode and the reasonable assurance that operators 
could manually tie the EDG to the bus in the event of a Loss Of Offsite Power.  
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision, when faced with an unexpected plant condition. [H.1(a)]
Inspection Report# : 2008002 (pdf)  



Barrier Integrity 

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (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 : April 07, 2009 



Pilgrim 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct a Risk Assessment for Emergent Maintenance on the High Pressure Coolant Injection 
System 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy’s failure to conduct a 
risk assessment for emergent maintenance on the High Pressure Coolant Injection (HPCI) system injection valve. 
Specifically, the failure to conduct a risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy entered this issue into their 
corrective action program. Corrective actions will include revising attachments in Entergy’s Technical Specification 
requirements procedure to perform a risk review as a result of emergent maintenance activities.  
 
This finding was more than minor because Entergy failed to consider the unavailability of a risk significant system 
where the outcome of the risk assessment would have been a change in a risk management category. The inspectors 
conducted an evaluation in accordance with IMC 0609, “Significance Determination Process,” Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” The finding was 
determined to be of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for 
the timeframe that HPCI was removed from service was significantly less than 1E-6. The inspectors determined that 
this finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision when faced with an unexpected plant condition. [H.1(a)] 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Error Resulting in Unplanned RCIC Isolation 
A self-revealing Green non-cited violation (NCV) of TS 5.4.1, “Procedures”, was identified for a procedure which 
resulted in an inadvertent isolation of the Reactor Core Isolation Cooling (RCIC) system. Specifically, the procedure 
was previously revised and a step was inadvertently placed out-of-order. The procedure incorrectly instructed 
technicians to remove relay contact blockers, or “boots”, before clearing an isolation signal which resulted in the 
system isolation. Entergy entered this issue into their corrective action program. Corrective actions will include 
revising this procedure and reviewing other surveillance procedures that had been revised at the same time.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone. Isolating the RCIC system affected the cornerstone objective of ensuring the 
availability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
this finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings”. This finding was of 
very low safety significance because it was not a design or qualification deficiency, did not represent a loss of system 
safety function, did not represent an actual loss of a single train system for greater than the Technical Specification 
allowed outage time, and was not made risk-significant because of external events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy did not ensure that 



the procedure was complete and accurate. [H.2(c)] 
Inspection Report# : 2008005 (pdf)  

Significance:  Jul 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Switchyard Voltage Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that, Entergy did not perform a calculation and confirmatory test to demonstrate 
that the switchyard voltage used in procedures was adequate. Such a calculation and test was necessary to ensure that 
a spurious loss of the preferred offsite power source during transient conditions would not occur. Entergy entered this 
issue into their corrective action system, and demonstrated there was sufficient margin to assure operability of the 
preferred offsite power source.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the 
preferred offsite power system. The finding is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was a design deficiency confirmed not to result in a loss of the preferred 
offsite power source.  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for 'B' Battery Charger Circuit Breaker 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” in that, Entergy did not promptly correct deficiencies with the ‘B’ 
125 Vdc battery charger supply circuit breaker. Specifically, Entergy did not properly evaluate and take adequate 
corrective actions for a condition adverse to quality associated with elevated temperatures on the circuit breaker 
terminals; and subsequently, the circuit breaker failed when recharging the ‘B’ 125 Vdc battery. Entergy entered the 
issue into their corrective action system, completed an operability assessment, and reviewed similar circuit breakers to 
ensure a similar condition did not exist.  
 
The finding is more than minor because the degraded condition represented reasonable doubt on the operability of the 
‘B’ 125 Vdc charger and its associated breaker. The finding is associated with 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. The team determined the 
finding was of very low safety significance (Green) because it did not result in the loss of system safety function. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution because Entergy did not 
adequately evaluate and correct the condition adverse to quality, which they originally identified in January 2006 
(P.1.c).  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions in Response to an Intake De-Watering Event 
Green. The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XVI, “Corrective Action,” in that, Entergy did not properly evaluate and take adequate 
corrective actions for a condition adverse to quality associated with an intake de-watering event on September 14, 



2007. Specifically, a fish intrusion event resulted in a significant lowering of intake level and challenged the 
continued availability of the ‘A’ loop of salt service water (SSW). Entergy’s issue prioritization, operability review, 
and subsequent evaluation did not adequately assess and correct the plant response relative to the safety-related SSW 
design and licensing bases. Entergy entered the issue into their corrective action system, implemented short-term 
corrective actions, and completed an operability assessment for the affected equipment.  
 
This finding is more than minor because it is associated with the external factors attribute (loss of heat sink) for the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences. The team determined the 
finding was of very low safety significance (Green) because it did not result in the loss of system safety function. This 
finding has a cross-cutting aspect in the area of Problem Identification and Resolution because Entergy did not 
thoroughly evaluate a condition adverse to quality, including properly classifying, prioritizing, and evaluating for 
operability (P.1.c).  
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Calculation for Salt Service Water Pump Minimum Flow Rate 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that, Entergy did not properly translate design basis parameters into 
specifications and procedures for the salt service water (SSW) system. Specifically, the system hydraulic analysis did 
not establish a system leakage limit, and the plant operating procedures allowed alignments that could have led to a 
condition where system leakage could have been in excess of the available margin. Entergy entered this issue into 
their corrective action system and instituted immediate corrective actions.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the SSW 
system. The finding is associated with the design control attribute of the Mitigating Systems Cornerstone and affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences. The team determined the finding was of very low safety significance 
(Green) because it was a design deficiency confirmed not to result in a loss of the SSW system.  
 
Inspection Report# : 2008007 (pdf)  

Barrier Integrity 

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 



Item Type: FIN Finding 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Apr 03, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B.5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(c)]. See inspection report 
for more details. 
Inspection Report# : 2008006 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : May 28, 2009 



Pilgrim 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish and Maintain Adequate Measures to Monitor Critical Parameters of the EDG Air Start 
System 
The inspectors identified a non-cited violation (NCV) of very low safety significance of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” because Entergy personnel did not establish and maintain measures to monitor critical 
design parameters to assure that equipment and processes essential to the safety-related function of the emergency 
diesel generator (EDG) air start system were adequate. Specifically, Entergy did not establish adequate measures to 
assure that an adequate supply of air was available to the air receivers for a minimum of two cold engine starts 
without recharging. This resulted in the “A” EDG being inoperable on March 8, 2009. Entergy entered this issue into 
their corrective action program (CAP) for resolution as CR-PNP-2009-00807. The immediate corrective actions 
included establishing compensatory requirements to increase the monitoring frequency for the air start system critical 
parameters.  
 
This finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affects the cornerstone objective to ensure the reliability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Specifically, the finding affected the reliability of the EDG to 
ensure a minimum of two cold engine starts without recharging to help mitigate the consequences of design basis 
events. The inspectors determined that the finding is of very low safety significance (Green) because it is not a design 
or qualification deficiency, did not represent a loss of safety function, and did not screen as potentially risk significant 
due to external events.  
 
There is no cross-cutting aspect identified for this finding because the inspectors determined that the performance 
deficiency is not reflective of current plant performance. The monitoring frequencies of the EDG air start system 
critical parameters were established for an extended period and prior to this problem there had not been recent issues 
with monitoring EDG air start capability.  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Scaffolding Procedure Requirements 
The inspectors identified an NCV of very low safety significance of Technical Specification 5.4.1 “Procedures,” 
because Entergy personnel did not adequately implement procedure requirements in accordance with EN-MA-133, 
“Control of Scaffolding.” Specifically, personnel did not erect scaffold in accordance with procedure EN-MA-133 and 
maintain the minimum distance erection requirements for safety-related equipment or alternatively perform 
engineering evaluations that concluded the equipment will not be impacted by the scaffolds. Entergy entered this issue 
into their CAP for resolution as CR-PNP-2009-00064, implemented prompt actions to correct the scaffolds, and 
performed engineering evaluations to assess the affect of the scaffolds on the safety-related equipment. 



 
The finding is more than minor because it is associated with the external factors attribute of the Mitigating Systems 
cornerstone and affects the cornerstone objective to ensure the reliability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Additionally, the finding is similar to example 4.a in Appendix 
E of IMC 0612 in that personnel did not routinely perform engineering evaluations for scaffolds constructed less than 
the minimum allowed distance to safety-related equipment. The inspectors determined that the finding is of very low 
safety significance (Green) because the scaffold issues identified were not a design or qualification deficiency, did not 
represent a loss of safety function, and did not screen as potentially risk significant due to external events.  
 
This finding has a cross-cutting aspect in the area of Human Performance because Entergy’s supervisory and 
management staff did not provide adequate oversight of workers or communicate expectations to workers to ensure 
scaffold erection requirements were fully understood (H.4.c of IMC 305).  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Dec 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct a Risk Assessment for Emergent Maintenance on the High Pressure Coolant Injection 
System 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy’s failure to conduct a 
risk assessment for emergent maintenance on the High Pressure Coolant Injection (HPCI) system injection valve. 
Specifically, the failure to conduct a risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy entered this issue into their 
corrective action program. Corrective actions will include revising attachments in Entergy’s Technical Specification 
requirements procedure to perform a risk review as a result of emergent maintenance activities.  
 
This finding was more than minor because Entergy failed to consider the unavailability of a risk significant system 
where the outcome of the risk assessment would have been a change in a risk management category. The inspectors 
conducted an evaluation in accordance with IMC 0609, “Significance Determination Process,” Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” The finding was 
determined to be of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for 
the timeframe that HPCI was removed from service was significantly less than 1E-6. The inspectors determined that 
this finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision when faced with an unexpected plant condition. [H.1(a)] 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Error Resulting in Unplanned RCIC Isolation 
A self-revealing Green non-cited violation (NCV) of TS 5.4.1, “Procedures”, was identified for a procedure which 
resulted in an inadvertent isolation of the Reactor Core Isolation Cooling (RCIC) system. Specifically, the procedure 
was previously revised and a step was inadvertently placed out-of-order. The procedure incorrectly instructed 
technicians to remove relay contact blockers, or “boots”, before clearing an isolation signal which resulted in the 
system isolation. Entergy entered this issue into their corrective action program. Corrective actions will include 
revising this procedure and reviewing other surveillance procedures that had been revised at the same time.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone. Isolating the RCIC system affected the cornerstone objective of ensuring the 
availability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
this finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings”. This finding was of 
very low safety significance because it was not a design or qualification deficiency, did not represent a loss of system 
safety function, did not represent an actual loss of a single train system for greater than the Technical Specification 



allowed outage time, and was not made risk-significant because of external events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy did not ensure that 
the procedure was complete and accurate. [H.2(c)] 
Inspection Report# : 2008005 (pdf)  

Significance:  Jul 17, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Design Control for Switchyard Voltage Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion III, “Design Control,” in that, Entergy did not perform a calculation and confirmatory test to demonstrate 
that the switchyard voltage used in procedures was adequate. Such a calculation was necessary to ensure that a 
spurious loss of the preferred offsite power source during transient conditions would not occur. Entergy entered this 
issue into their corrective action system, and demonstrated there was sufficient margin to assure operability of the 
preferred offsite power source.  
 
This finding is more than minor because the deficiency represented reasonable doubt on the operability of the 
preferred offsite power system. The finding is associated with the design control attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The team determined the finding was of very 
low safety significance (Green) because it was a design deficiency confirmed not to result in a loss of the preferred 
offsite power source.  
 
Inspection Report# : 2008007 (pdf)  

Barrier Integrity 

Significance:  May 04, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulting in Damage to Refueling Mast 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1 “Procedures,” was identified, because 
Entergy’s refueling bridge operators did not continuously monitor a Double Blade Guide (DBG) that was moved into 
the core to ensure the DBG did not encounter any obstructions, interferences, or other abnormal indications required 
by Pilgrim Procedure 4.3, Revision 113, “Fuel Handling.” Specifically, the failure to follow the procedure resulted in 
damaging the refueling mast when the mast was moved and still latched to the DBG. Entergy entered this issue into 
their corrective action program as CR-PNP-2009-2083. Corrective actions included replacing a section of the 
refueling mast, replacing the grapple camera, conducting additional training with the refueling crews including a table 
top dry run, performing a Human Performance Error Review and requiring Operations Senior Management to provide 
oversight during one hour of each three hour shift when the refueling crew was on the bridge moving fuel.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the human 
performance attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone’s objective to 
provide reasonable assurance that physical design barriers (i.e. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. The risk significance of the performance deficiency was determined to be of 
very low safety significance (Green) using IMC 0609, “Significance Determination Process,” Attachment 0609.04, 
“Phase 1 Initial Screening and Characterization of Findings.” Specifically, since the finding did not affect spent fuel 
pool cooling or inventory and since no fuel or control rod was damaged when the mast was bent, the finding was 
determined to be of very low safety significance. The finding has a cross cutting aspect in Human Error Prevention 
Techniques in the Work Practices component of the Human Performance area. Specifically, Entergy did not employ 
effective self and peer checking techniques such that refueling activities were performed safely. (H.4.a of IMC 305). 
Inspection Report# : 2009003 (pdf)  



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : August 31, 2009 



Pilgrim 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Security Diesel Generator into the Maintenance Rule 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10CFR50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants”, because Entergy did not include all 
aspects of the emergency lighting system into the Pilgrim Maintenance Rule scoping document. Specifically, Entergy 
did not include the security diesel generator which provides backup power to emergency yard lighting which is 
required to meet Appendix R emergency lighting requirements. Entergy has entered the issue into their corrective 
action program to add the security diesel generator and normal power supplies for yard emergency lighting into the 
maintenance rule scoping document.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone in that the issue affected emergency lighting reliability in support of the accomplishment of the 
Emergency Operating Procedures (EOP)s. In addition, the security diesel generator has a history of surveillance 
procedure failures due to oil and coolant temperatures being outside of normal bands and there have been long term 
equipment issues including: intake louver issues, thermostat performance, radiator hose leaks, and fuel level indicator 
problems. This history of equipment performance issues does not show effective control of system performance or 
condition through appropriate preventive maintenance activities. The inspectors determined that the finding is of very 
low safety significance because it is not a design or qualification deficiency, did not represent a loss of system safety 
function, did not represent an actual loss of a single train system for greater than the Technical Specification (TS) 
allowed outage time, and was not made risk-significant because of external events. 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 licensee performance. In addition, the 
current Entergy maintenance rule scoping procedure includes a review for non-safety related systems, structures and 
components (SSCs) which support EOP implementation and specifically, emergency lighting. This process identified 
the need to include the security diesel generator into the maintenance rule scoping document when this issue was 
recently identified and then evaluated by Entergy.  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate for Operability of the “B” RBCCW/SSW Heat Exchanger 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings”, because Entergy did not assess operability of the “B” 
RBCCW/SSW Heat Exchanger (HX) when the HX failed a differential pressure (dP) surveillance. Specifically, 
operators conducted backwashing of a degraded HX as directed by Entergy procedure 2.2.32, Rev. 80, Attachment 7, 
“Salt Service Water System”, prior to assessing operability. In addition, Entergy Procedure 8.5.3.14, Revision 27, 
“SSW Flow Rate Operability Test”, specifically directs backwashing HXs as a corrective action prior to assessing 



operability when the HXs fail to meet the dP acceptance criteria. Entergy entered this issue into their corrective action 
program, and actions will include evaluation for revision of applicable procedures to incorporate dP graphs to evaluate 
for operability.  
 
The performance deficiency is that Entergy did not assess operability of degraded HXs when the HX dP exceeded 
predetermined values specified in the procedure. The finding is more than minor because it affects the Mitigating 
Systems Cornerstone objective to ensure the capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The issue adversely affects the procedure quality attribute of the 
cornerstone in the area of testing procedures in that the procedure directs taking corrective actions for a degraded HX 
prior to assessing operability of the HX. The inspectors evaluated this finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings”. This finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, did not represent an actual 
loss of a single train system for greater than the TS allowed outage time, and was not made risk-significant because of 
external events. The inspectors determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Resources, because Entergy did not provide an adequate procedure. Specifically, site procedures 
directed operators to take corrective actions prior to assessing operability of a degraded HX. (H.2.c of IMC 0305)  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Human Error Resulting in Unplanned HPCI Isolation 
A self-revealing non-cited violation of very low safety significance (Green) of TS 5.4.1, “Procedures”, was identified 
for a procedure error which resulted in the inadvertent isolation of the High Pressure Coolant Injection (HPCI) system. 
Specifically, a step in Procedure 8.M.2-2.6.3, “HPCI High Steam Line Temperature,” which conducted continuity 
checks of temperature switches, was not adequately completed which caused the HPCI system to isolate. This has 
been entered into Entergy’s corrective action program, and actions taken include revising the procedure to include a 
step requiring concurrent continuity checks of temperature switches and a wait time of five minutes to allow the 
temperature switches to reset.  
 
The performance deficiency associated with this finding was that Entergy did not adequately perform continuity 
checks as specified in the surveillance procedure. This resulted in an inadvertent isolation of the HPCI system. This 
finding was more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone. Isolating the HPCI system affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 
0609.04, “Phase I Initial Screening and Characterization of Findings,” the finding was determined to require a Phase 
II analysis because the finding resulted in an actual loss of system safety function. Using the Pilgrim site-specific pre-
solved initiating event sequences and an exposure time of less than three days with the HPCI system unavailable, the 
Phase II estimation determined this finding was of very low safety significance (Green). The finding has a cross 
cutting aspect in Human Error Prevention Techniques under the Work Practices component of the Human 
Performance area. Specifically, Entergy did not conduct effective self or peer checks to ensure that continuity checks 
were adequately performed. (H.4.a of IMC 305)  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish and Maintain Adequate Measures to Monitor Critical Parameters of the EDG Air Start 
System 
The inspectors identified a non-cited violation (NCV) of very low safety significance of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” because Entergy personnel did not establish and maintain measures to monitor critical 
design parameters to assure that equipment and processes essential to the safety-related function of the emergency 



diesel generator (EDG) air start system were adequate. Specifically, Entergy did not establish adequate measures to 
assure that an adequate supply of air was available to the air receivers for a minimum of two cold engine starts 
without recharging. This resulted in the “A” EDG being inoperable on March 8, 2009. Entergy entered this issue into 
their corrective action program (CAP) for resolution as CR-PNP-2009-00807. The immediate corrective actions 
included establishing compensatory requirements to increase the monitoring frequency for the air start system critical 
parameters.  
 
This finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affects the cornerstone objective to ensure the reliability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Specifically, the finding affected the reliability of the EDG to 
ensure a minimum of two cold engine starts without recharging to help mitigate the consequences of design basis 
events. The inspectors determined that the finding is of very low safety significance (Green) because it is not a design 
or qualification deficiency, did not represent a loss of safety function, and did not screen as potentially risk significant 
due to external events.  
 
There is no cross-cutting aspect identified for this finding because the inspectors determined that the performance 
deficiency is not reflective of current plant performance. The monitoring frequencies of the EDG air start system 
critical parameters were established for an extended period and prior to this problem there had not been recent issues 
with monitoring EDG air start capability.  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Scaffolding Procedure Requirements 
The inspectors identified an NCV of very low safety significance of Technical Specification 5.4.1 “Procedures,” 
because Entergy personnel did not adequately implement procedure requirements in accordance with EN-MA-133, 
“Control of Scaffolding.” Specifically, personnel did not erect scaffold in accordance with procedure EN-MA-133 and 
maintain the minimum distance erection requirements for safety-related equipment or alternatively perform 
engineering evaluations that concluded the equipment will not be impacted by the scaffolds. Entergy entered this issue 
into their CAP for resolution as CR-PNP-2009-00064, implemented prompt actions to correct the scaffolds, and 
performed engineering evaluations to assess the affect of the scaffolds on the safety-related equipment.  
 
The finding is more than minor because it is associated with the external factors attribute of the Mitigating Systems 
cornerstone and affects the cornerstone objective to ensure the reliability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Additionally, the finding is similar to example 4.a in Appendix 
E of IMC 0612 in that personnel did not routinely perform engineering evaluations for scaffolds constructed less than 
the minimum allowed distance to safety-related equipment. The inspectors determined that the finding is of very low 
safety significance (Green) because the scaffold issues identified were not a design or qualification deficiency, did not 
represent a loss of safety function, and did not screen as potentially risk significant due to external events.  
 
This finding has a cross-cutting aspect in the area of Human Performance because Entergy’s supervisory and 
management staff did not provide adequate oversight of workers or communicate expectations to workers to ensure 
scaffold erection requirements were fully understood (H.4.c of IMC 305).  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Dec 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Conduct a Risk Assessment for Emergent Maintenance on the High Pressure Coolant Injection 
System 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy’s failure to conduct a 
risk assessment for emergent maintenance on the High Pressure Coolant Injection (HPCI) system injection valve. 



Specifically, the failure to conduct a risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy entered this issue into their 
corrective action program. Corrective actions will include revising attachments in Entergy’s Technical Specification 
requirements procedure to perform a risk review as a result of emergent maintenance activities.  
 
This finding was more than minor because Entergy failed to consider the unavailability of a risk significant system 
where the outcome of the risk assessment would have been a change in a risk management category. The inspectors 
conducted an evaluation in accordance with IMC 0609, “Significance Determination Process,” Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” The finding was 
determined to be of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for 
the timeframe that HPCI was removed from service was significantly less than 1E-6. The inspectors determined that 
this finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision when faced with an unexpected plant condition. [H.1(a)] 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Error Resulting in Unplanned RCIC Isolation 
A self-revealing Green non-cited violation (NCV) of TS 5.4.1, “Procedures”, was identified for a procedure which 
resulted in an inadvertent isolation of the Reactor Core Isolation Cooling (RCIC) system. Specifically, the procedure 
was previously revised and a step was inadvertently placed out-of-order. The procedure incorrectly instructed 
technicians to remove relay contact blockers, or “boots”, before clearing an isolation signal which resulted in the 
system isolation. Entergy entered this issue into their corrective action program. Corrective actions will include 
revising this procedure and reviewing other surveillance procedures that had been revised at the same time.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone. Isolating the RCIC system affected the cornerstone objective of ensuring the 
availability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
this finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings”. This finding was of 
very low safety significance because it was not a design or qualification deficiency, did not represent a loss of system 
safety function, did not represent an actual loss of a single train system for greater than the Technical Specification 
allowed outage time, and was not made risk-significant because of external events. The inspectors determined that this 
finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy did not ensure that 
the procedure was complete and accurate. [H.2(c)] 
Inspection Report# : 2008005 (pdf)  

Barrier Integrity 

Significance:  May 04, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulting in Damage to Refueling Mast 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1 “Procedures,” was identified, because 
Entergy’s refueling bridge operators did not continuously monitor a Double Blade Guide (DBG) that was moved into 
the core to ensure the DBG did not encounter any obstructions, interferences, or other abnormal indications required 
by Pilgrim Procedure 4.3, Revision 113, “Fuel Handling.” Specifically, the failure to follow the procedure resulted in 
damaging the refueling mast when the mast was moved and still latched to the DBG. Entergy entered this issue into 
their corrective action program as CR-PNP-2009-2083. Corrective actions included replacing a section of the 
refueling mast, replacing the grapple camera, conducting additional training with the refueling crews including a table 
top dry run, performing a Human Performance Error Review and requiring Operations Senior Management to provide 
oversight during one hour of each three hour shift when the refueling crew was on the bridge moving fuel.  
 



The inspectors determined that the finding was more than minor because the finding was associated with the human 
performance attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone’s objective to 
provide reasonable assurance that physical design barriers (i.e. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. The risk significance of the performance deficiency was determined to be of 
very low safety significance (Green) using IMC 0609, “Significance Determination Process,” Attachment 0609.04, 
“Phase 1 Initial Screening and Characterization of Findings.” Specifically, since the finding did not affect spent fuel 
pool cooling or inventory and since no fuel or control rod was damaged when the mast was bent, the finding was 
determined to be of very low safety significance. The finding has a cross cutting aspect in Human Error Prevention 
Techniques in the Work Practices component of the Human Performance area. Specifically, Entergy did not employ 
effective self and peer checking techniques such that refueling activities were performed safely. (H.4.a of IMC 305). 
Inspection Report# : 2009003 (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 : December 10, 2009 



Pilgrim 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 
Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Incomplete Licensed Operator Medical Examinations 
A Severity Level IV violation (VIO) of 10 CFR 50.9, “Completeness and Accuracy of Information,” was identified 
due to the submittal of inaccurate medical information for licensed operators. The submittals to the NRC were 
inaccurate because they certified that the operators had been medically examined and had met all medical 
qualifications, when in fact, olfactory testing to detect odor of products of combustion had not been performed. The 
facility has completed corrective actions to develop and administer an appropriate test. All licensed operators passed 
this new test, and no new license conditions were required.  
The licensee’s medical physician failed to adequately test all licensed operators (both initial and renewal licensees) in 
accordance with 10 CFR 55.21 and 55.33 with respect to ANSI/ANS-3.4 1983. The licensee submitted medical 
information for its licensed operators and applicants that was incomplete and incorrect in its assessment of the medical 
condition and general health of its licensed operators and initial applicants. The licensee’s failure to provide complete 
and accurate information to the NRC, which could have resulted in an incorrect licensing action, is a performance 
deficiency because the licensee is expected to comply with 10 CFR 50.9, and because it was within the licensee’s 
ability to foresee and prevent. Because violations of 10 CFR 50.9 are considered to be violations that potentially 
impede or impact the regulatory process, they are dispositioned using the Traditional Enforcement process. The 
applicability of cross-cutting aspects related to the performance deficiency of this finding will be determined after 
NRC review of Entergy’s response to the Notice of Violation. (Section 1R11)  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Oct 01, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures to prevent adverse impact due to spurious valve closure caused by fire 
damage. 
The inspectors identified that Entergy did not ensure that plant procedures were adequate to prevent a spurious 
actuation from affecting the ability to provide a source of make-up water to the reactor vessel within 20 minutes 
following the evacuation of the control room during a fire as specified in procedure 2.4.143, Shutdown From Outside 
the Control Room, Revision 40. The finding was determined to be of very low safety significance (Green) and a NCV 
of the Pilgrim Nuclear Power Station Technical Specification 5.4.1.d, Procedures. Entergy entered the issue into the 
corrective action program and planned to implement changes to the procedure to resolve the issue. Entergy also 
reviewed completed reactor core isolation cooling (RCIC) and high pressure coolant injection (HPCI) system startup 
job performance measures (JPMs) and performed procedure walkthroughs to assess the time needed to attempt a 
RCIC start and then transfer to, and start HPCI to confirm these actions could be taken in within the time necessary to 
prevent lowering vessel level to that of the top of active fuel.  
 
The inspectors determined that this finding was more than minor because it was associated with the procedure quality 
attribute of the mitigating system 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 a fire in 
the control room or cable spreading room there are four valves in each of the RCIC and HPCI systems that could 



spuriously close due to fire damage to cabling. Procedure 2.4.143 does not ensure that the associated motor control 
center circuit breakers are opened (to prevent spurious closure) and that the valves are in the correct position prior to 
starting one of the systems to provide make-up to the reactor vessel. Unidentified spurious closure of the valves 
during or after startup of the systems could disable the system and delay establishment of reactor vessel makeup. The 
inspectors assessed this finding in accordance with NRC IMC 0609, Appendix F, Fire Protection Significance 
Determination Process. This finding affected safe shutdown capabilities and screened to very low safety significance 
(Green) in Phase 1 of the SDP because it was assigned a low degradation rating. A low degradation rating was 
assigned because it was determined to be a minor procedure issue that could be compensated for by operator 
experience and familiarity. No cross-cutting aspect was assigned because the inspectors concluded this issue was not 
indicative of current licensee performance. (Section 1R05.01)  
 
Inspection Report# : 2009007 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Security Diesel Generator into the Maintenance Rule 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10CFR50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants”, because Entergy did not include all 
aspects of the emergency lighting system into the Pilgrim Maintenance Rule scoping document. Specifically, Entergy 
did not include the security diesel generator which provides backup power to emergency yard lighting which is 
required to meet Appendix R emergency lighting requirements. Entergy has entered the issue into their corrective 
action program to add the security diesel generator and normal power supplies for yard emergency lighting into the 
maintenance rule scoping document.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone in that the issue affected emergency lighting reliability in support of the accomplishment of the 
Emergency Operating Procedures (EOP)s. In addition, the security diesel generator has a history of surveillance 
procedure failures due to oil and coolant temperatures being outside of normal bands and there have been long term 
equipment issues including: intake louver issues, thermostat performance, radiator hose leaks, and fuel level indicator 
problems. This history of equipment performance issues does not show effective control of system performance or 
condition through appropriate preventive maintenance activities. The inspectors determined that the finding is of very 
low safety significance because it is not a design or qualification deficiency, did not represent a loss of system safety 
function, did not represent an actual loss of a single train system for greater than the Technical Specification (TS) 
allowed outage time, and was not made risk-significant because of external events. 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 licensee performance. In addition, the 
current Entergy maintenance rule scoping procedure includes a review for non-safety related systems, structures and 
components (SSCs) which support EOP implementation and specifically, emergency lighting. This process identified 
the need to include the security diesel generator into the maintenance rule scoping document when this issue was 
recently identified and then evaluated by Entergy.  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate for Operability of the “B” RBCCW/SSW Heat Exchanger 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings”, because Entergy did not assess operability of the “B” 
RBCCW/SSW Heat Exchanger (HX) when the HX failed a differential pressure (dP) surveillance. Specifically, 
operators conducted backwashing of a degraded HX as directed by Entergy procedure 2.2.32, Rev. 80, Attachment 7, 
“Salt Service Water System”, prior to assessing operability. In addition, Entergy Procedure 8.5.3.14, Revision 27, 
“SSW Flow Rate Operability Test”, specifically directs backwashing HXs as a corrective action prior to assessing 



operability when the HXs fail to meet the dP acceptance criteria. Entergy entered this issue into their corrective action 
program, and actions will include evaluation for revision of applicable procedures to incorporate dP graphs to evaluate 
for operability.  
 
The performance deficiency is that Entergy did not assess operability of degraded HXs when the HX dP exceeded 
predetermined values specified in the procedure. The finding is more than minor because it affects the Mitigating 
Systems Cornerstone objective to ensure the capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The issue adversely affects the procedure quality attribute of the 
cornerstone in the area of testing procedures in that the procedure directs taking corrective actions for a degraded HX 
prior to assessing operability of the HX. The inspectors evaluated this finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings”. This finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, did not represent an actual 
loss of a single train system for greater than the TS allowed outage time, and was not made risk-significant because of 
external events. The inspectors determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Resources, because Entergy did not provide an adequate procedure. Specifically, site procedures 
directed operators to take corrective actions prior to assessing operability of a degraded HX. (H.2.c of IMC 0305)  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Human Error Resulting in Unplanned HPCI Isolation 
A self-revealing non-cited violation of very low safety significance (Green) of TS 5.4.1, “Procedures”, was identified 
for a procedure error which resulted in the inadvertent isolation of the High Pressure Coolant Injection (HPCI) system. 
Specifically, a step in Procedure 8.M.2-2.6.3, “HPCI High Steam Line Temperature,” which conducted continuity 
checks of temperature switches, was not adequately completed which caused the HPCI system to isolate. This has 
been entered into Entergy’s corrective action program, and actions taken include revising the procedure to include a 
step requiring concurrent continuity checks of temperature switches and a wait time of five minutes to allow the 
temperature switches to reset.  
 
The performance deficiency associated with this finding was that Entergy did not adequately perform continuity 
checks as specified in the surveillance procedure. This resulted in an inadvertent isolation of the HPCI system. This 
finding was more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone. Isolating the HPCI system affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 
0609.04, “Phase I Initial Screening and Characterization of Findings,” the finding was determined to require a Phase 
II analysis because the finding resulted in an actual loss of system safety function. Using the Pilgrim site-specific pre-
solved initiating event sequences and an exposure time of less than three days with the HPCI system unavailable, the 
Phase II estimation determined this finding was of very low safety significance (Green). The finding has a cross 
cutting aspect in Human Error Prevention Techniques under the Work Practices component of the Human 
Performance area. Specifically, Entergy did not conduct effective self or peer checks to ensure that continuity checks 
were adequately performed. (H.4.a of IMC 305)  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jul 10, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Resulting in Failed Standby Liquid Control Train 
A self-revealing non-cited violation of very low safety significance (Green) of Technical Specification (TS) 5.4.1, 
“Procedures,” was identified for inadequate procedural guidance which resulted in repeated lifting of the “A” Standby 
Liquid Control (SBLC) system relief valve and the subsequent failure of the “A” SBLC system. Specifically, the 
SBLC system test procedure did not provide precautions or identify methods to avoid exceeding the pressure set point 



of the pump relief valve during testing. Entergy determined that lifting of the relief valve during test activities resulted 
in wear of the relief valve over time and its subsequent failure. The issue was entered into the corrective action 
program and the surveillance procedure was revised to add cautions against exceeding 1300 psig and to reduce the test 
pressure window upper limit. In addition, if 1350 psig is exceeded, a condition report must be written to evaluate the 
impact on the system. Corrective actions are also planned to increase the relief valve design set point and to replace 
the test throttle valve with one more suited to adjusting system pressure.  
The performance deficiency was that Entergy did not specify adequate test controls to ensure that SBLC system relief 
valve set points were not challenged during test performance. This led to repeated relief valve lifts which over time 
contributed to the degradation of the relief valve that rendered the “A” train inoperable. The inspectors determined 
that the finding was more than minor because the finding was associated with the procedure quality attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone’s objective to ensure the availability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, one 
train of SBLC was unavailable for several days. Using Inspection Manual Chapter 0609, “Significance Determination 
Process,” Attachment 0609.04, “Phase 1-Initial Screening and Characterization of Findings,” the inspectors 
determined that the finding is of very low safety significance because it is not a design or qualification deficiency, did 
not represent a loss of system safety function, did not represent an actual loss of a single train for greater than its TS 
allowed outage time and was not made risk significant because of external events. This finding has a cross-cutting 
aspect in the area of Human Performance, Resources, because Entergy did not provide complete procedures. 
Specifically, the procedure did not include precautions and/or techniques to avoid exceeding the relief valve set point 
during testing. (H.2(c) of IMC 0305) (Section 1R22)  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish and Maintain Adequate Measures to Monitor Critical Parameters of the EDG Air Start 
System 
The inspectors identified a non-cited violation (NCV) of very low safety significance of 10 CFR Part 50, Appendix B, 
Criterion III, “Design Control,” because Entergy personnel did not establish and maintain measures to monitor critical 
design parameters to assure that equipment and processes essential to the safety-related function of the emergency 
diesel generator (EDG) air start system were adequate. Specifically, Entergy did not establish adequate measures to 
assure that an adequate supply of air was available to the air receivers for a minimum of two cold engine starts 
without recharging. This resulted in the “A” EDG being inoperable on March 8, 2009. Entergy entered this issue into 
their corrective action program (CAP) for resolution as CR-PNP-2009-00807. The immediate corrective actions 
included establishing compensatory requirements to increase the monitoring frequency for the air start system critical 
parameters.  
 
This finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affects the cornerstone objective to ensure the reliability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Specifically, the finding affected the reliability of the EDG to 
ensure a minimum of two cold engine starts without recharging to help mitigate the consequences of design basis 
events. The inspectors determined that the finding is of very low safety significance (Green) because it is not a design 
or qualification deficiency, did not represent a loss of safety function, and did not screen as potentially risk significant 
due to external events.  
 
There is no cross-cutting aspect identified for this finding because the inspectors determined that the performance 
deficiency is not reflective of current plant performance. The monitoring frequencies of the EDG air start system 
critical parameters were established for an extended period and prior to this problem there had not been recent issues 
with monitoring EDG air start capability.  
 
Inspection Report# : 2009002 (pdf)  

Significance:  Mar 31, 2009 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Implement Scaffolding Procedure Requirements 
The inspectors identified an NCV of very low safety significance of Technical Specification 5.4.1 “Procedures,” 
because Entergy personnel did not adequately implement procedure requirements in accordance with EN-MA-133, 
“Control of Scaffolding.” Specifically, personnel did not erect scaffold in accordance with procedure EN-MA-133 and 
maintain the minimum distance erection requirements for safety-related equipment or alternatively perform 
engineering evaluations that concluded the equipment will not be impacted by the scaffolds. Entergy entered this issue 
into their CAP for resolution as CR-PNP-2009-00064, implemented prompt actions to correct the scaffolds, and 
performed engineering evaluations to assess the affect of the scaffolds on the safety-related equipment.  
 
The finding is more than minor because it is associated with the external factors attribute of the Mitigating Systems 
cornerstone and affects the cornerstone objective to ensure the reliability of systems that respond to initiating events to 
prevent undesirable consequences (i.e., core damage). Additionally, the finding is similar to example 4.a in Appendix 
E of IMC 0612 in that personnel did not routinely perform engineering evaluations for scaffolds constructed less than 
the minimum allowed distance to safety-related equipment. The inspectors determined that the finding is of very low 
safety significance (Green) because the scaffold issues identified were not a design or qualification deficiency, did not 
represent a loss of safety function, and did not screen as potentially risk significant due to external events.  
 
This finding has a cross-cutting aspect in the area of Human Performance because Entergy’s supervisory and 
management staff did not provide adequate oversight of workers or communicate expectations to workers to ensure 
scaffold erection requirements were fully understood (H.4.c of IMC 305).  
 
Inspection Report# : 2009002 (pdf)  

Barrier Integrity 

Significance:  May 04, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulting in Damage to Refueling Mast 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1 “Procedures,” was identified, because 
Entergy’s refueling bridge operators did not continuously monitor a Double Blade Guide (DBG) that was moved into 
the core to ensure the DBG did not encounter any obstructions, interferences, or other abnormal indications required 
by Pilgrim Procedure 4.3, Revision 113, “Fuel Handling.” Specifically, the failure to follow the procedure resulted in 
damaging the refueling mast when the mast was moved and still latched to the DBG. Entergy entered this issue into 
their corrective action program as CR-PNP-2009-2083. Corrective actions included replacing a section of the 
refueling mast, replacing the grapple camera, conducting additional training with the refueling crews including a table 
top dry run, performing a Human Performance Error Review and requiring Operations Senior Management to provide 
oversight during one hour of each three hour shift when the refueling crew was on the bridge moving fuel.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the human 
performance attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone’s objective to 
provide reasonable assurance that physical design barriers (i.e. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. The risk significance of the performance deficiency was determined to be of 
very low safety significance (Green) using IMC 0609, “Significance Determination Process,” Attachment 0609.04, 
“Phase 1 Initial Screening and Characterization of Findings.” Specifically, since the finding did not affect spent fuel 
pool cooling or inventory and since no fuel or control rod was damaged when the mast was bent, the finding was 
determined to be of very low safety significance. The finding has a cross cutting aspect in Human Error Prevention 
Techniques in the Work Practices component of the Human Performance area. Specifically, Entergy did not employ 
effective self and peer checking techniques such that refueling activities were performed safely. (H.4.a of IMC 305). 
Inspection Report# : 2009003 (pdf)  



Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Feb 27, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Biennial Assessment of 2009 PI&R Inspection 
The team concluded that Entergy was effective in identifying, evaluating, and resolving problems. Pilgrim personnel 
identified problems and entered them into the Corrective Action Program (CAP) at a low threshold, and had taken 
actions to address previous NRC findings. The team determined that Entergy generally screened issues appropriately 
for operability and reportability, and prioritized issues commensurate with the safety significance of the problems. 
Causal analyses appropriately considered extent of condition, generic issues, and previous occurences. The team 
deterimined that corrective actions addressed the identified causes and were typically implemented in a timely 
manner. However, the team noted several examples of minor safety significance involving less than adequate 
evaluation or documentation of issues within the corrective action program and one minor issue where corrective 
actions had not been successful in resolving an issue. These issues were entered into Entergy's CAP for resolution 
during the inspection.  
 
Entergy's audits and self-assessments reviewed by the inspectors were sufficiently thorough and probing. The team 
concluded that Entergy adequately identified, reviewed, and applied relevant industry operating experience. Based on 
interviews, observations of plant activities, and reviews of the CAP and the Employees Concerns Program (ECP), the 
team determined that site personnel were willing to raise safety issues and to document them in the CAP. 
Inspection Report# : 2009006 (pdf)  

Last modified : March 01, 2010 



Pilgrim 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 10, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions to Promptly Correct Leaking Snubber Valves on the "A" Emergency Diesel 
Generator 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, for Entergy’s failure to 
promptly correct a condition adverse to quality. Specifically, Entergy did not correct defective material in their “A” 
Emergency Diesel Generators (EDG) in a timely manner which led to emergent maintenance and additional 
unplanned unavailability of the “A” EDG while they replaced cracked snubber valves.  
The inspectors determined that the finding was more than minor because the finding was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone’s 
objective to ensure the availability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the “A” EDG was unavailable during snubber valve replacements. The inspectors 
determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings.” 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 of a single train for greater than its Technical Specifications outage time, and did 
not screen as potentially risk significant due to external initiating events. This finding has a cross-cutting aspect in the 
Problem Identification and Resolution cross-cutting area, Corrective Action Program component, because Entergy did 
not take corrective actions in a timely manner. Specifically, Entergy did not replace the “A” EDG snubber valves in a 
prompt manner after repeated fuel leaks. Entergy’s corrective actions include replacing the seven remaining snubber 
valves on their “A” EDG. (Section 1R19)  
 
Inspection Report# : 2010002 (pdf)  

Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Incomplete Licensed Operator Medical Examinations 
A Severity Level IV violation (VIO) of 10 CFR 50.9, “Completeness and Accuracy of Information,” was identified 
due to the submittal of inaccurate medical information for licensed operators. The submittals to the NRC were 
inaccurate because they certified that the operators had been medically examined and had met all medical 
qualifications, when in fact, olfactory testing to detect odor of products of combustion had not been performed. The 
facility has completed corrective actions to develop and administer an appropriate test. All licensed operators passed 
this new test, and no new license conditions were required.  
The licensee’s medical physician failed to adequately test all licensed operators (both initial and renewal licensees) in 
accordance with 10 CFR 55.21 and 55.33 with respect to ANSI/ANS-3.4 1983. The licensee submitted medical 
information for its licensed operators and applicants that was incomplete and incorrect in its assessment of the medical 
condition and general health of its licensed operators and initial applicants. The licensee’s failure to provide complete 
and accurate information to the NRC, which could have resulted in an incorrect licensing action, is a performance 
deficiency because the licensee is expected to comply with 10 CFR 50.9, and because it was within the licensee’s 
ability to foresee and prevent. Because violations of 10 CFR 50.9 are considered to be violations that potentially 
impede or impact the regulatory process, they are dispositioned using the Traditional Enforcement process. The 
applicability of cross-cutting aspects related to the performance deficiency of this finding will be determined after 



NRC review of Entergy’s response to the Notice of Violation. (Section 1R11) 
 
Inspection Report# : 2009005 (pdf)  

Significance:  Oct 01, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures to prevent adverse impact due to spurious valve closure caused by fire 
damage. 
The inspectors identified that Entergy did not ensure that plant procedures were adequate to prevent a spurious 
actuation from affecting the ability to provide a source of make-up water to the reactor vessel within 20 minutes 
following the evacuation of the control room during a fire as specified in procedure 2.4.143, Shutdown From Outside 
the Control Room, Revision 40. The finding was determined to be of very low safety significance (Green) and a NCV 
of the Pilgrim Nuclear Power Station Technical Specification 5.4.1.d, Procedures. Entergy entered the issue into the 
corrective action program and planned to implement changes to the procedure to resolve the issue. Entergy also 
reviewed completed reactor core isolation cooling (RCIC) and high pressure coolant injection (HPCI) system startup 
job performance measures (JPMs) and performed procedure walkthroughs to assess the time needed to attempt a 
RCIC start and then transfer to, and start HPCI to confirm these actions could be taken in within the time necessary to 
prevent lowering vessel level to that of the top of active fuel.  
 
The inspectors determined that this finding was more than minor because it was associated with the procedure quality 
attribute of the mitigating system 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 a fire in 
the control room or cable spreading room there are four valves in each of the RCIC and HPCI systems that could 
spuriously close due to fire damage to cabling. Procedure 2.4.143 does not ensure that the associated motor control 
center circuit breakers are opened (to prevent spurious closure) and that the valves are in the correct position prior to 
starting one of the systems to provide make-up to the reactor vessel. Unidentified spurious closure of the valves 
during or after startup of the systems could disable the system and delay establishment of reactor vessel makeup. The 
inspectors assessed this finding in accordance with NRC IMC 0609, Appendix F, Fire Protection Significance 
Determination Process. This finding affected safe shutdown capabilities and screened to very low safety significance 
(Green) in Phase 1 of the SDP because it was assigned a low degradation rating. A low degradation rating was 
assigned because it was determined to be a minor procedure issue that could be compensated for by operator 
experience and familiarity. No cross-cutting aspect was assigned because the inspectors concluded this issue was not 
indicative of current licensee performance. (Section 1R05.01)  
 
Inspection Report# : 2009007 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Security Diesel Generator into the Maintenance Rule 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10CFR50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants”, because Entergy did not include all 
aspects of the emergency lighting system into the Pilgrim Maintenance Rule scoping document. Specifically, Entergy 
did not include the security diesel generator which provides backup power to emergency yard lighting which is 
required to meet Appendix R emergency lighting requirements. Entergy has entered the issue into their corrective 
action program to add the security diesel generator and normal power supplies for yard emergency lighting into the 
maintenance rule scoping document.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone in that the issue affected emergency lighting reliability in support of the accomplishment of the 
Emergency Operating Procedures (EOP)s. In addition, the security diesel generator has a history of surveillance 
procedure failures due to oil and coolant temperatures being outside of normal bands and there have been long term 
equipment issues including: intake louver issues, thermostat performance, radiator hose leaks, and fuel level indicator 
problems. This history of equipment performance issues does not show effective control of system performance or 



condition through appropriate preventive maintenance activities. The inspectors determined that the finding is of very 
low safety significance because it is not a design or qualification deficiency, did not represent a loss of system safety 
function, did not represent an actual loss of a single train system for greater than the Technical Specification (TS) 
allowed outage time, and was not made risk-significant because of external events. 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 licensee performance. In addition, the 
current Entergy maintenance rule scoping procedure includes a review for non-safety related systems, structures and 
components (SSCs) which support EOP implementation and specifically, emergency lighting. This process identified 
the need to include the security diesel generator into the maintenance rule scoping document when this issue was 
recently identified and then evaluated by Entergy.  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate for Operability of the “B” RBCCW/SSW Heat Exchanger 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings”, because Entergy did not assess operability of the “B” 
RBCCW/SSW Heat Exchanger (HX) when the HX failed a differential pressure (dP) surveillance. Specifically, 
operators conducted backwashing of a degraded HX as directed by Entergy procedure 2.2.32, Rev. 80, Attachment 7, 
“Salt Service Water System”, prior to assessing operability. In addition, Entergy Procedure 8.5.3.14, Revision 27, 
“SSW Flow Rate Operability Test”, specifically directs backwashing HXs as a corrective action prior to assessing 
operability when the HXs fail to meet the dP acceptance criteria. Entergy entered this issue into their corrective action 
program, and actions will include evaluation for revision of applicable procedures to incorporate dP graphs to evaluate 
for operability.  
 
The performance deficiency is that Entergy did not assess operability of degraded HXs when the HX dP exceeded 
predetermined values specified in the procedure. The finding is more than minor because it affects the Mitigating 
Systems Cornerstone objective to ensure the capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The issue adversely affects the procedure quality attribute of the 
cornerstone in the area of testing procedures in that the procedure directs taking corrective actions for a degraded HX 
prior to assessing operability of the HX. The inspectors evaluated this finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings”. This finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, did not represent an actual 
loss of a single train system for greater than the TS allowed outage time, and was not made risk-significant because of 
external events. The inspectors determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Resources, because Entergy did not provide an adequate procedure. Specifically, site procedures 
directed operators to take corrective actions prior to assessing operability of a degraded HX. (H.2.c of IMC 0305)  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Human Error Resulting in Unplanned HPCI Isolation 
A self-revealing non-cited violation of very low safety significance (Green) of TS 5.4.1, “Procedures”, was identified 
for a procedure error which resulted in the inadvertent isolation of the High Pressure Coolant Injection (HPCI) system. 
Specifically, a step in Procedure 8.M.2-2.6.3, “HPCI High Steam Line Temperature,” which conducted continuity 
checks of temperature switches, was not adequately completed which caused the HPCI system to isolate. This has 
been entered into Entergy’s corrective action program, and actions taken include revising the procedure to include a 
step requiring concurrent continuity checks of temperature switches and a wait time of five minutes to allow the 
temperature switches to reset.  



 
The performance deficiency associated with this finding was that Entergy did not adequately perform continuity 
checks as specified in the surveillance procedure. This resulted in an inadvertent isolation of the HPCI system. This 
finding was more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone. Isolating the HPCI system affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 
0609.04, “Phase I Initial Screening and Characterization of Findings,” the finding was determined to require a Phase 
II analysis because the finding resulted in an actual loss of system safety function. Using the Pilgrim site-specific pre-
solved initiating event sequences and an exposure time of less than three days with the HPCI system unavailable, the 
Phase II estimation determined this finding was of very low safety significance (Green). The finding has a cross 
cutting aspect in Human Error Prevention Techniques under the Work Practices component of the Human 
Performance area. Specifically, Entergy did not conduct effective self or peer checks to ensure that continuity checks 
were adequately performed. (H.4.a of IMC 305)  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jul 10, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Resulting in Failed Standby Liquid Control Train 
A self-revealing non-cited violation of very low safety significance (Green) of Technical Specification (TS) 5.4.1, 
“Procedures,” was identified for inadequate procedural guidance which resulted in repeated lifting of the “A” Standby 
Liquid Control (SBLC) system relief valve and the subsequent failure of the “A” SBLC system. Specifically, the 
SBLC system test procedure did not provide precautions or identify methods to avoid exceeding the pressure set point 
of the pump relief valve during testing. Entergy determined that lifting of the relief valve during test activities resulted 
in wear of the relief valve over time and its subsequent failure. The issue was entered into the corrective action 
program and the surveillance procedure was revised to add cautions against exceeding 1300 psig and to reduce the test 
pressure window upper limit. In addition, if 1350 psig is exceeded, a condition report must be written to evaluate the 
impact on the system. Corrective actions are also planned to increase the relief valve design set point and to replace 
the test throttle valve with one more suited to adjusting system pressure.  
The performance deficiency was that Entergy did not specify adequate test controls to ensure that SBLC system relief 
valve set points were not challenged during test performance. This led to repeated relief valve lifts which over time 
contributed to the degradation of the relief valve that rendered the “A” train inoperable. The inspectors determined 
that the finding was more than minor because the finding was associated with the procedure quality attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone’s objective to ensure the availability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, one 
train of SBLC was unavailable for several days. Using Inspection Manual Chapter 0609, “Significance Determination 
Process,” Attachment 0609.04, “Phase 1-Initial Screening and Characterization of Findings,” the inspectors 
determined that the finding is of very low safety significance because it is not a design or qualification deficiency, did 
not represent a loss of system safety function, did not represent an actual loss of a single train for greater than its TS 
allowed outage time and was not made risk significant because of external events. This finding has a cross-cutting 
aspect in the area of Human Performance, Resources, because Entergy did not provide complete procedures. 
Specifically, the procedure did not include precautions and/or techniques to avoid exceeding the relief valve set point 
during testing. (H.2(c) of IMC 0305) (Section 1R22)  
 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Jan 27, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Operability Determination Process and Temporary Modification Process for 



Compensatory Measures Required to Maintain Operability of Secondary Containment 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, for Entergy’s failure to 
implement procedures prescribed for activities affecting quality. Specifically, Entergy did not implement their 
operability determination process or their temporary modification process for compensatory measures needed to 
maintain the secondary containment operable.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the Human 
Performance attribute of the Barrier integrity Cornerstone, and adversely affected the cornerstone’s objective to 
provide reasonable assurance that physical design barriers (containment) protect the public from radionuclide releases 
caused by accidents or events. Specifically, operations and engineering did not adequately implement operability 
determination and temporary modification procedures when degraded and/or non-conforming conditions associated 
with the secondary containment torus troughs were identified. The inspectors determined the significance of the 
finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The finding was 
determined to be of very low safety significance (Green) because the finding only represented an impact to the 
radiological barrier function provided by secondary containment and the standby gas treatment system. This finding 
has a cross-cutting aspect in the Human Performance cross-cutting area, Work Practices component, because Entergy 
did not follow procedures. Specifically, Entergy did not implement their operability determination or temporary 
modification procedures for compensatory measures needed to maintain the secondary containment operable. 
Entergy’s corrective actions included designating the compensatory measures as necessary to maintain operability for 
both torus troughs and implementation of temporary modifications for the equipment installed in the plant to support 
these compensatory measures. (Section 1R18)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  May 04, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedure Resulting in Damage to Refueling Mast 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1 “Procedures,” was identified, because 
Entergy’s refueling bridge operators did not continuously monitor a Double Blade Guide (DBG) that was moved into 
the core to ensure the DBG did not encounter any obstructions, interferences, or other abnormal indications required 
by Pilgrim Procedure 4.3, Revision 113, “Fuel Handling.” Specifically, the failure to follow the procedure resulted in 
damaging the refueling mast when the mast was moved and still latched to the DBG. Entergy entered this issue into 
their corrective action program as CR-PNP-2009-2083. Corrective actions included replacing a section of the 
refueling mast, replacing the grapple camera, conducting additional training with the refueling crews including a table 
top dry run, performing a Human Performance Error Review and requiring Operations Senior Management to provide 
oversight during one hour of each three hour shift when the refueling crew was on the bridge moving fuel.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the human 
performance attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone’s objective to 
provide reasonable assurance that physical design barriers (i.e. fuel cladding) protect the public from radionuclide 
releases caused by accidents or events. The risk significance of the performance deficiency was determined to be of 
very low safety significance (Green) using IMC 0609, “Significance Determination Process,” Attachment 0609.04, 
“Phase 1 Initial Screening and Characterization of Findings.” Specifically, since the finding did not affect spent fuel 
pool cooling or inventory and since no fuel or control rod was damaged when the mast was bent, the finding was 
determined to be of very low safety significance. The finding has a cross cutting aspect in Human Error Prevention 
Techniques in the Work Practices component of the Human Performance area. Specifically, Entergy did not employ 
effective self and peer checking techniques such that refueling activities were performed safely. (H.4.a of IMC 305). 
Inspection Report# : 2009003 (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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Pilgrim 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 
The inspectors identified a Green finding (FIN) for improper maintenance of underground non-safety related medium 
voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium voltage cables to 
remain submerged in water for extended periods of time. Entergy entered this issue into their Corrective Action 
Program (CAP), and specified corrective actions to identify all underground medium voltage cables included under 
the Cable Reliability Program, and to identify which manholes should have dewatering capability.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables (from the start-up transformer to electrical 
buses A2 and A4) could lead to cable failure and cause an event that would affect plant stability. The inspectors 
performed a Phase 1 Significance Determination Process screening of the finding in accordance with NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” and determined 
that the finding was of very low safety significance because the condition did not contribute to both the likelihood of a 
reactor trip and the unavailability of mitigating systems equipment. The inspectors determined that this finding had a 
cross-cutting aspect in the Problem Identification and Resolution cross-cutting area, Corrective Action Program 
component, because Entergy personnel did not thoroughly evaluate the problem when submerged cabling was initially 
identified [P.1(c)]. (Section 1R06)  
 
 
 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Mar 10, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions to Promptly Correct Leaking Snubber Valves on the "A" Emergency Diesel 
Generator 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, for Entergy’s failure to 
promptly correct a condition adverse to quality. Specifically, Entergy did not correct defective material in their “A” 
Emergency Diesel Generators (EDG) in a timely manner which led to emergent maintenance and additional 
unplanned unavailability of the “A” EDG while they replaced cracked snubber valves.  
The inspectors determined that the finding was more than minor because the finding was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone’s 
objective to ensure the availability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the “A” EDG was unavailable during snubber valve replacements. The inspectors 
determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings.” 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 of a single train for greater than its Technical Specifications outage time, and did 
not screen as potentially risk significant due to external initiating events. This finding has a cross-cutting aspect in the 
Problem Identification and Resolution cross-cutting area, Corrective Action Program component, because Entergy did 
not take corrective actions in a timely manner. Specifically, Entergy did not replace the “A” EDG snubber valves in a 
prompt manner after repeated fuel leaks. Entergy’s corrective actions include replacing the seven remaining snubber 
valves on their “A” EDG. (Section 1R19)  
 
Inspection Report# : 2010002 (pdf)  

Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Incomplete Licensed Operator Medical Examinations 
A Severity Level IV violation (VIO) of 10 CFR 50.9, “Completeness and Accuracy of Information,” was identified 
due to the submittal of inaccurate medical information for licensed operators. The submittals to the NRC were 
inaccurate because they certified that the operators had been medically examined and had met all medical 
qualifications, when in fact, olfactory testing to detect odor of products of combustion had not been performed. The 
facility has completed corrective actions to develop and administer an appropriate test. All licensed operators passed 
this new test, and no new license conditions were required.  
The licensee’s medical physician failed to adequately test all licensed operators (both initial and renewal licensees) in 
accordance with 10 CFR 55.21 and 55.33 with respect to ANSI/ANS-3.4 1983. The licensee submitted medical 
information for its licensed operators and applicants that was incomplete and incorrect in its assessment of the medical 
condition and general health of its licensed operators and initial applicants. The licensee’s failure to provide complete 
and accurate information to the NRC, which could have resulted in an incorrect licensing action, is a performance 
deficiency because the licensee is expected to comply with 10 CFR 50.9, and because it was within the licensee’s 
ability to foresee and prevent. Because violations of 10 CFR 50.9 are considered to be violations that potentially 
impede or impact the regulatory process, they are dispositioned using the Traditional Enforcement process. The 
applicability of cross-cutting aspects related to the performance deficiency of this finding will be determined after 
NRC review of Entergy’s response to the Notice of Violation. (Section 1R11)  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Oct 01, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures to prevent adverse impact due to spurious valve closure caused by fire 
damage. 
The inspectors identified that Entergy did not ensure that plant procedures were adequate to prevent a spurious 
actuation from affecting the ability to provide a source of make-up water to the reactor vessel within 20 minutes 
following the evacuation of the control room during a fire as specified in procedure 2.4.143, Shutdown From Outside 
the Control Room, Revision 40. The finding was determined to be of very low safety significance (Green) and a NCV 
of the Pilgrim Nuclear Power Station Technical Specification 5.4.1.d, Procedures. Entergy entered the issue into the 
corrective action program and planned to implement changes to the procedure to resolve the issue. Entergy also 
reviewed completed reactor core isolation cooling (RCIC) and high pressure coolant injection (HPCI) system startup 
job performance measures (JPMs) and performed procedure walkthroughs to assess the time needed to attempt a 
RCIC start and then transfer to, and start HPCI to confirm these actions could be taken in within the time necessary to 
prevent lowering vessel level to that of the top of active fuel.  
 
The inspectors determined that this finding was more than minor because it was associated with the procedure quality 
attribute of the mitigating system 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 a fire in 
the control room or cable spreading room there are four valves in each of the RCIC and HPCI systems that could 
spuriously close due to fire damage to cabling. Procedure 2.4.143 does not ensure that the associated motor control 
center circuit breakers are opened (to prevent spurious closure) and that the valves are in the correct position prior to 
starting one of the systems to provide make-up to the reactor vessel. Unidentified spurious closure of the valves 
during or after startup of the systems could disable the system and delay establishment of reactor vessel makeup. The 



inspectors assessed this finding in accordance with NRC IMC 0609, Appendix F, Fire Protection Significance 
Determination Process. This finding affected safe shutdown capabilities and screened to very low safety significance 
(Green) in Phase 1 of the SDP because it was assigned a low degradation rating. A low degradation rating was 
assigned because it was determined to be a minor procedure issue that could be compensated for by operator 
experience and familiarity. No cross-cutting aspect was assigned because the inspectors concluded this issue was not 
indicative of current licensee performance. (Section 1R05.01)  
 
Inspection Report# : 2009007 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Security Diesel Generator into the Maintenance Rule 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10CFR50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants”, because Entergy did not include all 
aspects of the emergency lighting system into the Pilgrim Maintenance Rule scoping document. Specifically, Entergy 
did not include the security diesel generator which provides backup power to emergency yard lighting which is 
required to meet Appendix R emergency lighting requirements. Entergy has entered the issue into their corrective 
action program to add the security diesel generator and normal power supplies for yard emergency lighting into the 
maintenance rule scoping document.  
 
The finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone in that the issue affected emergency lighting reliability in support of the accomplishment of the 
Emergency Operating Procedures (EOP)s. In addition, the security diesel generator has a history of surveillance 
procedure failures due to oil and coolant temperatures being outside of normal bands and there have been long term 
equipment issues including: intake louver issues, thermostat performance, radiator hose leaks, and fuel level indicator 
problems. This history of equipment performance issues does not show effective control of system performance or 
condition through appropriate preventive maintenance activities. The inspectors determined that the finding is of very 
low safety significance because it is not a design or qualification deficiency, did not represent a loss of system safety 
function, did not represent an actual loss of a single train system for greater than the Technical Specification (TS) 
allowed outage time, and was not made risk-significant because of external events. 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 licensee performance. In addition, the 
current Entergy maintenance rule scoping procedure includes a review for non-safety related systems, structures and 
components (SSCs) which support EOP implementation and specifically, emergency lighting. This process identified 
the need to include the security diesel generator into the maintenance rule scoping document when this issue was 
recently identified and then evaluated by Entergy.  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate for Operability of the “B” RBCCW/SSW Heat Exchanger 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings”, because Entergy did not assess operability of the “B” 
RBCCW/SSW Heat Exchanger (HX) when the HX failed a differential pressure (dP) surveillance. Specifically, 
operators conducted backwashing of a degraded HX as directed by Entergy procedure 2.2.32, Rev. 80, Attachment 7, 
“Salt Service Water System”, prior to assessing operability. In addition, Entergy Procedure 8.5.3.14, Revision 27, 
“SSW Flow Rate Operability Test”, specifically directs backwashing HXs as a corrective action prior to assessing 
operability when the HXs fail to meet the dP acceptance criteria. Entergy entered this issue into their corrective action 
program, and actions will include evaluation for revision of applicable procedures to incorporate dP graphs to evaluate 
for operability.  
 



The performance deficiency is that Entergy did not assess operability of degraded HXs when the HX dP exceeded 
predetermined values specified in the procedure. The finding is more than minor because it affects the Mitigating 
Systems Cornerstone objective to ensure the capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The issue adversely affects the procedure quality attribute of the 
cornerstone in the area of testing procedures in that the procedure directs taking corrective actions for a degraded HX 
prior to assessing operability of the HX. The inspectors evaluated this finding using IMC 0609.04, “Phase 1 – Initial 
Screening and Characterization of Findings”. This finding was of very low safety significance (Green) because it was 
not a design or qualification deficiency, did not represent a loss of system safety function, did not represent an actual 
loss of a single train system for greater than the TS allowed outage time, and was not made risk-significant because of 
external events. The inspectors determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Resources, because Entergy did not provide an adequate procedure. Specifically, site procedures 
directed operators to take corrective actions prior to assessing operability of a degraded HX. (H.2.c of IMC 0305)  
 
 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Human Error Resulting in Unplanned HPCI Isolation 
A self-revealing non-cited violation of very low safety significance (Green) of TS 5.4.1, “Procedures”, was identified 
for a procedure error which resulted in the inadvertent isolation of the High Pressure Coolant Injection (HPCI) system. 
Specifically, a step in Procedure 8.M.2-2.6.3, “HPCI High Steam Line Temperature,” which conducted continuity 
checks of temperature switches, was not adequately completed which caused the HPCI system to isolate. This has 
been entered into Entergy’s corrective action program, and actions taken include revising the procedure to include a 
step requiring concurrent continuity checks of temperature switches and a wait time of five minutes to allow the 
temperature switches to reset.  
 
The performance deficiency associated with this finding was that Entergy did not adequately perform continuity 
checks as specified in the surveillance procedure. This resulted in an inadvertent isolation of the HPCI system. This 
finding was more than minor because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone. Isolating the HPCI system affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 
0609.04, “Phase I Initial Screening and Characterization of Findings,” the finding was determined to require a Phase 
II analysis because the finding resulted in an actual loss of system safety function. Using the Pilgrim site-specific pre-
solved initiating event sequences and an exposure time of less than three days with the HPCI system unavailable, the 
Phase II estimation determined this finding was of very low safety significance (Green). The finding has a cross 
cutting aspect in Human Error Prevention Techniques under the Work Practices component of the Human 
Performance area. Specifically, Entergy did not conduct effective self or peer checks to ensure that continuity checks 
were adequately performed. (H.4.a of IMC 305)  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jul 10, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Resulting in Failed Standby Liquid Control Train 
A self-revealing non-cited violation of very low safety significance (Green) of Technical Specification (TS) 5.4.1, 
“Procedures,” was identified for inadequate procedural guidance which resulted in repeated lifting of the “A” Standby 
Liquid Control (SBLC) system relief valve and the subsequent failure of the “A” SBLC system. Specifically, the 
SBLC system test procedure did not provide precautions or identify methods to avoid exceeding the pressure set point 
of the pump relief valve during testing. Entergy determined that lifting of the relief valve during test activities resulted 
in wear of the relief valve over time and its subsequent failure. The issue was entered into the corrective action 
program and the surveillance procedure was revised to add cautions against exceeding 1300 psig and to reduce the test 
pressure window upper limit. In addition, if 1350 psig is exceeded, a condition report must be written to evaluate the 



impact on the system. Corrective actions are also planned to increase the relief valve design set point and to replace 
the test throttle valve with one more suited to adjusting system pressure.  
The performance deficiency was that Entergy did not specify adequate test controls to ensure that SBLC system relief 
valve set points were not challenged during test performance. This led to repeated relief valve lifts which over time 
contributed to the degradation of the relief valve that rendered the “A” train inoperable. The inspectors determined 
that the finding was more than minor because the finding was associated with the procedure quality attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone’s objective to ensure the availability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, one 
train of SBLC was unavailable for several days. Using Inspection Manual Chapter 0609, “Significance Determination 
Process,” Attachment 0609.04, “Phase 1-Initial Screening and Characterization of Findings,” the inspectors 
determined that the finding is of very low safety significance because it is not a design or qualification deficiency, did 
not represent a loss of system safety function, did not represent an actual loss of a single train for greater than its TS 
allowed outage time and was not made risk significant because of external events. This finding has a cross-cutting 
aspect in the area of Human Performance, Resources, because Entergy did not provide complete procedures. 
Specifically, the procedure did not include precautions and/or techniques to avoid exceeding the relief valve set point 
during testing. (H.2(c) of IMC 0305) (Section 1R22)  
 
Inspection Report# : 2009005 (pdf)  

Barrier Integrity 

Significance:  Jan 27, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Operability Determination Process and Temporary Modification Process for 
Compensatory Measures Required to Maintain Operability of Secondary Containment 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, for Entergy’s failure to 
implement procedures prescribed for activities affecting quality. Specifically, Entergy did not implement their 
operability determination process or their temporary modification process for compensatory measures needed to 
maintain the secondary containment operable.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the Human 
Performance attribute of the Barrier integrity Cornerstone, and adversely affected the cornerstone’s objective to 
provide reasonable assurance that physical design barriers (containment) protect the public from radionuclide releases 
caused by accidents or events. Specifically, operations and engineering did not adequately implement operability 
determination and temporary modification procedures when degraded and/or non-conforming conditions associated 
with the secondary containment torus troughs were identified. The inspectors determined the significance of the 
finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The finding was 
determined to be of very low safety significance (Green) because the finding only represented an impact to the 
radiological barrier function provided by secondary containment and the standby gas treatment system. This finding 
has a cross-cutting aspect in the Human Performance cross-cutting area, Work Practices component, because Entergy 
did not follow procedures. Specifically, Entergy did not implement their operability determination or temporary 
modification procedures for compensatory measures needed to maintain the secondary containment operable. 
Entergy’s corrective actions included designating the compensatory measures as necessary to maintain operability for 
both torus troughs and implementation of temporary modifications for the equipment installed in the plant to support 
these compensatory measures. (Section 1R18)  
 
Inspection Report# : 2010002 (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 : September 02, 2010 



Pilgrim 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 26, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition for an unplanned half scram 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy’s failure to manage a 
yellow risk condition for an unplanned half-scram. Specifically, Entergy performed an incorrect risk assessment and 
thereby did not recognize an increase in risk to a Yellow condition had occurred, and as a result Entergy did not 
specify any risk management activities. Entergy entered this issue into their Corrective Action Program (CAP), and 
specified corrective actions to upgrade this risk to Yellow and implement risk management actions.  
 
A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” identified that Section 7, 
Maintenance Rule, Example e, reflected a similar more than minor example. Specifically, this finding was determined 
to be more than minor because Entergy did not consider the increase in Initiating Event likelihood where the outcome 
of the overall elevated plant risk put the plant into a higher risk management category and thereby required additional 
risk management actions. In addition, the finding affected the Human Performance attribute of the Initiating Events 
cornerstone’s objective to limit the likelihood of those events that upset plant stability and challenge critical safety 
functions. The inspectors performed an evaluation in accordance with IMC 0609, “Significance Determination 
Process,” Appendix K, “Maintenance Risk Assessment and Risk Management Significance Determination Process” 
because the finding related to Entergy’s assessment and management of risk. The finding was determined to be of 
very low safety significance (Green) because the Incremental Core Damage Probability Deficit for the medium trip 
risk for the duration of the activity was less than 1.0 E-6 per year (approximately 1.0 E-9 per year). The inspectors 
determined that this finding had a cross-cutting aspect in the area of Human Performance, Decision Making, because 
when faced with an unexpected plant condition, Entergy did not correctly implement its systematic process to make an 
appropriate risk-significant decision. [H.1(a)] (Section 1R13) 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 
The inspectors identified a Green finding (FIN) for improper maintenance of underground non-safety related medium 
voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium voltage cables to 
remain submerged in water for extended periods of time. Entergy entered this issue into their Corrective Action 
Program (CAP), and specified corrective actions to identify all underground medium voltage cables included under 
the Cable Reliability Program, and to identify which manholes should have dewatering capability.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables (from the start-up transformer to electrical 
buses A2 and A4) could lead to cable failure and cause an event that would affect plant stability. The inspectors 
performed a Phase 1 Significance Determination Process screening of the finding in accordance with NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” and determined 
that the finding was of very low safety significance because the condition did not contribute to both the likelihood of a 
reactor trip and the unavailability of mitigating systems equipment. The inspectors determined that this finding had a 
cross-cutting aspect in the Problem Identification and Resolution cross-cutting area, Corrective Action Program 
component, because Entergy personnel did not thoroughly evaluate the problem when submerged cabling was initially 



identified [P.1(c)]. (Section 1R06)  
 
 
 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Mar 10, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions to Promptly Correct Leaking Snubber Valves on the "A" Emergency Diesel 
Generator 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, for Entergy’s failure to 
promptly correct a condition adverse to quality. Specifically, Entergy did not correct defective material in their “A” 
Emergency Diesel Generators (EDG) in a timely manner which led to emergent maintenance and additional 
unplanned unavailability of the “A” EDG while they replaced cracked snubber valves.  
The inspectors determined that the finding was more than minor because the finding was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone’s 
objective to ensure the availability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the “A” EDG was unavailable during snubber valve replacements. The inspectors 
determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings.” 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 of a single train for greater than its Technical Specifications outage time, and did 
not screen as potentially risk significant due to external initiating events. This finding has a cross-cutting aspect in the 
Problem Identification and Resolution cross-cutting area, Corrective Action Program component, because Entergy did 
not take corrective actions in a timely manner. Specifically, Entergy did not replace the “A” EDG snubber valves in a 
prompt manner after repeated fuel leaks. Entergy’s corrective actions include replacing the seven remaining snubber 
valves on their “A” EDG. (Section 1R19)  
 
Inspection Report# : 2010002 (pdf)  

Significance: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Incomplete Licensed Operator Medical Examinations 
A Severity Level IV violation (VIO) of 10 CFR 50.9, “Completeness and Accuracy of Information,” was identified 
due to the submittal of inaccurate medical information for licensed operators. The submittals to the NRC were 
inaccurate because they certified that the operators had been medically examined and had met all medical 
qualifications, when in fact, olfactory testing to detect odor of products of combustion had not been performed. The 
facility has completed corrective actions to develop and administer an appropriate test. All licensed operators passed 
this new test, and no new license conditions were required.  
The licensee’s medical physician failed to adequately test all licensed operators (both initial and renewal licensees) in 
accordance with 10 CFR 55.21 and 55.33 with respect to ANSI/ANS-3.4 1983. The licensee submitted medical 
information for its licensed operators and applicants that was incomplete and incorrect in its assessment of the medical 
condition and general health of its licensed operators and initial applicants. The licensee’s failure to provide complete 
and accurate information to the NRC, which could have resulted in an incorrect licensing action, is a performance 
deficiency because the licensee is expected to comply with 10 CFR 50.9, and because it was within the licensee’s 
ability to foresee and prevent. Because violations of 10 CFR 50.9 are considered to be violations that potentially 
impede or impact the regulatory process, they are dispositioned using the Traditional Enforcement process. The 
applicability of cross-cutting aspects related to the performance deficiency of this finding will be determined after 
NRC review of Entergy’s response to the Notice of Violation. (Section 1R11)  
 
Inspection Report# : 2009005 (pdf)  



Significance:  Oct 01, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate procedures to prevent adverse impact due to spurious valve closure caused by fire 
damage. 
The inspectors identified that Entergy did not ensure that plant procedures were adequate to prevent a spurious 
actuation from affecting the ability to provide a source of make-up water to the reactor vessel within 20 minutes 
following the evacuation of the control room during a fire as specified in procedure 2.4.143, Shutdown From Outside 
the Control Room, Revision 40. The finding was determined to be of very low safety significance (Green) and a NCV 
of the Pilgrim Nuclear Power Station Technical Specification 5.4.1.d, Procedures. Entergy entered the issue into the 
corrective action program and planned to implement changes to the procedure to resolve the issue. Entergy also 
reviewed completed reactor core isolation cooling (RCIC) and high pressure coolant injection (HPCI) system startup 
job performance measures (JPMs) and performed procedure walkthroughs to assess the time needed to attempt a 
RCIC start and then transfer to, and start HPCI to confirm these actions could be taken in within the time necessary to 
prevent lowering vessel level to that of the top of active fuel.  
 
The inspectors determined that this finding was more than minor because it was associated with the procedure quality 
attribute of the mitigating system 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 a fire in 
the control room or cable spreading room there are four valves in each of the RCIC and HPCI systems that could 
spuriously close due to fire damage to cabling. Procedure 2.4.143 does not ensure that the associated motor control 
center circuit breakers are opened (to prevent spurious closure) and that the valves are in the correct position prior to 
starting one of the systems to provide make-up to the reactor vessel. Unidentified spurious closure of the valves 
during or after startup of the systems could disable the system and delay establishment of reactor vessel makeup. The 
inspectors assessed this finding in accordance with NRC IMC 0609, Appendix F, Fire Protection Significance 
Determination Process. This finding affected safe shutdown capabilities and screened to very low safety significance 
(Green) in Phase 1 of the SDP because it was assigned a low degradation rating. A low degradation rating was 
assigned because it was determined to be a minor procedure issue that could be compensated for by operator 
experience and familiarity. No cross-cutting aspect was assigned because the inspectors concluded this issue was not 
indicative of current licensee performance. (Section 1R05.01)  
 
Inspection Report# : 2009007 (pdf)  

Barrier Integrity 

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain a Reliable Method for Transporting the SFP External Make-up Strategy Portable Fire 
Pump and Support Equipment. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. See inspection report 
for more details.  
 
 
Inspection Report# : 2010008 (pdf)  

Significance:  Jan 27, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Implement Operability Determination Process and Temporary Modification Process for 
Compensatory Measures Required to Maintain Operability of Secondary Containment 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, for Entergy’s failure to 
implement procedures prescribed for activities affecting quality. Specifically, Entergy did not implement their 
operability determination process or their temporary modification process for compensatory measures needed to 
maintain the secondary containment operable.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the Human 
Performance attribute of the Barrier integrity Cornerstone, and adversely affected the cornerstone’s objective to 
provide reasonable assurance that physical design barriers (containment) protect the public from radionuclide releases 
caused by accidents or events. Specifically, operations and engineering did not adequately implement operability 
determination and temporary modification procedures when degraded and/or non-conforming conditions associated 
with the secondary containment torus troughs were identified. The inspectors determined the significance of the 
finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” The finding was 
determined to be of very low safety significance (Green) because the finding only represented an impact to the 
radiological barrier function provided by secondary containment and the standby gas treatment system. This finding 
has a cross-cutting aspect in the Human Performance cross-cutting area, Work Practices component, because Entergy 
did not follow procedures. Specifically, Entergy did not implement their operability determination or temporary 
modification procedures for compensatory measures needed to maintain the secondary containment operable. 
Entergy’s corrective actions included designating the compensatory measures as necessary to maintain operability for 
both torus troughs and implementation of temporary modifications for the equipment installed in the plant to support 
these compensatory measures. (Section 1R18)  
 
Inspection Report# : 2010002 (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 : November 29, 2010 



Pilgrim 1 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 26, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition for an unplanned half scram 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65 paragraph (a)(4) for Entergy's failure to 
manage a Yellow risk condition for an unplanned half-scram. Specifically, Entergy performed an incorrect risk 
assessment and thereby did not recognize an increase in risk to a Yellow condition had occurred, and as a result 
Entergy did not specify any risk management actions. Entergy entered this issue into their corrective action program, 
specified corrective actions to upgrade this risk to Yellow, and implemented appropriate risk management actions.  
 
This finding was determined to be more than minor because Entergy did not consider the increase in Initiating Event 
likelihood where the outcome of the overall elevated plant risk put the plant into a higher risk management category, 
and thereby required additional risk management actions. In addition, the finding affected the Human Performance 
attribute of the Initiating Events cornerstone's objective to limit the likelihood of those events that upset plant stability 
and challenge critical safety functions. The inspectors performed an evaluation in accordance with IMC 0609, 
"Significance Determination Process," Appendix K, "Maintenance Risk Assessment and Risk Management 
Significance Determination Process," because the finding related to Entergy's assessment and management of risk. 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the medium trip risk for the durati.on of the activity was less than 1.0 E-6 per year 
(approximately 1.0 E-9 per year). The inspectors determined that this  
finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making component, 
because when faced with an unexpected plant condition, Entergy did not correctly implement its systematic process to 
make a risk-significant decision. [H.1 (a)] (Section 1 R13) 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 
The inspectors identified a Green finding (FIN) for improper maintenance of underground non-safety related medium 
voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium voltage cables to 
remain submerged in water for extended periods of time. Entergy entered this issue into their  
Corrective Action Program (CAP), and specified corrective actions to identify all underground medium voltage cables 
included under the Cable Reliability Program, and to identify which manholes should have dewatering capability.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables  
(from the start-up transformer to electrical buses A2 and A4) could lead to cable failure and cause an event that would 
affect plant stability. The inspectors performed a Phase 1 Significance Determination Process screening of the finding 
in accordance with NRC Inspection Manual Chapter 0609, Attachment 4, "Phase 1 - Initial Screening and 
Characterization of Findings," and determined that the finding was of very low safety  
significance because the condition did not contribute to both the likelihood of a reactor trip and the unavailability of 
mitigating systems equipment. The inspectors determined that this finding had a cross-cutting aspect in the Problem 
Identification and Resolution cross-cutting area, Corrective Action Program component, because Entergy personnel 
did not thoroughly evaluate the problem when submerged cabling was initially identified  



[P.1(c)]. (Section 1R06) 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition During HPCI Testing from the Alternate Shutdown Panel 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65 paragraph (a)(4) for Entergy’s failure to 
correctly assess and manage a Yellow risk condition for planned testing of the High Pressure Coolant Injection 
(HPCI) system from the Alternate Shutdown Panel. Specifically, Entergy considered HPCI available by crediting 
multiple manual actions to restore the automatic function. However, these actions were not “few” or “simple” and 
would not have restored the HPCI automatic function in a timeframe consistent with guidance discussed in NUMARC 
93-01, Industry Guideline for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants. In addition, 
HPCI’s automatic function would not have been restored in a timeframe consistent with Pilgrim’s Final Safety 
Analysis Report, Section 6.4.1, which specifies 90 seconds for HPCI to reach its required design flow rate. Corrective 
actions included issuing a standing order to alert Operators of the specific requirements to maintain a system 
“available” during maintenance and testing. Corrective actions planned include revising Entergy’s Risk Assessment 
Procedure to verify systems credited as “available” have clear and simple direction to restore automatic functional 
status during maintenance and testing.  
 
This finding was determined to be more than minor because Entergy’s elevated plant risk would put the plant into a 
higher risk category and require additional risk management actions, namely protecting the Reactor Core Isolation 
Cooling system. In addition, the finding affected the Human Performance attribute of the mitigating system’s 
cornerstone objective to ensure the availability of systems to respond to initiating events and prevent undesirable 
consequences (i.e., core damage). The inspectors performed an evaluation in accordance with IMC 0609, 
“Significance Determination Process,” Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process, “ because the finding related to Entergy’s assessment and management of risk. 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the unavailability of HPCI for the duration of the activity was less than 1.0E-6 per year 
(approximately 2.6E-9 per year). The inspectors determined that this finding had a cross-cutting aspect in the Human 
Performance Cross-Cutting area, work control component, because Entergy did not correctly plan and coordinate 
work activities by incorporating appropriate risk insights [H.3(a)] (Section 1R13).  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 
action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 
The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 



concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 
significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that an individual assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 
experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 
Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Mar 10, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions to Promptly Correct Leaking Snubber Valves on the "A" Emergency Diesel 
Generator 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for 
Entergy's failure to promptly correct a condition adverse to quality. Specifically, Entergy did not correct defective 
material in their "A" Emergency Diesel Generators (EDG) in a prompt manner which led to emergent  
maintenance and additional unplanned unavailability of the "A" EDG while they replaced cracked snubber valves. 
Entergy's corrective actions include entering this issue into the corrective action program and replacing the seven 
remaining snubber valves on their "A" EDG with those of a material properly hardened and not susceptible to the 
same mode of cracking.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone's 
objective to ensure the availability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the "A" EDG was unavailable during snubber valve replacements. The inspectors 



determined the significance of the finding using IMC 0609.04, "Phase 1 -Initial Screening and Characterization of 
Findings." 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 of a single train for greater than its Technical Specifications outage time, and did 
not screen as potentially risk significant due to external initiating events. This finding had a cross-cutting aspect in the 
area of Problem Identification and Resolution, Corrective Action Program component, because Entergy did not take 
corrective actions in a timely manner. Specifically, Pilgrim did not replace the "A" EDG snubber valves in a prompt 
manner after repeated fuel leaks from cracked snubber valves over the previous two years. [P.1 (d)] (Section 1 R19) 
Inspection Report# : 2010002 (pdf)  

Barrier Integrity 

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain a Reliable Method for Transporting the SFP External Make-up Strategy Portable Fire 
Pump and Support Equipment. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. See inspection report 
for more details.  
 
 
Inspection Report# : 2010008 (pdf)  

Significance:  Jan 27, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement Operability Determination Process and Temporary Modification Process for 
Compensatory Measures Required to Maintain Operability of Secondary Containment 
The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures 
and Drawings," for Entergy's failure to accomplish procedures prescribed for activities affecting quality. Specifically, 
Entergy did not implement their operability determination process or their temporary modification  
process for compensatory measures needed to maintain the secondary containment operable. Entergy's corrective 
actions included designating the compensatory measures as necessary to maintain operability for both torus troughs 
and implementation of temporary modifications for the equipment installed in the plant to support these compensatory 
measures.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the Human 
Performance attribute of the Barrier Integrity cornerstone, and adversely affected the cornerstone's objective to 
provide reasonable assurance that physical design barriers (containment) protect the public from  
radionuclide releases caused by accidents or events. Specifically, operations and engineering personnel did not 
adequately implement operability determination and temporary modification procedures when degraded and/or non-
conforming conditions associated with the secondary containment torus troughs were identified. The inspectors 
determined the significance of the finding using IMC 0609.04, "Phase 1 - Initial Screening and Characterization of 
Findings." The finding was determined to be of very low safety significance (Green) because the finding only 
represented an impact to the radiological barrier function provided by secondary containment and the standby gas 
treatment system. This finding had a cross-cutting aspect in the area of Human Performance, Work Practices 
component, because Entergy personnel did not follow procedures. Specifically, Entergy did not implement their 
operability determination or temporary modification procedures for compensatory measures needed to maintain the 
secondary containment operable. [H.4(b)] (Section 1 R18) 
Inspection Report# : 2010002 (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 



Pilgrim 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 26, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition for an unplanned half scram 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65 paragraph (a)(4) for Entergy's failure to 
manage a Yellow risk condition for an unplanned half-scram. Specifically, Entergy performed an incorrect risk 
assessment and thereby did not recognize an increase in risk to a Yellow condition had occurred, and as a result 
Entergy did not specify any risk management actions. Entergy entered this issue into their corrective action program, 
specified corrective actions to upgrade this risk to Yellow, and implemented appropriate risk management actions.  
 
This finding was determined to be more than minor because Entergy did not consider the increase in Initiating Event 
likelihood where the outcome of the overall elevated plant risk put the plant into a higher risk management category, 
and thereby required additional risk management actions. In addition, the finding affected the Human Performance 
attribute of the Initiating Events cornerstone's objective to limit the likelihood of those events that upset plant stability 
and challenge critical safety functions. The inspectors performed an evaluation in accordance with IMC 0609, 
"Significance Determination Process," Appendix K, "Maintenance Risk Assessment and Risk Management 
Significance Determination Process," because the finding related to Entergy's assessment and management of risk. 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the medium trip risk for the durati.on of the activity was less than 1.0 E-6 per year 
(approximately 1.0 E-9 per year). The inspectors determined that this  
finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making component, 
because when faced with an unexpected plant condition, Entergy did not correctly implement its systematic process to 
make a risk-significant decision. [H.1 (a)] (Section 1 R13) 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2010 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 
The inspectors identified a Green finding (FIN) for improper maintenance of underground non-safety related medium 
voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium voltage cables to 
remain submerged in water for extended periods of time. Entergy entered this issue into their  
Corrective Action Program (CAP), and specified corrective actions to identify all underground medium voltage cables 
included under the Cable Reliability Program, and to identify which manholes should have dewatering capability.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables  
(from the start-up transformer to electrical buses A2 and A4) could lead to cable failure and cause an event that would 
affect plant stability. The inspectors performed a Phase 1 Significance Determination Process screening of the finding 
in accordance with NRC Inspection Manual Chapter 0609, Attachment 4, "Phase 1 - Initial Screening and 
Characterization of Findings," and determined that the finding was of very low safety  
significance because the condition did not contribute to both the likelihood of a reactor trip and the unavailability of 
mitigating systems equipment. The inspectors determined that this finding had a cross-cutting aspect in the Problem 
Identification and Resolution cross-cutting area, Corrective Action Program component, because Entergy personnel 
did not thoroughly evaluate the problem when submerged cabling was initially identified  



[P.1(c)]. (Section 1R06) 
Inspection Report# : 2010003 (pdf)  

Mitigating Systems 

Significance:  Mar 04, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Torus Air Temperature 10 CFR 50.65(a)(2) Performance Demonstration Not Met 
GREEN. The NRC identified a NCV of 10 CFR 50.65, "Requirements for Monitoring the  
Effectiveness of Maintenance at Nuclear Power Plants," paragraph (a)(2), for Entergy's  
failure to adequately demonstrate primary containment system (a)(2) performance was  
effectively controlled through performance of appropriate preventive maintenance.  
Specifically, as evidenced by repeat functional failures of torus air temperature indication  
during the fall of 2009 and January 2010, the (a)(2) performance demonstration was no  
longer justified in accordance with Entergy's maintenance rule implementing procedure  
guidance. Entergy entered this issue in their corrective action process (CR-PNP-2011-  
00880) to evaluate corrective actions needed to address this issue.  
 
The inspectors determined that the finding was more than minor because it was associated  
with the equipment performance attribute of the Mitigating Systems cornerstone and  
adversely affected the cornerstone objective to ensure the availability, reliability, and  
capability of systems that respond to initiating events to prevent undesirable consequences.  
Specifically, failures of torus air temperature indication present a challenge to operators who  
rely on the indication to diagnose and respond to initiating events. Per the guidance  
provided in Inspection Procedure 71111.12,"Maintenance Effectiveness," issued  
11/16/2009, inspectors considered this performance deficiency to be a Category lll finding  
since a historical review revealed a continuing declining trend in performance of the  
instrument, as indicated by additionalfunctionalfailures. Because this issue was classified  
as Category lll, the inspectors determined the significance of this finding using IMC 0609.04,  
"Phase 1 - Initial Screening and Characterization of Findings." The inspectors determined  
that this finding was of very low safety significance (Green) because it was not a design or  
qualification deficiency, did not represent a loss of safety system function, and did not  
screen as potentially risk significant due to external initiating events.  
 
The inspectors determined that this finding has a cross cutting aspect in the area of problem  
identification and resolution. Specifically, Entergy did not properly evaluate and classify the  
torus air temperature indication failures with respect to the maintenance rule. [P.1(c)] 
Inspection Report# : 2011008 (pdf)  

Significance:  Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Corrective Action Process for HPCI Diaphragm Degraded Condition 
GREEN. The NRC identified a finding of very low significance for Entergy's failure to follow  
their corrective action process in the identification, documentation, and evaluation of a  
degraded condition. Specifically, Entergy failed to recognize, fully document, and evaluate  
in their corrective action process that an installed diaphragm in the High Pressure Coolant  
lnjection (HPCI) System exceeded its manufacturer-recommended service life. Entergy  
entered this issue in their corrective action process (CR-PNP-2011-0917) to evaluate and  
determine corrective actions to address this issue.  
 
The inspectors determined the finding was more than minor because it is similar to example  



4(a) of NRC Inspection Manual Chapter (lMC) 0612, Appendix E, 'Minor Examples,' in that  
Entergy did not perform an evaluation that was later determined to adversely affect safetyrelated  
equipment. The inspectors determined the finding was of very low safety significance (Green) using IMC 0609.04, 
"Phase 1 - Initial Screening and Characterization of Findings" in that the finding involved a qualification deficiency 
not resulting in the loss of operability of HPCI.  
 
The finding has a cross-cutting aspect in the area of problem identification and resolution  
associated with the corrective action program because Entergy did not identify that  
exceeding the service life of the PCV-2301-238 diaphragm was a condition adverse to  
quality. [P.1(a)] 
Inspection Report# : 2011008 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition During HPCI Testing from the Alternate Shutdown Panel 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65 paragraph (a)(4) for Entergy’s failure to 
correctly assess and manage a Yellow risk condition for planned testing of the High Pressure Coolant Injection 
(HPCI) system from the Alternate Shutdown Panel. Specifically, Entergy considered HPCI available by crediting 
multiple manual actions to restore the automatic function. However, these actions were not “few” or “simple” and 
would not have restored the HPCI automatic function in a timeframe consistent with guidance discussed in NUMARC 
93-01, Industry Guideline for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants. In addition, 
HPCI’s automatic function would not have been restored in a timeframe consistent with Pilgrim’s Final Safety 
Analysis Report, Section 6.4.1, which specifies 90 seconds for HPCI to reach its required design flow rate. Corrective 
actions included issuing a standing order to alert Operators of the specific requirements to maintain a system 
“available” during maintenance and testing. Corrective actions planned include revising Entergy’s Risk Assessment 
Procedure to verify systems credited as “available” have clear and simple direction to restore automatic functional 
status during maintenance and testing.  
 
This finding was determined to be more than minor because Entergy’s elevated plant risk would put the plant into a 
higher risk category and require additional risk management actions, namely protecting the Reactor Core Isolation 
Cooling system. In addition, the finding affected the Human Performance attribute of the mitigating system’s 
cornerstone objective to ensure the availability of systems to respond to initiating events and prevent undesirable 
consequences (i.e., core damage). The inspectors performed an evaluation in accordance with IMC 0609, 
“Significance Determination Process,” Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process, “ because the finding related to Entergy’s assessment and management of risk. 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the unavailability of HPCI for the duration of the activity was less than 1.0E-6 per year 
(approximately 2.6E-9 per year). The inspectors determined that this finding had a cross-cutting aspect in the Human 
Performance Cross-Cutting area, work control component, because Entergy did not correctly plan and coordinate 
work activities by incorporating appropriate risk insights [H.3(a)] (Section 1R13).  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 



action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 
The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 
concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 
significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that an individual assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 
experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 
Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Barrier Integrity 

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain a Reliable Method for Transporting the SFP External Make-up Strategy Portable Fire 
Pump and Support Equipment. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 



Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. See inspection report 
for more details.  
 
 
Inspection Report# : 2010008 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Actions for RCIC Torus Suction Valve (Mo-1301-26) 
Green. A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for Entergy’s failure to correct a condition adverse to quality. Entergy did not correct a Reactor Core 
Isolation Cooling (RCIC) torus suction valve which had failed to close during testing on October 4, 2010. On January 
5, 2011, the same valve again failed to close during testing. Pilgrim’s corrective actions include cleaning and 
replacing breaker contacts and revising maintenance procedures to perform periodic resistance checks on motor 
control center bucket secondary disconnects. These valve failures are documented in CR-PNP-2010-3486 and CR-
PNP-2011-0046.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the 
Equipment Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone’s 
objective to ensure the reliability and availability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, the RCIC torus suction valve failure to close affected the reliability of 
the RCIC system and the RCIC system was made unavailable during system troubleshooting and repairs in January, 
2011. The inspectors determined the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings.” The finding was determined to be of very low safety significance (Green) because the 
finding did not involve a design or qualification deficiency resulting in loss of operability or functionality, did not 
result in a loss of system safety function of a single train for greater than its Technical Specification outage time, and 
did not screen as potentially risk significant due to external initiating events. The capability of RCIC to perform its 
function was not lost since the torus suction valve would have been able to be cycled open in the event RCIC needed 



to be aligned to the torus. This finding has a cross-cutting aspect in the Problem Identification and Resolution cross-
cutting area, Corrective Action Program component, because Entergy did not thoroughly evaluate the problem with 
the RCIC torus suction valve such that the resolution in October, 2010 addressed the causes and extent of problem so 
as to preclude its recurrence in January, 2011. [P.1(c)] (Section 1R19)  
 
Inspection Report# : 2011002 (pdf)  

Significance: N/A Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Pilgrim 2011 Biennial PI&R Inspection Summary 
The inspectors concluded that Entergy was generally effective in identifying, evaluating, and  
resolving problems. Entergy personnel identified problems, entered them into the corrective  
action program at a low threshold, and prioritized issues commensurate with their safety  
significance. However, the inspectors identified one finding which was not a violation of  
regulatory requirements, in the area of problem identification. In most cases, Entergy  
appropriately screened issues for operability and reportability, and performed causal analyses  
that appropriately considered extent of condition, generic issues, and previous occurrences.  
However, the inspectors identified one finding that was a violation of NRC requirements, in the  
area of effectiveness of prioritization and evaluation of issues. The inspectors also determined  
that Entergy typically implemented corrective actions to address the problems identified in the  
corrective action program in a timely manner.  
 
The inspectors concluded that, in general, Entergy adequately identified, reviewed, and applied  
relevant industry operating experience to Pilgrim Nuclear Power Station operations. ln addition,  
based on those items selected for review, the inspectors determined that Entergy's selfassessments  
and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection,  
observations of plant activities, and reviews of individual corrective action program and  
employee concerns program issues, the inspectors did not identify any indications that site  
personnel were unwilling to raise safety issues, nor did they identify any conditions that could  
have had a negative impact on the site's safety conscious work environment.  
 
Inspection Report# : 2011008 (pdf)  

Last modified : June 07, 2011 



Pilgrim 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 
Green. The inspectors identified a Green finding for the improper maintenance of underground non-safety related 
medium voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium voltage 
cables to remain submerged in water for extended periods of time. Entergy entered this into their Corrective Action 
Program, specified corrective actions to increase the dewatering frequency of the affected manhole, and then installed 
an automatic dewatering pump.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables (from the start-up transformer to electrical 
buses A2 and A4) could lead to cable failure and cause an event that would affect plant stability. The inspectors 
performed a Phase 1 Significance Determination Process screening of the finding in accordance with NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and determined 
that the finding was of very low safety significance because the condition did not contribute to both the likelihood of a 
reactor trip and the unavailability of mitigating systems equipment.  
 
The inspectors determined this finding has a cross-cutting aspect in the area of problem identification and resolution 
within the Corrective Action Program component because Entergy personnel did not implement corrective actions in a 
timely manner to ensure that underground cables were not submerged commensurate with the safety significance and 
complexity of the degraded condition [P.1(d)]. (Section 1R06)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jul 26, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition for an unplanned half scram 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65 paragraph (a)(4) for Entergy's failure to 
manage a Yellow risk condition for an unplanned half-scram. Specifically, Entergy performed an incorrect risk 
assessment and thereby did not recognize an increase in risk to a Yellow condition had occurred, and as a result 
Entergy did not specify any risk management actions. Entergy entered this issue into their corrective action program, 
specified corrective actions to upgrade this risk to Yellow, and implemented appropriate risk management actions.  
 
This finding was determined to be more than minor because Entergy did not consider the increase in Initiating Event 
likelihood where the outcome of the overall elevated plant risk put the plant into a higher risk management category, 
and thereby required additional risk management actions. In addition, the finding affected the Human Performance 
attribute of the Initiating Events cornerstone's objective to limit the likelihood of those events that upset plant stability 
and challenge critical safety functions. The inspectors performed an evaluation in accordance with IMC 0609, 
"Significance Determination Process," Appendix K, "Maintenance Risk Assessment and Risk Management 
Significance Determination Process," because the finding related to Entergy's assessment and management of risk. 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the medium trip risk for the durati.on of the activity was less than 1.0 E-6 per year 
(approximately 1.0 E-9 per year). The inspectors determined that this 



finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making component, 
because when faced with an unexpected plant condition, Entergy did not correctly implement its systematic process to 
make a risk-significant decision. [H.1 (a)] (Section 1 R13) 
Inspection Report# : 2010004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Technical Specifications after Loss of Control Rod Indication 
Green. The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 3.3.B.1 “Control 
Rod Operability”, for Entergy’s failure to enter and perform the actions prescribed in TS after losing control rod 
position indication. Entergy has since restored control rod position indication by repairing a failed power supply. 
Corrective actions included replacing the power supply and restoring Control Rod position indication. Condition 
Report CR-PNP-2011-0272 was written to address the power supply failure and Condition Report CR-PNP-2011-
0511 was subsequently written to address Entergy’s administration of TS.  
 
The Inspectors determined that Entergy not entering and performing the actions required by TS 3.3.B.1 was a 
performance deficiency. This condition did not impact the regulatory process and did not contribute to any actual 
consequences therefore no Traditional Enforcement applied. The inspectors determined that the issue was more than 
minor because the finding was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone’s objective to ensure the reliability of systems that respond to 
events to prevent undesirable consequences (i.e., core damage). Specifically, the locations of the control rods were 
indeterminate which could substantially impact operator’s abilities to implement Emergency Operating Procedures. 
IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1-Initial Screening and 
Characterization of Findings,” was used to evaluate the significance of the finding. Attachment 0609.04, Table 4a, 
was used to evaluate the impact of the finding on loss of operability or functionality. The inspectors determined that 
the function of the control rods to add negative reactivity to the core during an event was not affected (SCRAM time 
and control rod worth were not affected). In addition, alternate means were available to operators to determine control 
rod position and once the power supply was restored, the control rods were determined to have remained in their 
original positions. Also, since the finding is not potentially risk significant due to a seismic, flooding or severe 
weather initiating event, the finding was determined to be of very low safety significance (Green).  
 
The Inspectors determined that this issue had a cross-cutting aspect in the Decision Making component of the Human 
Performance area. Specifically, Entergy did not use conservative assumptions in decision making and adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disprove the action. In this case, Entergy did not take the conservative 
approach to enter Technical Specifications when faced with a degraded condition affecting control rod operability 
[H.1(b)]. (Section 1R15).  
 
This finding closes URI 05000293/2011002-01.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Combustible Loading in SLC Room in Excess of the Fire Hazards Analysis Limit 
Green. The inspectors identified a Green non-cited violation (NCV) of License Condition 3.F of the Facility Operating 
License (DPR-35) for the failure to evaluate transient combustible fire loading in the Standby Liquid Control (SLC) 
room. Specifically, Entergy did not evaluate the acceptability of transient combustibles that had been moved into the 
SLC room and which were in excess of the allowed combustible loading discussed in the Fire Hazards Analysis. 



Entergy immediately walked down the area, established compensatory measures, and completed a transient 
combustibles evaluation. Entergy has since removed the transient combustibles from the area.  
 
The inspectors determined that the failure to evaluate the transient combustibles was more than minor based on a 
similar example described in Inspection Manual Chapter 0612, “Power Reactor Inspection Reports”, Appendix E, 
“Examples of Minor Issues”, Section 4k. Specifically, the fire loading exceeded the Fire Hazard Analysis assumption 
and was not evaluated for acceptability. The finding is also associated with the Protection Against External Events 
attribute of the Mitigating Systems cornerstone and could have adversely affected the cornerstones objective to ensure 
the availability of systems that respond to events to prevent undesirable consequences (i.e., core damage). 
Specifically, a fire in the SLC room could affect the availability of the system to respond to an event. IMC 0609, 
“Significance Determination Process,” Appendix F, “Fire Protection Significance Determination Process,” was used 
to evaluate the significance of the finding. The safety significance of the finding was determined to be very low 
because the degradation factor was LOW, that is, the transient combustible evaluation process subsequently identified 
nearly the same level of fire protection effectiveness and reliability for the SLC room as it would had the degradation 
not been present.  
 
This finding is related to the cross-cutting area of Work Control in that Entergy did not coordinate work activities to 
ensure the interdepartmental coordination necessary to assure plant and human performance. Specifically, the 
refueling organization did not notify fire protection engineering to ensure an evaluation of the transient combustible 
loading was completed for the SLC room [H.3(b)]. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Planned Maintenance and Testing on RCIC, SLC and ATS Systems 
Green. The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy's failure to 
conduct an adequate risk assessment for planned Analog Trip System (ATS) testing. Specifically, the inspectors 
identified that Entergy had not analyzed the impact to the risk of the plant with a reactor low pressure master trip unit 
removed from service during the ATS test. The removal of this instrument resulted in an Orange risk condition. 
Entergy has implemented corrective actions to revise the risk assessment procedure to provide specific guidance on 
assessing surveillance procedures which affect multiple components, complete risk assessment reviews six weeks 
prior to the scheduled performance of planned work and test activities, and provide guidance and training on the 
above to personnel involved in the risk assessment process.  
This finding is associated with the equipment performance attribute of the Mitigating Systems cornerstone and is more 
than minor because the risk assessment had incorrect assumptions that changed the outcome of the assessment. The 
inspectors performed a screening in accordance with IMC 0609, “Significance Determination Process,” Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” The finding was 
determined to be of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for 
the timeframe that the reactor low pressure instrument was removed from service was less than 1E-6 (approximately 
1E-8) due to the short amount of time the instrument was unavailable.  
 
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision [H.1(a)]. (Section 1R13)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for RCIC Torus Suction Valve (Mo-1301-26) 
Green. A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
for Entergy’s failure to correct a condition adverse to quality. Entergy did not correct a Reactor Core Isolation 
Cooling (RCIC) torus suction valve which had failed to close during testing on October 4, 2010. On January 5, 2011, 



the same valve again failed to close during testing. Pilgrim’s corrective actions included cleaning and replacing circuit 
breaker contacts and revising maintenance procedures to perform periodic resistance checks on motor control center 
circuit breaker cubicle secondary disconnects. Entergy has entered this issue into the corrective action program (CR-
PNP-2010-3486 and CR-PNP-2011-0046).  
 
The inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone’s objective to 
ensure the reliability and availability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the RCIC torus suction valve failure to close affected the reliability of the RCIC system, and the RCIC 
system was made unavailable during system troubleshooting and repairs in January 2011. The inspectors determined 
the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” 
The finding was determined to be of very low safety significance (Green) because the finding did not involve a design 
or qualification deficiency resulting in a loss of operability or functionality, did not result in a loss of system safety 
function of a single train for greater than its Technical Specification outage time, and did not screen as potentially risk 
significant due to external initiating events. The capability of RCIC to perform its function was not lost since the torus 
suction valve would have been able to be cycled open in the event RCIC needed to be aligned to the torus. This 
finding had a cross-cutting aspect in the Problem Identification and Resolution cross-cutting area, Corrective Action 
Program component, because Entergy did not thoroughly evaluate the problem with the RCIC torus suction valve 
such that the resolution in October 2010 addressed the causes and corrected the problem. [P.1(c)] (Section 1R19)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Application of TS 3.3.B.1 When Control Rod Position Indication is Lost 
Introduction: An unresolved item (URI) was identified because additional information regarding the operability of 
control rods after control rod position indication was lost at Pilgrim Nuclear Power Station (PNPS) is required to 
determine whether a performance deficiency exists. Control rod position indication has since been restored. The 
inspectors will review additional information when it is submitted by Entergy to determine if TS 3.3.B.1, “Control 
Rod Operability, should have been entered when control rod position indication was lost. (URI 05000293/2011002-
02, Application of TS 3.3.B.1 when Control Rod Position Indication is Lost).  
 
Description: On January 20, 2011, at 5:19 PM, Pilgrim Nuclear Power Station lost control rod position indication for 
all control rods. Instrumentation and control (I&C) technicians began troubleshooting the Rod Position Indication 
System (RPIS) and identified that the power supply feeding RPIS was inoperable. Operators determined that TS 
surveillance 4.3.B.1.5 “Control Rod Operability,” had been completed successfully just prior to losing RPIS and 
therefore they concluded that they had 24 hours from the surveillance completion before they would consider the 
surveillance not met. The inspector’s review of Pilgrim’s TS Bases identified the following statement, “The 
OPERABILITY of an individual control rod is based on a combination of factors, primarily the scram insertion times, 
the associated control rod scram accumulator status, the control rod coupling integrity, and the ability to determine 
control rod position.” When control rods are determined to be inoperable, TS 3.3.B.1, “Control Rod Operability”, 
requires the control rod to be fully inserted into the core within 3 hours. In addition, the associated Control Rod Drive 
for each control rod is required to be disarmed within 4 hours.  
 
I&C technicians repaired the power supply, RPIS was restored at 9:53 PM, and control room personnel observed that 
there had been no change in control rod position. Condition Report CR-PNP-2011-0272 was written to address the 
power supply failure and Condition Report CR-PNP-2011-0511 was subsequently written to address Entergy’s 
interpretation and administration of TS 3.3.B.1.  
 
 
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 04, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Torus Air Temperature 10 CFR 50.65(a)(2) Performance Demonstration Not Met 
GREEN. The NRC identified a NCV of 10 CFR 50.65, "Requirements for Monitoring the  
Effectiveness of Maintenance at Nuclear Power Plants," paragraph (a)(2), for Entergy's  
failure to adequately demonstrate primary containment system (a)(2) performance was  
effectively controlled through performance of appropriate preventive maintenance.  
Specifically, as evidenced by repeat functional failures of torus air temperature indication  
during the fall of 2009 and January 2010, the (a)(2) performance demonstration was no  
longer justified in accordance with Entergy's maintenance rule implementing procedure  
guidance. Entergy entered this issue in their corrective action process (CR-PNP-2011-  
00880) to evaluate corrective actions needed to address this issue.  
 
The inspectors determined that the finding was more than minor because it was associated  
with the equipment performance attribute of the Mitigating Systems cornerstone and  
adversely affected the cornerstone objective to ensure the availability, reliability, and  
capability of systems that respond to initiating events to prevent undesirable consequences.  
Specifically, failures of torus air temperature indication present a challenge to operators who  
rely on the indication to diagnose and respond to initiating events. Per the guidance  
provided in Inspection Procedure 71111.12,"Maintenance Effectiveness," issued  
11/16/2009, inspectors considered this performance deficiency to be a Category lll finding  
since a historical review revealed a continuing declining trend in performance of the  
instrument, as indicated by additionalfunctionalfailures. Because this issue was classified  
as Category lll, the inspectors determined the significance of this finding using IMC 0609.04,  
"Phase 1 - Initial Screening and Characterization of Findings." The inspectors determined  
that this finding was of very low safety significance (Green) because it was not a design or  
qualification deficiency, did not represent a loss of safety system function, and did not  
screen as potentially risk significant due to external initiating events.  
 
The inspectors determined that this finding has a cross cutting aspect in the area of problem  
identification and resolution. Specifically, Entergy did not properly evaluate and classify the  
torus air temperature indication failures with respect to the maintenance rule. [P.1(c)] 
Inspection Report# : 2011008 (pdf)  

Significance:  Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Corrective Action Process for HPCI Diaphragm Degraded Condition 
GREEN. The NRC identified a finding of very low significance for Entergy's failure to follow  
their corrective action process in the identification, documentation, and evaluation of a  
degraded condition. Specifically, Entergy failed to recognize, fully document, and evaluate  
in their corrective action process that an installed diaphragm in the High Pressure Coolant  
lnjection (HPCI) System exceeded its manufacturer-recommended service life. Entergy  
entered this issue in their corrective action process (CR-PNP-2011-0917) to evaluate and  
determine corrective actions to address this issue.  
 
The inspectors determined the finding was more than minor because it is similar to example  
4(a) of NRC Inspection Manual Chapter (lMC) 0612, Appendix E, 'Minor Examples,' in that  
Entergy did not perform an evaluation that was later determined to adversely affect safetyrelated  
equipment. The inspectors determined the finding was of very low safety significance (Green) using IMC 0609.04, 
"Phase 1 - Initial Screening and Characterization of Findings" in that the finding involved a qualification deficiency 
not resulting in the loss of operability of HPCI.  
 
The finding has a cross-cutting aspect in the area of problem identification and resolution  
associated with the corrective action program because Entergy did not identify that  
exceeding the service life of the PCV-2301-238 diaphragm was a condition adverse to  



quality. [P.1(a)] 
Inspection Report# : 2011008 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition During HPCI Testing from the Alternate Shutdown Panel 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65 paragraph (a)(4) for Entergy’s failure to 
correctly assess and manage a Yellow risk condition for planned testing of the High Pressure Coolant Injection 
(HPCI) system from the Alternate Shutdown Panel. Specifically, Entergy considered HPCI available by crediting 
multiple manual actions to restore the automatic function. However, these actions were not “few” or “simple” and 
would not have restored the HPCI automatic function in a timeframe consistent with guidance discussed in NUMARC 
93-01, Industry Guideline for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants. In addition, 
HPCI’s automatic function would not have been restored in a timeframe consistent with Pilgrim’s Final Safety 
Analysis Report, Section 6.4.1, which specifies 90 seconds for HPCI to reach its required design flow rate. Corrective 
actions included issuing a standing order to alert Operators of the specific requirements to maintain a system 
“available” during maintenance and testing. Corrective actions planned include revising Entergy’s Risk Assessment 
Procedure to verify systems credited as “available” have clear and simple direction to restore automatic functional 
status during maintenance and testing.  
 
This finding was determined to be more than minor because Entergy’s elevated plant risk would put the plant into a 
higher risk category and require additional risk management actions, namely protecting the Reactor Core Isolation 
Cooling system. In addition, the finding affected the Human Performance attribute of the mitigating system’s 
cornerstone objective to ensure the availability of systems to respond to initiating events and prevent undesirable 
consequences (i.e., core damage). The inspectors performed an evaluation in accordance with IMC 0609, 
“Significance Determination Process,” Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process, “ because the finding related to Entergy’s assessment and management of risk. 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the unavailability of HPCI for the duration of the activity was less than 1.0E-6 per year 
(approximately 2.6E-9 per year). The inspectors determined that this finding had a cross-cutting aspect in the Human 
Performance Cross-Cutting area, work control component, because Entergy did not correctly plan and coordinate 
work activities by incorporating appropriate risk insights [H.3(a)] (Section 1R13).  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 
action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 
The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 
concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 



significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that an individual assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 
experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 
Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specifications for CHREAFS 
Green. The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 3.7.B.2.f, 
“Standby Gas Treatment System and Control Room High Efficiency Air Filtration System (CRHEAFS),” for 
Entergy’s failure to enter and perform the actions prescribed in TS after the Control Room Envelope (CRE) was 
breached during work on a vital area door into the CRE. Entergy has since repaired the vital area door and restored the 
CRE.  
 
This finding is more than minor because the finding was associated with the human performance attribute of the 
Barrier Integrity cornerstone (maintain the radiological barrier function of the control room) and adversely affected 
the cornerstones objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, the inoperable CRE could affect the operator’s 
ability to occupy the control room under adverse radiological, chemical or smoke conditions while responding to an 
event. IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1- Initial Screening and 
Characterization of Findings,” was used to evaluate the impact of the finding on loss of operability or functionality of 



the CRE and CHREAFS and it was determined that further evaluation was required since the finding had the potential 
to impact the control room envelope due to the effects of smoke and toxic gas. As a result of this screening a Phase 3 
evaluation was conducted by a Senior Reactor Analyst (SRA). The SRA conducted a qualitative evaluation and 
determined the risk impact on control room habitability, due to this finding, from smoke and toxic gas to be low 
(GREEN). Specifically, the Pilgrim Station, Individual Plant Examination for External Events (IPEEE), sections 5.3.3 
and 5.3.4, identify that the overall risk from on-site and off-site chemical release to be low. Smoke impacts on the 
control room were evaluated and determined to be low for the identified exposure period. This was mainly due to the 
fact that the risk significant impacts from smoke would be from fires and smoke originating within the control room 
envelope and the impairment on the barrier would not impact this state.  
 
The inspectors determined that this issue had a cross-cutting aspect in the Work Control component of the Human 
Performance area. Specifically, Entergy did not plan and coordinate work activities affecting the CRE such that 
interdepartmental coordination assured plant and human performance. In this case, Operations was not made aware 
that Maintenance would be working on the control room vital door [H.3(b)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Apr 15, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
This inspection item is Official Use Only - Security-Related Information. See inspection report for details. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;” therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution (Corrective Action 
Program). [P.1(c)]. See inspection report for more details. 
Inspection Report# : 2011011 (pdf)  

Significance:  Sep 17, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Maintain a Reliable Method for Transporting the SFP External Make-up Strategy Portable Fire 
Pump and Support Equipment. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;" therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance (Resources). [H.2(d)]. See inspection report 
for more details.  
 
 
Inspection Report# : 2010008 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Pilgrim 2011 Biennial PI&R Inspection Summary 
The inspectors concluded that Entergy was generally effective in identifying, evaluating, and  
resolving problems. Entergy personnel identified problems, entered them into the corrective  
action program at a low threshold, and prioritized issues commensurate with their safety  
significance. However, the inspectors identified one finding which was not a violation of  
regulatory requirements, in the area of problem identification. In most cases, Entergy  
appropriately screened issues for operability and reportability, and performed causal analyses  
that appropriately considered extent of condition, generic issues, and previous occurrences.  
However, the inspectors identified one finding that was a violation of NRC requirements, in the  
area of effectiveness of prioritization and evaluation of issues. The inspectors also determined  
that Entergy typically implemented corrective actions to address the problems identified in the  
corrective action program in a timely manner.  
 
The inspectors concluded that, in general, Entergy adequately identified, reviewed, and applied  
relevant industry operating experience to Pilgrim Nuclear Power Station operations. ln addition,  
based on those items selected for review, the inspectors determined that Entergy's selfassessments  
and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection,  
observations of plant activities, and reviews of individual corrective action program and  
employee concerns program issues, the inspectors did not identify any indications that site  
personnel were unwilling to raise safety issues, nor did they identify any conditions that could  
have had a negative impact on the site's safety conscious work environment.  
 
Inspection Report# : 2011008 (pdf)  

Last modified : October 14, 2011 



Pilgrim 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 20, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Failure to Implement Conduct of Operations and Reactivity Control Procedures during Reactor Startup 
Preliminary White: A self-revealing finding was identified involving the failure of Pilgrim personnel to implement 
conduct of operations and reactivity control standards and procedures during a reactor startup, which contributed to an 
unrecognized subcriticality followed by an unrecognized return to criticality and subsequent reactor scram.  
 
The significance of the finding has preliminarily been determined to be White, or of low to moderate safety 
significance. The finding is also associated with one apparent violation of NRC requirements specified by Technical 
Specification 5.4, “Procedures.” There was no significant impact on the plant following the transient because the 
event itself did not result in power exceeding license limits or fuel damage. Additionally, interim corrective actions 
were taken, which included removing the Pilgrim control room personnel involved in the event from operational 
duties pending remediation, providing additional training for operators not involved with the event, and providing 
increased management oversight presence in the Pilgrim control room while long term corrective actions were 
developed. Entergy staff entered this issue, including the evaluation of extent of condition, into its corrective action 
program (CR-PNP-2011-2475) and performed a Root Cause Evaluation (RCE).  
 
The finding is more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations. Specifically, the failure of Pilgrim personnel 
to effectively implement conduct of operations and reactivity control standards and procedures during a reactor startup 
caused an unrecognized subcriticality followed by an unrecognized return to criticality and subsequent reactor scram. 
Because the finding primarily involved multiple human performance errors, probabilistic risk assessment tools were 
not well suited for evaluating its significance. The inspection team determined that the criteria for using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” were met, and the finding was 
evaluated using this guidance, as described in Attachment 4 to this report. Based on the qualitative review of this 
finding, the NRC has preliminarily concluded that the finding was of low to moderate safety significance (preliminary 
White).  
 
The inspection team determined that multiple factors contributed to this performance deficiency, including: 
inadequate enforcement of operating standards, failure to follow procedures, and ineffective operator training. The 
Entergy RCE determined that the primary cause was a failure to adhere to established Entergy standards and 
expectations due to a lack of consistent supervisory and management enforcement. The inspection team concluded 
that the finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work Practices component, 
because Entergy did not adequately enforce human error prevention techniques, such as procedural adherence, holding 
pre-job briefs, self and peer checking, and proper documentation of activities during a reactor startup, which is a risk 
significant evolution. Additionally, licensed personnel did not effectively implement the human performance 
prevention techniques mentioned above, and they proceeded when they encountered uncertainty and unexpected 
circumstances during the reactor startup [H.4(a)]. (Section 2)  
 
Inspection Report# : 2011012 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 



Green. The inspectors identified a Green finding for the improper maintenance of underground non-safety related 
medium voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium voltage 
cables to remain submerged in water for extended periods of time. Entergy entered this into their Corrective Action 
Program, specified corrective actions to increase the dewatering frequency of the affected manhole, and then installed 
an automatic dewatering pump.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables (from the start-up transformer to electrical 
buses A2 and A4) could lead to cable failure and cause an event that would affect plant stability. The inspectors 
performed a Phase 1 Significance Determination Process screening of the finding in accordance with NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and determined 
that the finding was of very low safety significance because the condition did not contribute to both the likelihood of a 
reactor trip and the unavailability of mitigating systems equipment.  
 
The inspectors determined this finding has a cross-cutting aspect in the area of problem identification and resolution 
within the Corrective Action Program component because Entergy personnel did not implement corrective actions in a 
timely manner to ensure that underground cables were not submerged commensurate with the safety significance and 
complexity of the degraded condition [P.1(d)]. (Section 1R06)  
 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design for the 'C' Salt Service Water Pump 
Green. The inspectors identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, 
Design Control because Entergy’s design control measures did not ensure two-over-one seismic protection of the ‘C’ 
Salt Service Water (SSW) Pump. Specifically, Entergy did not ensure that a Class I to Class II interface would not 
result in a failure of a Class I component (‘C’ SSW Pump). Corrective actions included installing a temporary 
modification (i.e. water shield), to protect the pump motor from potential spray effects of the Class II piping failure 
and performing an extent of condition review.  
 
The inspectors performed a review of Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” and did not find a similar more than minor example. The finding was determined to be more than minor 
because it was associated with the Protection Against External Events (i.e., seismic) attribute of the Mitigating 
Systems Cornerstone, and adversely affected the cornerstone’s objective to ensure the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the ‘C’ SSW pump motor was 
vulnerable to water spray from a failed Class II pipe during a seismic event which could have rendered the pump 
inoperable. The inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that further evaluation was required since the finding was potentially risk significant due to a seismic 
initiating event. As a result of this screening, a Phase 3 evaluation was conducted by a regional Senior Reactor 
Analyst (SRA). The condition was assessed as a seismically induced transient. The exposure period was assumed to 
be 1 year. It was also assumed that for all measured seismic events the ‘C’ SSW pump would fail due to water 
impingement. The seismic transient frequency of 1E-2/yr was developed from the Pilgrim Individual Plant 
Examination for External Events (IPEEE) Figure 3-21. No recovery of the ‘C’ SSW pump was assumed. Based on 
these assumptions the condition was assessed as Green, with a change in core damage frequency (CDF) calculated to 
be 1.29E-8. Since the finding was assessed to have a CDF of less than 1E-7, large early release frequency was not 
required to be assessed. The finding does not have a cross-cutting aspect since the failure to verify the adequacy of 
design with respect to ensuring two-over-one seismic protection for the ‘C’ SSW pump is not indicative of current 
licensee performance. In addition, current Entergy design procedures require rigorous Class II-over-I criteria for all 



new modifications. (Section 1R06)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Technical Specifications after Loss of Control Rod Indication 
Green. The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 3.3.B.1 “Control 
Rod Operability”, for Entergy’s failure to enter and perform the actions prescribed in TS after losing control rod 
position indication. Entergy has since restored control rod position indication by repairing a failed power supply. 
Corrective actions included replacing the power supply and restoring Control Rod position indication. Condition 
Report CR-PNP-2011-0272 was written to address the power supply failure and Condition Report CR-PNP-2011-
0511 was subsequently written to address Entergy’s administration of TS.  
 
The Inspectors determined that Entergy not entering and performing the actions required by TS 3.3.B.1 was a 
performance deficiency. This condition did not impact the regulatory process and did not contribute to any actual 
consequences therefore no Traditional Enforcement applied. The inspectors determined that the issue was more than 
minor because the finding was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone’s objective to ensure the reliability of systems that respond to 
events to prevent undesirable consequences (i.e., core damage). Specifically, the locations of the control rods were 
indeterminate which could substantially impact operator’s abilities to implement Emergency Operating Procedures. 
IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1-Initial Screening and 
Characterization of Findings,” was used to evaluate the significance of the finding. Attachment 0609.04, Table 4a, 
was used to evaluate the impact of the finding on loss of operability or functionality. The inspectors determined that 
the function of the control rods to add negative reactivity to the core during an event was not affected (SCRAM time 
and control rod worth were not affected). In addition, alternate means were available to operators to determine control 
rod position and once the power supply was restored, the control rods were determined to have remained in their 
original positions. Also, since the finding is not potentially risk significant due to a seismic, flooding or severe 
weather initiating event, the finding was determined to be of very low safety significance (Green).  
 
The Inspectors determined that this issue had a cross-cutting aspect in the Decision Making component of the Human 
Performance area. Specifically, Entergy did not use conservative assumptions in decision making and adopt a 
requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disprove the action. In this case, Entergy did not take the conservative 
approach to enter Technical Specifications when faced with a degraded condition affecting control rod operability 
[H.1(b)]. (Section 1R15).  
 
This finding closes URI 05000293/2011002-01.  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Combustible Loading in SLC Room in Excess of the Fire Hazards Analysis Limit 
Green. The inspectors identified a Green non-cited violation (NCV) of License Condition 3.F of the Facility Operating 
License (DPR-35) for the failure to evaluate transient combustible fire loading in the Standby Liquid Control (SLC) 
room. Specifically, Entergy did not evaluate the acceptability of transient combustibles that had been moved into the 
SLC room and which were in excess of the allowed combustible loading discussed in the Fire Hazards Analysis. 
Entergy immediately walked down the area, established compensatory measures, and completed a transient 
combustibles evaluation. Entergy has since removed the transient combustibles from the area.  
 
The inspectors determined that the failure to evaluate the transient combustibles was more than minor based on a 
similar example described in Inspection Manual Chapter 0612, “Power Reactor Inspection Reports”, Appendix E, 



“Examples of Minor Issues”, Section 4k. Specifically, the fire loading exceeded the Fire Hazard Analysis assumption 
and was not evaluated for acceptability. The finding is also associated with the Protection Against External Events 
attribute of the Mitigating Systems cornerstone and could have adversely affected the cornerstones objective to ensure 
the availability of systems that respond to events to prevent undesirable consequences (i.e., core damage). 
Specifically, a fire in the SLC room could affect the availability of the system to respond to an event. IMC 0609, 
“Significance Determination Process,” Appendix F, “Fire Protection Significance Determination Process,” was used 
to evaluate the significance of the finding. The safety significance of the finding was determined to be very low 
because the degradation factor was LOW, that is, the transient combustible evaluation process subsequently identified 
nearly the same level of fire protection effectiveness and reliability for the SLC room as it would had the degradation 
not been present.  
 
This finding is related to the cross-cutting area of Work Control in that Entergy did not coordinate work activities to 
ensure the interdepartmental coordination necessary to assure plant and human performance. Specifically, the 
refueling organization did not notify fire protection engineering to ensure an evaluation of the transient combustible 
loading was completed for the SLC room [H.3(b)]. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Planned Maintenance and Testing on RCIC, SLC and ATS Systems 
Green. The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) for Entergy's failure to 
conduct an adequate risk assessment for planned Analog Trip System (ATS) testing. Specifically, the inspectors 
identified that Entergy had not analyzed the impact to the risk of the plant with a reactor low pressure master trip unit 
removed from service during the ATS test. The removal of this instrument resulted in an Orange risk condition. 
Entergy has implemented corrective actions to revise the risk assessment procedure to provide specific guidance on 
assessing surveillance procedures which affect multiple components, complete risk assessment reviews six weeks 
prior to the scheduled performance of planned work and test activities, and provide guidance and training on the 
above to personnel involved in the risk assessment process.  
This finding is associated with the equipment performance attribute of the Mitigating Systems cornerstone and is more 
than minor because the risk assessment had incorrect assumptions that changed the outcome of the assessment. The 
inspectors performed a screening in accordance with IMC 0609, “Significance Determination Process,” Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” The finding was 
determined to be of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for 
the timeframe that the reactor low pressure instrument was removed from service was less than 1E-6 (approximately 
1E-8) due to the short amount of time the instrument was unavailable.  
 
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use a systematic process to make a risk-significant decision [H.1(a)]. (Section 1R13)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for RCIC Torus Suction Valve (Mo-1301-26) 
Green. A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
for Entergy’s failure to correct a condition adverse to quality. Entergy did not correct a Reactor Core Isolation 
Cooling (RCIC) torus suction valve which had failed to close during testing on October 4, 2010. On January 5, 2011, 
the same valve again failed to close during testing. Pilgrim’s corrective actions included cleaning and replacing circuit 
breaker contacts and revising maintenance procedures to perform periodic resistance checks on motor control center 
circuit breaker cubicle secondary disconnects. Entergy has entered this issue into the corrective action program (CR-
PNP-2010-3486 and CR-PNP-2011-0046).  
 



The inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone’s objective to 
ensure the reliability and availability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the RCIC torus suction valve failure to close affected the reliability of the RCIC system, and the RCIC 
system was made unavailable during system troubleshooting and repairs in January 2011. The inspectors determined 
the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” 
The finding was determined to be of very low safety significance (Green) because the finding did not involve a design 
or qualification deficiency resulting in a loss of operability or functionality, did not result in a loss of system safety 
function of a single train for greater than its Technical Specification outage time, and did not screen as potentially risk 
significant due to external initiating events. The capability of RCIC to perform its function was not lost since the torus 
suction valve would have been able to be cycled open in the event RCIC needed to be aligned to the torus. This 
finding had a cross-cutting aspect in the Problem Identification and Resolution cross-cutting area, Corrective Action 
Program component, because Entergy did not thoroughly evaluate the problem with the RCIC torus suction valve 
such that the resolution in October 2010 addressed the causes and corrected the problem. [P.1(c)] (Section 1R19)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 04, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Torus Air Temperature 10 CFR 50.65(a)(2) Performance Demonstration Not Met 
GREEN. The NRC identified a NCV of 10 CFR 50.65, "Requirements for Monitoring the  
Effectiveness of Maintenance at Nuclear Power Plants," paragraph (a)(2), for Entergy's  
failure to adequately demonstrate primary containment system (a)(2) performance was  
effectively controlled through performance of appropriate preventive maintenance.  
Specifically, as evidenced by repeat functional failures of torus air temperature indication  
during the fall of 2009 and January 2010, the (a)(2) performance demonstration was no  
longer justified in accordance with Entergy's maintenance rule implementing procedure  
guidance. Entergy entered this issue in their corrective action process (CR-PNP-2011-  
00880) to evaluate corrective actions needed to address this issue.  
 
The inspectors determined that the finding was more than minor because it was associated  
with the equipment performance attribute of the Mitigating Systems cornerstone and  
adversely affected the cornerstone objective to ensure the availability, reliability, and  
capability of systems that respond to initiating events to prevent undesirable consequences.  
Specifically, failures of torus air temperature indication present a challenge to operators who  
rely on the indication to diagnose and respond to initiating events. Per the guidance  
provided in Inspection Procedure 71111.12,"Maintenance Effectiveness," issued  
11/16/2009, inspectors considered this performance deficiency to be a Category lll finding  
since a historical review revealed a continuing declining trend in performance of the  
instrument, as indicated by additionalfunctionalfailures. Because this issue was classified  
as Category lll, the inspectors determined the significance of this finding using IMC 0609.04,  
"Phase 1 - Initial Screening and Characterization of Findings." The inspectors determined  
that this finding was of very low safety significance (Green) because it was not a design or  
qualification deficiency, did not represent a loss of safety system function, and did not  
screen as potentially risk significant due to external initiating events.  
 
The inspectors determined that this finding has a cross cutting aspect in the area of problem  
identification and resolution. Specifically, Entergy did not properly evaluate and classify the  
torus air temperature indication failures with respect to the maintenance rule. [P.1(c)] 
Inspection Report# : 2011008 (pdf)  

Significance:  Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 



Failure to Follow Corrective Action Process for HPCI Diaphragm Degraded Condition 
GREEN. The NRC identified a finding of very low significance for Entergy's failure to follow  
their corrective action process in the identification, documentation, and evaluation of a  
degraded condition. Specifically, Entergy failed to recognize, fully document, and evaluate  
in their corrective action process that an installed diaphragm in the High Pressure Coolant  
lnjection (HPCI) System exceeded its manufacturer-recommended service life. Entergy  
entered this issue in their corrective action process (CR-PNP-2011-0917) to evaluate and  
determine corrective actions to address this issue.  
 
The inspectors determined the finding was more than minor because it is similar to example  
4(a) of NRC Inspection Manual Chapter (lMC) 0612, Appendix E, 'Minor Examples,' in that  
Entergy did not perform an evaluation that was later determined to adversely affect safetyrelated  
equipment. The inspectors determined the finding was of very low safety significance (Green) using IMC 0609.04, 
"Phase 1 - Initial Screening and Characterization of Findings" in that the finding involved a qualification deficiency 
not resulting in the loss of operability of HPCI.  
 
The finding has a cross-cutting aspect in the area of problem identification and resolution  
associated with the corrective action program because Entergy did not identify that  
exceeding the service life of the PCV-2301-238 diaphragm was a condition adverse to  
quality. [P.1(a)] 
Inspection Report# : 2011008 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition During HPCI Testing from the Alternate Shutdown Panel 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65 paragraph (a)(4) for Entergy’s failure to 
correctly assess and manage a Yellow risk condition for planned testing of the High Pressure Coolant Injection 
(HPCI) system from the Alternate Shutdown Panel. Specifically, Entergy considered HPCI available by crediting 
multiple manual actions to restore the automatic function. However, these actions were not “few” or “simple” and 
would not have restored the HPCI automatic function in a timeframe consistent with guidance discussed in NUMARC 
93-01, Industry Guideline for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants. In addition, 
HPCI’s automatic function would not have been restored in a timeframe consistent with Pilgrim’s Final Safety 
Analysis Report, Section 6.4.1, which specifies 90 seconds for HPCI to reach its required design flow rate. Corrective 
actions included issuing a standing order to alert Operators of the specific requirements to maintain a system 
“available” during maintenance and testing. Corrective actions planned include revising Entergy’s Risk Assessment 
Procedure to verify systems credited as “available” have clear and simple direction to restore automatic functional 
status during maintenance and testing.  
 
This finding was determined to be more than minor because Entergy’s elevated plant risk would put the plant into a 
higher risk category and require additional risk management actions, namely protecting the Reactor Core Isolation 
Cooling system. In addition, the finding affected the Human Performance attribute of the mitigating system’s 
cornerstone objective to ensure the availability of systems to respond to initiating events and prevent undesirable 
consequences (i.e., core damage). The inspectors performed an evaluation in accordance with IMC 0609, 
“Significance Determination Process,” Appendix K, “Maintenance Risk Assessment and Risk Management 
Significance Determination Process, “ because the finding related to Entergy’s assessment and management of risk. 
The finding was determined to be of very low safety significance (Green) because the Incremental Core Damage 
Probability Deficit for the unavailability of HPCI for the duration of the activity was less than 1.0E-6 per year 
(approximately 2.6E-9 per year). The inspectors determined that this finding had a cross-cutting aspect in the Human 
Performance Cross-Cutting area, work control component, because Entergy did not correctly plan and coordinate 
work activities by incorporating appropriate risk insights [H.3(a)] (Section 1R13).  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Perform Required Quality Control Inspections 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion X, “Inspection,” for the failure 
to ensure that Quality Control verification inspections were consistently included and correctly specified in quality-
affecting procedures and work instructions for construction-like work activities as required by the Quality Assurance 
Program. The licensee performed extensive reviews, and inspectors performed independent reviews of the licensee’s 
conclusions as well as independent sampling, to confirm that improper or missed inspections did not actually affect 
the operability of plant equipment. Entergy initiated prompt fleet-wide corrective actions to ensure proper work order 
evaluation and proper inclusion of Quality Control verification inspections. This issue was entered into the corrective 
action program under Condition Reports CR-HQN 2009-01184 and CR-HQN-2010-0013.  
 
The failure to ensure that adequate Quality Control verification inspections were included in quality-affecting 
procedures and work instructions as required by the Quality Assurance Program was a performance deficiency. This 
programmatic deficiency was more than minor because, if left uncorrected, it could lead to a more significant safety 
concern in that the failure to check quality attributes could involve an actual impact to plant equipment. This issue 
affected the Design Control attribute of the Mitigating Systems cornerstone because missed or improper quality 
control inspections during plant modifications could impact the availability, reliability, and capability of systems 
needed to respond to initiating events. This performance deficiency was determined to have very low safety 
significance in Phase 1 of the SDP, since it was confirmed to involve a qualification deficiency that did not result in a 
loss of operability or functionality. The inspectors determined that this performance deficiency involved a cross-
cutting aspect related to the human performance in decision-making (H.1a), because the licensee did not have an 
effective systematic process for obtaining interdisciplinary reviews of proposed work instructions to determine 
whether Quality Control verification inspections were appropriate. (Section 4OA2.1.b.1)  
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Implement the Experience and Qualification Requirements of the Quality Assurance Program 
Green. Inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance 
Program,” for the failure to implement the experience and qualification requirements of the Quality Assurance 
Program. As a result, the licensee failed to ensure that an individual assigned to the position of Quality Assurance 
Manager met the qualification and experience requirements of ANSI/ANS 3.1-1978 as required by the Quality 
Assurance Program. Specifically, the individual assigned to be the responsible person for the licensee’s overall 
implementation of the Quality Assurance Program did not have at least 1 year of nuclear plant experience in the 
overall implementation of the Quality Assurance Program within the quality assurance organization prior to assuming 
those responsibilities. This issue was entered into the corrective action program as Condition Report CR-HQN-2010-
00386.  
Failure to ensure that an individual assigned to the position Quality Assurance Manager met the qualification and 
experience requirements of ANSI/ANS 3.1-1978 as required by the Quality Assurance Program was a performance 
deficiency. This performance deficiency was determined to be more than minor because, if left uncorrected, it could 
create a more significant safety concern. Failure to have a fully qualified individual providing overall oversight to the 
Quality Assurance Program had the potential to affect all cornerstones, but this finding will be tracked under the 
Mitigating Systems cornerstone as the area most likely to be impacted. The issue was not suitable for quantitative 
assessment using existing Significance Determination Process guidance, so it was determined to be of very low safety 
significance using IMC 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
inspectors determined that there was no cross-cutting aspect associated with this finding because this issue was not 
indicative of current performance because the violation occurred more than 3 years ago. (Section 4OA2.1.b.2)  
 
Inspection Report# : 2010005 (pdf)  

Barrier Integrity 



Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Primary Containment System Maintenance Rule Functional Failure and therby Estabilish 
Monitoring Requirements for the System 
Green. The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65, paragraph (a)(1) and (a)(2), 
“Requirements for Monitoring the Effectiveness of Maintenance of Nuclear Power Plants,” because Entergy did not 
monitor the performance of the Primary Containment System (Drywell to Torus Vacuum Breaker Components) 
against license-established goals to provide reasonable assurance that these components are capable of fulfilling their 
intended functions. Specifically, Entergy did not identify a functional failure of the Drywell to Torus Vacuum Breaker 
Component portion of the Primary Containment System and thereby did not recognize that the system exceeded its 
unavailability performance criteria, requiring a Maintenance Rule (a)(1) evaluation. Entergy subsequently conducted 
an (a)(1) evaluation and concluded that the system should be classified as (a)(1), corrective actions specified, and 
system monitoring completed. The finding is more than minor because it is associated with the Barrier Performance 
attribute of the Barrier Integrity cornerstone, in that the issue affected the Primary Containment System reliability due 
to the failure to recognize the need to evaluate the system for goals, corrective actions, and monitoring. A review of 
NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” revealed that no minor examples were 
applicable to this finding. The inspectors determined the significance of the finding using IMC 0609-04, “Phase 1 - 
Initial Screening and Characterization of Findings.” The finding was determined to be of very low safety significance 
(Green) because the degraded condition had been corrected by the time of the failure to accurately evaluate the 
maintenance rule functional failure. As a result, this finding did not involve a design or qualification deficiency, did 
not result in a loss of system safety function, and did not screen as potentially risk significant due to external initiating 
events. The finding has a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making 
component; in that, Entergy did not use conservative assumptions when evaluating the degraded Drywell to Torus 
Vacuum Breakers condition to correctly conclude that a functional failure had occurred. Specifically, Entergy did not 
consider that the function of these vacuum breakers would be required as soon as plant conditions exceeded 212F, and 
therefore, the procedural guidance for Technical Specification applicability not being exceeded was an incorrect basis 
for this decision [H.1(b)]. (Section 1R12) 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Assess Risk of Maintenance on Standby Gas and Secondary Containment 
Green. The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50.65(a)(4) because Entergy did not 
assess and manage risk during elective maintenance for both ‘A’ and ‘B’ trains of the StandBy Gas Treatment (SBGT) 
system. Specifically, Entergy did not consult qualitative guidance in their risk assessment process procedures before 
removing both trains of SBGT and therefore removing the Secondary Containment key safety function while online. 
Corrective actions planned include evaluating and revising risk assessment procedures and communicating qualitative 
risk assessment guidance to Senior Reactor Operators and Work Week Managers.  
 
A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” identified that Section 7, 
Maintenance Rule, Example e, reflected a similar more than minor example. This finding was determined to be more 
than minor because Entergy’s risk assessment failed to account for the loss or significant, uncompensated impairment 
of a key operating or shutdown safety function. In addition, the finding affected the Human Performance attribute of 
the Barrier Integrity cornerstone’s objective to ensure that physical design barriers (containment) protect the public 
from radionuclide releases caused by accidents or events. The inspectors performed an evaluation in accordance with 
IMC 0609, “Significance Determination Process,” Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” because the finding related to Entergy’s assessment and 
management of risk. The finding was determined to be of very low safety significance (Green) because the finding 
only represented an inadequate risk assessment to the radiological barrier function provided by secondary containment 
and the standby gas treatment system. The inspectors determined that this finding had a cross-cutting aspect in the 
Human Performance cross-cutting area, work control component, because Entergy did not plan work activities by 
incorporating appropriate risk insights [H.3(a)]. (Section 1R13)  
 



Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specifications for CHREAFS 
Green. The inspectors identified a Green non-cited violation (NCV) of Technical Specification (TS) 3.7.B.2.f, 
“Standby Gas Treatment System and Control Room High Efficiency Air Filtration System (CRHEAFS),” for 
Entergy’s failure to enter and perform the actions prescribed in TS after the Control Room Envelope (CRE) was 
breached during work on a vital area door into the CRE. Entergy has since repaired the vital area door and restored the 
CRE.  
 
This finding is more than minor because the finding was associated with the human performance attribute of the 
Barrier Integrity cornerstone (maintain the radiological barrier function of the control room) and adversely affected 
the cornerstones objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, the inoperable CRE could affect the operator’s 
ability to occupy the control room under adverse radiological, chemical or smoke conditions while responding to an 
event. IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1- Initial Screening and 
Characterization of Findings,” was used to evaluate the impact of the finding on loss of operability or functionality of 
the CRE and CHREAFS and it was determined that further evaluation was required since the finding had the potential 
to impact the control room envelope due to the effects of smoke and toxic gas. As a result of this screening a Phase 3 
evaluation was conducted by a Senior Reactor Analyst (SRA). The SRA conducted a qualitative evaluation and 
determined the risk impact on control room habitability, due to this finding, from smoke and toxic gas to be low 
(GREEN). Specifically, the Pilgrim Station, Individual Plant Examination for External Events (IPEEE), sections 5.3.3 
and 5.3.4, identify that the overall risk from on-site and off-site chemical release to be low. Smoke impacts on the 
control room were evaluated and determined to be low for the identified exposure period. This was mainly due to the 
fact that the risk significant impacts from smoke would be from fires and smoke originating within the control room 
envelope and the impairment on the barrier would not impact this state.  
 
The inspectors determined that this issue had a cross-cutting aspect in the Work Control component of the Human 
Performance area. Specifically, Entergy did not plan and coordinate work activities affecting the CRE such that 
interdepartmental coordination assured plant and human performance. In this case, Operations was not made aware 
that Maintenance would be working on the control room vital door [H.3(b)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This inspection item is Official Use Only - Security-Related Information. See inspection report for details. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;” therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution (Corrective Action 
Program). [P.1(c)]. See inspection report for more details. 
Inspection Report# : 2011011 (pdf)  

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Pilgrim 2011 Biennial PI&R Inspection Summary 
The inspectors concluded that Entergy was generally effective in identifying, evaluating, and  
resolving problems. Entergy personnel identified problems, entered them into the corrective  
action program at a low threshold, and prioritized issues commensurate with their safety  
significance. However, the inspectors identified one finding which was not a violation of  
regulatory requirements, in the area of problem identification. In most cases, Entergy  
appropriately screened issues for operability and reportability, and performed causal analyses  
that appropriately considered extent of condition, generic issues, and previous occurrences.  
However, the inspectors identified one finding that was a violation of NRC requirements, in the  
area of effectiveness of prioritization and evaluation of issues. The inspectors also determined  
that Entergy typically implemented corrective actions to address the problems identified in the  
corrective action program in a timely manner.  
 
The inspectors concluded that, in general, Entergy adequately identified, reviewed, and applied  
relevant industry operating experience to Pilgrim Nuclear Power Station operations. ln addition,  
based on those items selected for review, the inspectors determined that Entergy's selfassessments  
and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection,  
observations of plant activities, and reviews of individual corrective action program and  
employee concerns program issues, the inspectors did not identify any indications that site  
personnel were unwilling to raise safety issues, nor did they identify any conditions that could  
have had a negative impact on the site's safety conscious work environment.  
 
Inspection Report# : 2011008 (pdf)  

Last modified : January 17, 2012 



Pilgrim 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 20, 2011 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Failure to Implement Conduct of Operations and Reactivity Control Procedures during Reactor Startup 
A self-revealing finding was identified involving the failure of Pilgrim personnel to implement conduct of operations 
and reactivity control standards and procedures during a reactor startup, which contributed to an unrecognized 
subcriticality followed by an unrecognized return to criticality and subsequent reactor scram.  
 
The significance of the finding has been determined to be White, or of low to moderate safety significance. The 
finding is also associated with one apparent violation of NRC requirements specified by Technical Specification 5.4, 
“Procedures.” There was no significant impact on the plant following the transient because the event itself did not 
result in power exceeding license limits or fuel damage. Additionally, interim corrective actions were taken, which 
included removing the Pilgrim control room personnel involved in the event from operational duties pending 
remediation, providing additional training for operators not involved with the event, and providing increased 
management oversight presence in the Pilgrim control room while long term corrective actions were developed. 
Entergy staff entered this issue, including the evaluation of extent of condition, into its corrective action program (CR-
PNP-2011-2475) and performed a Root Cause Evaluation (RCE).  
 
The finding is more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations. Specifically, the failure of Pilgrim personnel 
to effectively implement conduct of operations and reactivity control standards and procedures during a reactor startup 
caused an unrecognized subcriticality followed by an unrecognized return to criticality and subsequent reactor scram. 
Because the finding primarily involved multiple human performance errors, probabilistic risk assessment tools were 
not well suited for evaluating its significance. The inspection team determined that the criteria for using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” were met, and the finding was 
evaluated using this guidance, as described in Attachment 4 to this report. Based on the qualitative review of this 
finding, the NRC has concluded that the finding was of low to moderate safety significance (White).  
 
The inspection team determined that multiple factors contributed to this performance deficiency, including: 
inadequate enforcement of operating standards, failure to follow procedures, and ineffective operator training. The 
Entergy RCE determined that the primary cause was a failure to adhere to established Entergy standards and 
expectations due to a lack of consistent supervisory and management enforcement. The inspection team concluded 
that the finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work Practices component, 
because Entergy did not adequately enforce human error prevention techniques, such as procedural adherence, holding 
pre-job briefs, self and peer checking, and proper documentation of activities during a reactor startup, which is a risk 
significant evolution. Additionally, licensed personnel did not effectively implement the human performance 
prevention techniques mentioned above, and they proceeded when they encountered uncertainty and unexpected 
circumstances during the reactor startup [H.4(a)].  
 
Inspection Report# : 2011012 (pdf)  
Inspection Report# : 2011013 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 



Green. The inspectors identified a Green finding (FIN) for the improper maintenance of underground non-safety 
related medium voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium 
voltage cables to remain submerged in water for extended periods of time. Entergy entered this issue into their 
corrective action program, specified corrective actions to increase the dewatering frequency of the affected manhole, 
and then installed an automatic dewatering pump.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables (from the start-up transformer to electrical 
buses A2 and A4) could lead to cable failure and cause an event that would affect plant stability. The inspectors 
performed a Phase 1 Significance Determination Process screening of the finding in accordance with NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and determined 
that the finding was of very low safety significance because the condition did not contribute to both the likelihood of a 
reactor trip and the unavailability of mitigating systems equipment.  
 
The inspectors determined this finding had a cross-cutting aspect in the Problem Identification and Resolution cross-
cutting area, Corrective Action Program component, because Entergy personnel did not implement corrective actions 
in a timely manner to ensure that underground cables were not submerged, commensurate with the safety significance 
and complexity of the degraded condition [P.1(d)]. (Section 1R06)  
 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Written NRC Biennial Written Examinations did not meet Qualitative Standards 
Green. The inspectors identified a Green finding of 10 CFR 55.59, “Requalification,” based on a determination that 
greater than 20 percent of the biennial requalification written exam questions administered to licensed operators 
during weeks three and four of the 2010 examination cycle were unacceptable. Entergy entered this issue into the 
corrective action program (CR-PNP-2011-04561).  
 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigation 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 
(i.e., core damage). Specifically, the finding affected the quality and level of difficulty of biennial written exams 
which potentially impacted Entergy’s ability to appropriately evaluate licensed operators. The risk importance of this 
issue was evaluated using IMC 0609, Appendix I, “Licensed Operator Requalification Significance Determination 
Process (SDP).” Appendix I was entered using the number of written exam questions that did not meet the qualitative 
standard for the written exam questions. The qualitative standard used by the inspectors is defined in NUREG-1021, 
Rev. 9, ES-602, Attachment 1, “Guidelines for Developing Open-Reference Examinations,” and Appendix B, 
“Written Examination Guidelines.” Since 28.6 percent of the questions reviewed did not meet the guidance, Block 16 
of Appendix I applied, specifically, “Were more than 20 percent of the written questions sampled by the inspectors 
unacceptable?” Based on this screening criteria, the finding was characterized by the SDP as having very low safety 
significance (greater than 20 percent unacceptable), or Green. A review of the cross-cutting aspects was performed 
and no cross-cutting aspect was identified that would be considered a contributor to the cause of the finding. (Section 
1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 



Item Type: AV Apparent Violation 
Licensed Operators Stood Watch Without Being Medically Qualified 
TBD. The inspectors identified an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.53 and 10 CFR 55.21 related to Entergy’s medical examinations of licensed operators. Specifically, at various 
times over a period of almost four years, ten operators did not meet certain medical requirements (for stamina and/or 
blood pressure) for performing NRC-licensed operator activities, and the operators continued to perform NRC-
licensed activities. Additionally, Entergy did not perform complete medical testing of its licensed operators, in that 
five of those licensed operators had not been administered stamina tests for more than two years and therefore did not 
complete their NRC-required biennial medical exam. Immediately after the NRC identified the issue, Entergy 
restricted operators from watch until they could pass the requirements of their medical testing. Entergy entered this 
issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to ensure that licensed operators met the license conditions associated
with medical testing prior to performing license activities was a performance deficiency that was within Entergy’s 
ability to foresee and correct and should have been prevented. The inspectors determined that Traditional Enforcement 
applies, as the issue had the potential to impact the NRC's ability to perform its regulatory function because the NRC 
relies upon the accurate certification by the licensee’s medical examiner to ensure all licensed operators meet the 
medical conditions of their license. Specifically, ten operators had not taken the stamina test during their annual 
physical, but were certified by the medical examiner and licensee as being fit to safely perform their watch-standing 
duties. Additionally, five of those operators had not taken the stamina test during their biennial physical, but were 
certified by the medical examiner and licensee as being fit to safely perform their watch-standing duties. Lastly, an 
individual who had not passed their blood pressure examination, and required a license condition to take medication, 
was placed back on watch-standing duty without such a license condition. The performance deficiency was screened 
against the Reactor Oversight Process (ROP) per the guidance of Inspection Manual Chapter (IMC) 0612, Appendix 
B, “Issue Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. These 
issues are being characterized as an apparent violation in accordance with the NRC’s Enforcement Policy, and its final 
significance will be dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Provide Complete and Accurate Medical Information for Licensed Operator Renewal 
Applications 
TBD. The inspectors identified an AV of 10 CFR 50.9, “Completeness and Accuracy of Information,” related to 
Entergy’s medical examinations of licensed operators. Specifically, Entergy did not provide information to the NRC 
that was complete and accurate in all material respects, in that Entergy submitted two NRC licensed operator renewal 
applications which certified that the applicants met the medical requirements for license renewal when in fact they did 
not complete the required stamina tests. Entergy entered this issue into their corrective action program (CR-PNP-
2011-04554).  
 
The inspectors determined that Entergy’s failure to provide complete and accurate information to the NRC was a 
performance deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The 
inspectors determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability 
to perform its regulatory function. Specifically, Entergy did not provide information to the NRC that was complete 
and accurate in all material respects, in that although Entergy had not administered complete medical examinations of 
licensed operators in accordance with American National Standards Institute/American Nuclear Society (ANSI/ANS)
3.4-1983 (because it had not conducted stamina testing), it submitted two NRC Form 396s for renewal of operator 
licenses which certified that the applicants met the medical requirements of ANSI/ANS 3.4-1983. Subsequently, the 
NRC made a licensing decision based on this information that was not complete and accurate in all material respects. 
The performance deficiency was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue 
Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. This issue constitutes 
an apparent violation in accordance with the NRC’s Enforcement Policy, and its final significance will be 
dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  



Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Notify the NRC Within 30 Days of Discovering Changes in Medical Conditions 
TBD. The inspectors identified an AV of 10 CFR 50.74, “Notification of Change in Operator or Senior Operator 
Status.” Specifically, Entergy did not notify the NRC within 30 days of discovering a change in medical condition for 
two licensed operators. Subsequently, Entergy submitted notifications for both operators on November 10, 2011, and 
entered the issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to notify the NRC within 30 days of discovering the change in 
medical condition for two licensed operators was a performance deficiency that was within Entergy's ability to foresee 
and correct and should have been prevented. The inspectors determined that Traditional Enforcement applies, as the 
issue had the potential to impact the NRC's ability to perform its regulatory function because if a licensed operator has 
a change in medical condition, the NRC may need to perform a review for consideration of a licensing action. 
Specifically, Entergy had not notified the NRC within 30 days of learning of a change in medical condition for two 
licensed operators for which a license condition was required. The performance deficiency was screened against the 
ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP finding was identified and 
no cross-cutting aspect was assigned. This issue constitutes an apparent violation in accordance with the NRC’s 
Enforcement Policy, and its final significance will be dispositioned in separate future correspondence. (Section 1R11) 
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy Incorrectly Credited Operators Proficiency Watch-Standing Experience and the Operators 
Subsequently Stood Watch 
SL-IV. The inspectors identified a Severity Level IV NCV of 10 CFR 55.53 (e) and (f), “Conditions of Licenses,” 
because Entergy incorrectly credited two individuals for proficiency watch-standing experience and then these 
operators subsequently stood watch without meeting the minimum proficiency requirements necessary to maintain an 
active license. Entergy implemented immediate corrective action that included discontinuing the practice of crediting 
the emergency core cooling system (ECCS) and Extra Balance of Plant (BOP) positions for proficiency. Entergy 
entered this issue into their corrective action program (CR-PNP-2011-04649).  
 
The inspectors determined that Entergy incorrectly credited two individuals for proficiency watch-standing experience 
and then these operators subsequently stood watch in the control room. This error constitutes a performance 
deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The inspectors 
determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability to perform 
its regulatory function because if a licensed operator fails to meet the conditions of their license, the NRC may need to 
perform a review for consideration of a licensing action, and if the information regarding an individual’s 
qualifications is not accurately presented, the NRC could potentially make an incorrect licensing decision based on the 
inaccurate information. Specifically, Entergy did not ensure that two reactor operator (RO) licensed individuals 
maintained their RO licenses in an active status in the 2nd quarter 2011, prior to standing RO watches in the 3rd 
quarter 2011 which violated a license condition as specified in 10 CFR 55.53 (e) and (f). The performance deficiency 
was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP 
finding was identified and no cross-cutting aspect was assigned. This issue is similar to violation example 6.4.c.1(c) in 
the NRC Enforcement Policy for a Severity Level III violation because it involves noncompliance with a condition 
stated on an individual’s license. However, since there were no adverse impacts to nuclear safety, the NRC has 
determined that this issue constitutes a Severity Level IV NCV in accordance with the NRC’s Enforcement Policy. 
(Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 



Inadequate Evaluation of the Adequacy of the 4160 Volt Emergency Bus 95% Voltage Alarm and Load Shed 
Relay Design 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy had not verified the adequacy of the 4160 volt 
emergency bus 95% voltage alarm/load shed relay design regarding the potential for multiple starts of the salt service 
water (SSW) and reactor building closed cooling water (RBCCW) pump motors. Additionally, Entergy had not 
verified the adequacy of design with respect to the ability of the SSW pump motors to restart following a load shed of 
the motors without tripping the motor control center (MCC) thermal overload (TOL) relays at design basis degraded 
voltage conditions. Entergy entered the issue into their corrective action program and implemented measures to 
bypass the SSW pump motor TOL relay motor trips based on their initial review of TOL margin. The team 
determined this to be a conservative action which ensured under all conditions including degraded voltage, that the 
SSW pump motors would not be inadvertently tripped due to TOL margin concerns.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of findings.” The finding was determined to be 
of very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance. (Section 1R21.2.1.1)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety Related Batteries 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion XI, Test Control, because Entergy did not adequately perform battery discharge testing 
and assure that the battery discharge test procedures incorporated requirements contained in applicable design 
documents for multiple cycles of Technical Specification (TS) required surveillance testing of the station batteries. 
Specifically, test results have been negatively impacted because of improper use of battery test equipment and tests 
had errors with load profiles. Entergy entered these issues into the corrective action program to evaluate and correct 
the deficiencies in the battery testing program and ensure any future testing requirements are met.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings.” The team determined the finding 
was of very low safety significance because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding had a cross-cutting aspect in the area of Human Performance, Resources Component, 
because Entergy did not ensure that complete, accurate, and up-to-date procedures were available and adequate to 
assure nuclear safety. Specifically, the battery discharge test procedures did not ensure that capacities were correctly 
measured and service test profiles were correctly translated from the battery design calculations. (IMC 0310, Aspect 
H.2(c)) (Section 1R21.2.1.2)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluaton of the Affect of Non Class I Equipment Internal Flooding on Redundant Safety Related 



Equipment 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy did not verify the adequacy of the design with 
respect to ensuring that safety-related equipment would be adequately protected from a postulated flood originating in 
the turbine building. Specifically, Entergy did not correctly evaluate a failure of seawater system piping or equipment 
that could challenge the doors separating the turbine building from the reactor building auxiliary bay, which would 
require timely operator identification and action to secure the seawater pumps to prevent the common mode failure of 
redundant safety-related components. Entergy entered the issue into their corrective action program, evaluated the 
immediate operability of systems potentially affected by the postulated flooding scenario, and provided interim 
guidance to operators.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Appendix A, “Significance 
Determination of Reactor Inspection Findings for At-Power Situations,” and completed a Phase 3 risk evaluation 
using the Pilgrim Standardized Plant Analysis Risk (SPAR) model, Revision 8.15 and SAPHIRE 8. Based upon the 
Phase 3 evaluation, the finding was determined to be of very low safety significance. The finding was not assigned a 
cross-cutting aspect because it was a historical design issue not indicative of current performance. (Section 
1R21.2.2.3)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design for the 'C' Salt Service Water Pump 
Green. The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, because 
Entergy’s design control measures did not ensure two-over-one seismic protection of the ‘C’ Salt Service Water 
(SSW) Pump. Specifically, Entergy did not ensure that a Class I to Class II interface would not result in a failure of a 
Class I component (‘C’ SSW Pump). Corrective actions included installing a temporary modification (i.e., water 
shield), to protect the pump motor from potential spray effects of a Class II piping failure and performing an extent of 
condition review.  
 
The inspectors performed a review of Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” and did not find a similar more than minor example. The finding was determined to be more than minor 
because it was associated with the Protection Against External Events (i.e., seismic) attribute of the Mitigating 
Systems Cornerstone, and adversely affected the cornerstone’s objective to ensure the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the ‘C’ SSW pump motor was 
vulnerable to water spray from a failed Class II pipe during a seismic event which could have rendered the pump 
inoperable. The inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that further evaluation was required since the finding was potentially risk significant due to a seismic 
initiating event. As a result of this screening, a Phase 3 evaluation was conducted by a regional Senior Reactor 
Analyst (SRA). The condition was assessed as Green, with a change in core damage frequency (CDF) calculated to be 
1.29E-8. Since the finding was assessed to have a CDF of less than 1E-7, large early release frequency was not 
required to be assessed. The finding does not have a cross-cutting aspect since the failure to verify the adequacy of 
design with respect to ensuring two-over-one seismic protection for the ‘C’ SSW pump is not indicative of current 
licensee performance. In addition, current Entergy design procedures require rigorous Class II-over-I criteria for all 
new modifications. (Section 1R06)  
 
Inspection Report# : 2011004 (pdf)  

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



Failure to Enter Technical Specifications after Loss of Control Rod Indication
Green. The inspectors identified a Green NCV of Technical Specification (TS) 3.3.B.1 “Control Rod Operability,” for 
Entergy’s failure to enter and perform the actions prescribed in Technical Specifications after losing control rod 
position indication. Entergy has since restored control rod position indication by repairing a failed power supply. 
Condition report CR-PNP-2011-0272 was written to address the power supply failure and condition report CR-PNP-
2011-0511 was subsequently written to address Entergy’s administration of TSs.  
 
The inspectors determined that the issue was more than minor because the finding was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone’s objective to 
ensure the reliability of systems that respond to events to prevent undesirable consequences (i.e., core damage). 
Specifically, the locations of the control rods were indeterminate which could substantially impact operator’s abilities 
to implement Emergency Operating Procedures. IMC 0609, “Significance Determination Process,” Attachment 
0609.04, “Phase 1-Initial Screening and Characterization of Findings,” was used to evaluate the significance of the 
finding. Attachment 0609.04, Table 4a, was used to evaluate the impact of the finding on loss of operability or 
functionality. The inspectors determined that the function of the control rods to add negative reactivity to the core 
during an event was not affected (SCRAM time and control rod worth were not affected). In addition, alternate means 
were available to operators to determine control rod position and once the power supply was restored, the control rods 
were determined to have remained in their original positions. Also, since the finding is not potentially risk significant 
due to a seismic, flooding or severe weather initiating event, the finding was determined to be of very low safety 
significance (Green).  
 
The inspectors determined that this issue had a cross-cutting aspect in the Decision Making component of the Human 
Performance cross-cutting area. Specifically, Entergy did not use conservative assumptions in decision making and 
adopt a requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disprove the action. In this case, Entergy did not take the conservative 
approach to enter Technical Specifications when faced with a degraded condition affecting control rod operability 
[H.1(b)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Combustible Loading in SLC Room in Excess of the Fire Hazards Analysis Limit 
•Green. The inspectors identified a Green NCV of License Condition 3.F of the Pilgrim Facility Operating License 
(DPR-35) for the failure to evaluate transient combustible fire loading in the Standby Liquid Control (SLC) room. 
Specifically, Entergy did not evaluate the acceptability of transient combustibles that had been moved into the SLC 
room which were in excess of the allowed combustible loading discussed in the Fire Hazards Analysis. Entergy 
immediately walked down the area, established compensatory measures, and completed a transient combustibles 
evaluation. Entergy has since removed the transient combustibles from the area.  
 
The inspectors determined that the failure to evaluate the transient combustibles was more than minor based on a 
similar example described in Inspection Manual Chapter 0612, “Power Reactor Inspection Reports,” Appendix E, 
“Examples of Minor Issues,” Section 4k. Specifically, the fire loading exceeded the Fire Hazard Analysis assumption 
and was not evaluated for acceptability. The finding is also associated with the Protection Against External Events 
attribute of the Mitigating Systems cornerstone and could have adversely affected the cornerstones objective to ensure 
the availability of systems that respond to events to prevent undesirable consequences (i.e., core damage). 
Specifically, a fire in the SLC room could affect the availability of the SLC system to respond to an event. IMC 0609, 
“Significance Determination Process,” Appendix F, “Fire Protection Significance Determination Process,” was used 
to evaluate the significance of the finding. The safety significance of the finding was determined to be very low 
because the degradation factor was low; that is, the transient combustible evaluation process subsequently identified 
nearly the same level of fire protection effectiveness and reliability for the SLC room as it would have if the 
degradation had not been present.  
 
This finding had a cross-cutting aspect in the Human Performance cross-cutting area,  
Work Control component; in that, Entergy did not coordinate work activities to ensure the interdepartmental 



coordination necessary to assure plant and human performance. Specifically, the refueling organization did not notify 
fire protection engineering to ensure an evaluation of the transient combustible loading was completed for the SLC 
room [H.3(b)]. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Planned Maintenance and Testing on RCIC, SLC and ATS Systems 
Green. The inspectors identified a Green NCV of 10 CFR 50.65 paragraph (a)(4) for Entergy's failure to conduct an 
adequate risk assessment for planned Analog Trip System (ATS) testing. Specifically, the inspectors identified that 
Entergy had not analyzed the impact to the risk of the plant with a reactor low pressure master trip unit removed from 
service during the ATS test. The removal of this instrument resulted in an Orange risk condition. Entergy has 
implemented corrective actions to revise the risk assessment procedure to provide specific guidance on assessing 
surveillance procedures which affect multiple components; established guidance to complete risk assessment reviews 
six weeks prior to the scheduled performance of planned work and test activities; and provided guidance and training 
on the above to personnel involved in the risk assessment process.  
The inspectors determined that this issue was more than minor because the actual overall plant risk was in a higher 
licensee-established risk category (Orange) than what Entergy had previously determined (Yellow). Entergy’s risk 
assessment had incorrect assumptions that changed the outcome of the assessment. The inspectors performed a 
screening in accordance with IMC 0609, “Significance Determination Process,” Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process.” The finding was determined to be of very 
low safety significance (Green) because the Incremental Core Damage Probability Deficit for the timeframe that the  
reactor low pressure instrument was removed from service was less than 1E-6  
(approximately 1E-8).  
 
This finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making component, 
because Entergy did not use a systematic process to make a risk-significant decision [H.1(a)]. (Section 1R13)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for RCIC Torus Suction Valve 
Green. A self-revealing Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” was identified 
for Entergy’s failure to correct a condition adverse to quality. Entergy did not correct a Reactor Core Isolation 
Cooling (RCIC) torus suction valve which had failed to close during testing on October 4, 2010. On January 5, 2011, 
the same valve again failed to close during testing. Pilgrim’s corrective actions included cleaning and replacing circuit 
breaker contacts and revising maintenance procedures to perform periodic resistance checks on motor control center 
circuit breaker cubicle secondary disconnects. Entergy has entered this issue into the corrective action program (CR-
PNP-2010-3486 and CR-PNP-2011-0046).  
 
The inspectors determined that the finding was more than minor because it was associated with the Equipment 
Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone’s objective to 
ensure the reliability and availability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the RCIC torus suction valve failure to close affected the reliability of the RCIC system, and the RCIC 
system was made unavailable during system troubleshooting and repairs in January 2011. The inspectors determined 
the significance of the finding using IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings.” 
The finding was determined to be of very low safety significance (Green) because the finding did not involve a design 
or qualification deficiency resulting in a loss of operability or functionality, did not result in a loss of system safety 
function of a single train for greater than its Technical Specification outage time, and did not screen as potentially risk 
significant due to external initiating events. The capability of RCIC to perform its function was not lost since the torus 
suction valve would have been able to be cycled open in the event RCIC needed to be aligned to the torus. This 



finding had a cross-cutting aspect in the Problem Identification and Resolution cross-cutting area, Corrective Action 
Program component, because Entergy did not thoroughly evaluate the problem with the RCIC torus suction valve 
such that the resolution in October 2010 addressed the causes and corrected the problem. [P.1(c)] (Section 1R19)  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 04, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Torus Air Temperature 10 CFR 50.65(a)(2) Performance Demonstration Not Met 
GREEN. The NRC identified a NCV of 10 CFR 50.65, "Requirements for Monitoring the  
Effectiveness of Maintenance at Nuclear Power Plants," paragraph (a)(2), for Entergy's  
failure to adequately demonstrate primary containment system (a)(2) performance was  
effectively controlled through performance of appropriate preventive maintenance.  
Specifically, as evidenced by repeat functional failures of torus air temperature indication  
during the fall of 2009 and January 2010, the (a)(2) performance demonstration was no  
longer justified in accordance with Entergy's maintenance rule implementing procedure  
guidance. Entergy entered this issue in their corrective action process (CR-PNP-2011-  
00880) to evaluate corrective actions needed to address this issue.  
 
The inspectors determined that the finding was more than minor because it was associated  
with the equipment performance attribute of the Mitigating Systems cornerstone and  
adversely affected the cornerstone objective to ensure the availability, reliability, and  
capability of systems that respond to initiating events to prevent undesirable consequences.  
Specifically, failures of torus air temperature indication present a challenge to operators who  
rely on the indication to diagnose and respond to initiating events. Per the guidance  
provided in Inspection Procedure 71111.12,"Maintenance Effectiveness," issued  
11/16/2009, inspectors considered this performance deficiency to be a Category lll finding  
since a historical review revealed a continuing declining trend in performance of the  
instrument, as indicated by additionalfunctionalfailures. Because this issue was classified  
as Category lll, the inspectors determined the significance of this finding using IMC 0609.04,  
"Phase 1 - Initial Screening and Characterization of Findings." The inspectors determined  
that this finding was of very low safety significance (Green) because it was not a design or  
qualification deficiency, did not represent a loss of safety system function, and did not  
screen as potentially risk significant due to external initiating events.  
 
The inspectors determined that this finding has a cross cutting aspect in the area of problem  
identification and resolution. Specifically, Entergy did not properly evaluate and classify the  
torus air temperature indication failures with respect to the maintenance rule. [P.1(c)] 
Inspection Report# : 2011008 (pdf)  

Significance:  Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Corrective Action Process for HPCI Diaphragm Degraded Condition 
GREEN. The NRC identified a finding of very low significance for Entergy's failure to follow  
their corrective action process in the identification, documentation, and evaluation of a  
degraded condition. Specifically, Entergy failed to recognize, fully document, and evaluate  
in their corrective action process that an installed diaphragm in the High Pressure Coolant  
lnjection (HPCI) System exceeded its manufacturer-recommended service life. Entergy  
entered this issue in their corrective action process (CR-PNP-2011-0917) to evaluate and  
determine corrective actions to address this issue.  
 
The inspectors determined the finding was more than minor because it is similar to example  
4(a) of NRC Inspection Manual Chapter (lMC) 0612, Appendix E, 'Minor Examples,' in that  



Entergy did not perform an evaluation that was later determined to adversely affect safetyrelated  
equipment. The inspectors determined the finding was of very low safety significance (Green) using IMC 0609.04, 
"Phase 1 - Initial Screening and Characterization of Findings" in that the finding involved a qualification deficiency 
not resulting in the loss of operability of HPCI.  
 
The finding has a cross-cutting aspect in the area of problem identification and resolution  
associated with the corrective action program because Entergy did not identify that  
exceeding the service life of the PCV-2301-238 diaphragm was a condition adverse to  
quality. [P.1(a)] 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Primary Containment System Maintenance Rule Functional Failure and Thereby 
Establish Monitoring Requirements for the System  
Green. The inspectors identified a Green NCV of 10 CFR 50.65, paragraph (a)(1) and (a)(2), “Requirements for 
Monitoring the Effectiveness of Maintenance of Nuclear Power Plants,” because Entergy did not monitor the 
performance of the Primary Containment System (Drywell to Torus Vacuum Breaker Components) against license-
established goals to provide reasonable assurance that these components are capable of fulfilling their intended 
functions. Specifically, Entergy did not identify a functional failure of the Drywell to Torus Vacuum Breaker 
Component portion of the Primary Containment System and thereby did not recognize that the system exceeded its 
unavailability performance criteria, requiring a Maintenance Rule (a)(1) evaluation. Entergy subsequently conducted 
an (a)(1) evaluation and concluded that the system should be classified as (a)(1), corrective actions specified, and 
system monitoring completed.  
 
The finding is more than minor because it is associated with the Barrier Performance attribute of the Barrier Integrity 
cornerstone, in that the issue affected the Primary Containment System reliability due to the failure to recognize the 
need to evaluate the system for goals, corrective actions, and monitoring. The inspectors determined the significance 
of the finding using IMC 0609-04, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was 
determined to be of very low safety significance (Green) because the degraded condition had been corrected by the 
time of the failure to accurately evaluate the maintenance rule functional failure. As a result, this finding did not 
involve a design or qualification deficiency, did not result in a loss of system safety function, and did not screen as 
potentially risk significant due to external initiating events. The finding has a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision Making component; in that, Entergy did not use conservative assumptions 
when evaluating the degraded Drywell to Torus Vacuum Breakers condition to correctly conclude that a functional 
failure had occurred. Specifically, Entergy did not consider that the function of these vacuum breakers would be 
required as soon as plant conditions exceeded 212F, and therefore, the procedural guidance for Technical 
Specification applicability not being exceeded was an incorrect basis for this decision [H.1(b)]. (Section 1R12) 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Assess Risk of Maintenance on Standby Gas and Secondary Containment 
Green. The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because Entergy did not assess and manage risk 
during elective maintenance for both ‘A’ and ‘B’ trains of the StandBy Gas Treatment (SBGT) system. Specifically, 
Entergy did not consult qualitative guidance in their risk assessment process procedures before removing both trains 
of SBGT from service and, therefore, removing the Secondary Containment key safety function while online. 
Corrective actions planned include evaluating and revising risk assessment procedures, and communicating qualitative 
risk assessment guidance to Senior Reactor Operators and Work Week Managers. 



 
A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” identified that Section 7, 
Maintenance Rule, Example e, reflected a similar more than minor example. This finding was determined to be more 
than minor because Entergy’s risk assessment failed to account for the loss or significant uncompensated impairment 
of a key operating safety function. In addition, the finding affected the Human Performance attribute of the Barrier 
Integrity cornerstone’s objective to ensure that physical design barriers (containment) protect the public from 
radionuclide releases caused by accidents or events. The inspectors performed an evaluation in accordance with IMC 
0609, “Significance Determination Process,” Attachment 4, “Phase 1 -Initial Screening and Characterization of 
Findings,” and determined that the finding was of very low safety significance (Green) because the finding only 
represented a degradation of the radiological barrier function provided for the SBGT system. The inspectors 
determined that this finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work Control 
component, because Entergy did not plan work activities by incorporating appropriate risk insights [H.3(a)]. (Section 
1R13)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specifications for CHREAFS 
Green. The inspectors identified a Green NCV of Technical Specification (TS) 3.7.B.2.f, “Standby Gas Treatment 
System and Control Room High Efficiency Air Filtration System (CRHEAFS),” for Entergy’s failure to enter and 
perform the actions prescribed in TS after the Control Room Envelope (CRE) was breached during work on a vital 
area door into the CRE. Entergy has since repaired the vital area door and restored the CRE.  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Barrier 
Integrity cornerstone (maintain the radiological barrier function of the control room) and adversely affected the 
cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, the inoperable CRE could affect the operator’s 
ability to occupy the control room under adverse radiological, chemical, or smoke conditions while responding to an 
event. IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1- Initial Screening and 
Characterization of Findings,” was used to evaluate the impact of the finding on loss of operability or functionality of 
the CRE and CHREAFS, and it was determined that further evaluation was required since the finding had the 
potential to impact the control room envelope due to the effects of smoke and toxic gas. As a result of this screening, a 
Phase 3 evaluation was conducted by a Senior Reactor Analyst (SRA). The SRA conducted a qualitative evaluation 
and determined the risk impact on control room habitability, due to this finding, from smoke and toxic gas to be low 
(Green). Specifically, the Pilgrim Station Individual Plant Examination for External Events (IPEEE), sections 5.3.3 
and 5.3.4, identified that the overall risk from on-site and off-site chemical release was low.  
 
The inspectors determined that this issue had a cross-cutting aspect in the Work Control component of the Human 
Performance cross-cutting area. Specifically, Entergy did not plan and coordinate work activities affecting the CRE 
such that interdepartmental coordination assured plant and human performance. In this case, Operations was not made 
aware that Maintenance would be working on the control room vital door [H.3(b)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This inspection item is Official Use Only - Security-Related Information. See inspection report for details. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;” therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution (Corrective Action 



Program). [P.1(c)]. See inspection report for more details.
Inspection Report# : 2011011 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Mar 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Pilgrim 2011 Biennial PI&R Inspection Summary 
The inspectors concluded that Entergy was generally effective in identifying, evaluating, and  
resolving problems. Entergy personnel identified problems, entered them into the corrective  
action program at a low threshold, and prioritized issues commensurate with their safety  
significance. However, the inspectors identified one finding which was not a violation of  
regulatory requirements, in the area of problem identification. In most cases, Entergy  
appropriately screened issues for operability and reportability, and performed causal analyses  
that appropriately considered extent of condition, generic issues, and previous occurrences.  
However, the inspectors identified one finding that was a violation of NRC requirements, in the  
area of effectiveness of prioritization and evaluation of issues. The inspectors also determined  
that Entergy typically implemented corrective actions to address the problems identified in the  
corrective action program in a timely manner.  
 
The inspectors concluded that, in general, Entergy adequately identified, reviewed, and applied  
relevant industry operating experience to Pilgrim Nuclear Power Station operations. ln addition,  
based on those items selected for review, the inspectors determined that Entergy's selfassessments  
and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection,  
observations of plant activities, and reviews of individual corrective action program and  
employee concerns program issues, the inspectors did not identify any indications that site  
personnel were unwilling to raise safety issues, nor did they identify any conditions that could  
have had a negative impact on the site's safety conscious work environment.  
 
Inspection Report# : 2011008 (pdf)  
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Pilgrim 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 20, 2011 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Failure to Implement Conduct of Operations and Reactivity Control Procedures during Reactor Startup 
A self-revealing finding was identified involving the failure of Pilgrim personnel to implement conduct of operations 
and reactivity control standards and procedures during a reactor startup, which contributed to an unrecognized 
subcriticality followed by an unrecognized return to criticality and subsequent reactor scram.  
 
The significance of the finding has been determined to be White, or of low to moderate safety significance. The 
finding is also associated with one apparent violation of NRC requirements specified by Technical Specification 5.4, 
“Procedures.” There was no significant impact on the plant following the transient because the event itself did not 
result in power exceeding license limits or fuel damage. Additionally, interim corrective actions were taken, which 
included removing the Pilgrim control room personnel involved in the event from operational duties pending 
remediation, providing additional training for operators not involved with the event, and providing increased 
management oversight presence in the Pilgrim control room while long term corrective actions were developed. 
Entergy staff entered this issue, including the evaluation of extent of condition, into its corrective action program (CR-
PNP-2011-2475) and performed a Root Cause Evaluation (RCE).  
 
The finding is more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations. Specifically, the failure of Pilgrim personnel 
to effectively implement conduct of operations and reactivity control standards and procedures during a reactor startup 
caused an unrecognized subcriticality followed by an unrecognized return to criticality and subsequent reactor scram. 
Because the finding primarily involved multiple human performance errors, probabilistic risk assessment tools were 
not well suited for evaluating its significance. The inspection team determined that the criteria for using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” were met, and the finding was 
evaluated using this guidance, as described in Attachment 4 to this report. Based on the qualitative review of this 
finding, the NRC has concluded that the finding was of low to moderate safety significance (White).  
 
The inspection team determined that multiple factors contributed to this performance deficiency, including: 
inadequate enforcement of operating standards, failure to follow procedures, and ineffective operator training. The 
Entergy RCE determined that the primary cause was a failure to adhere to established Entergy standards and 
expectations due to a lack of consistent supervisory and management enforcement. The inspection team concluded 
that the finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work Practices component, 
because Entergy did not adequately enforce human error prevention techniques, such as procedural adherence, holding 
pre-job briefs, self and peer checking, and proper documentation of activities during a reactor startup, which is a risk 
significant evolution. Additionally, licensed personnel did not effectively implement the human performance 
prevention techniques mentioned above, and they proceeded when they encountered uncertainty and unexpected 
circumstances during the reactor startup [H.4(a)].  
 
Inspection Report# : 2011012 (pdf)  
Inspection Report# : 2011013 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Submerged Medium Voltage Cables 



Green. The inspectors identified a Green finding (FIN) for the improper maintenance of underground non-safety 
related medium voltage electric cables. The inspectors identified that Entergy allowed non-safety related medium 
voltage cables to remain submerged in water for extended periods of time. Entergy entered this issue into their 
corrective action program, specified corrective actions to increase the dewatering frequency of the affected manhole, 
and then installed an automatic dewatering pump.  
 
The inspectors determined that the finding was more than minor because it was associated with the Design Control 
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 shutdown as well as power operations. 
Specifically, continued submergence of the non-safety related power cables (from the start-up transformer to electrical 
buses A2 and A4) could lead to cable failure and cause an event that would affect plant stability. The inspectors 
performed a Phase 1 Significance Determination Process screening of the finding in accordance with NRC Inspection 
Manual Chapter 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and determined 
that the finding was of very low safety significance because the condition did not contribute to both the likelihood of a 
reactor trip and the unavailability of mitigating systems equipment.  
 
The inspectors determined this finding had a cross-cutting aspect in the Problem Identification and Resolution cross-
cutting area, Corrective Action Program component, because Entergy personnel did not implement corrective actions 
in a timely manner to ensure that underground cables were not submerged, commensurate with the safety significance 
and complexity of the degraded condition [P.1(d)]. (Section 1R06)  
 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope the Rod Worth Minimizer into the Maintenance Rule 
Green. The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of 10 CFR Part 
50.65, "Requirements for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants," because Entergy did 
not include the Rod Worth Minimizer (RWM) into the scope of Maintenance Rule Systems. Specifically, Entergy did 
not include the RWM into the scope of the maintenance rule monitoring program as required by 10 CFR 50.65 (b)(2)
(i) as a non-safety related system that is relied upon to mitigate accidents or transients. Entergy’s corrective actions 
included generating a Condition Report to identify that the RWM is not included in the Maintenance Rule Scoping. 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Written NRC Biennial Written Examinations did not meet Qualitative Standards 
Green. The inspectors identified a Green finding of 10 CFR 55.59, “Requalification,” based on a determination that 
greater than 20 percent of the biennial requalification written exam questions administered to licensed operators 
during weeks three and four of the 2010 examination cycle were unacceptable. Entergy entered this issue into the 
corrective action program (CR-PNP-2011-04561).  
 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigation 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 
(i.e., core damage). Specifically, the finding affected the quality and level of difficulty of biennial written exams 
which potentially impacted Entergy’s ability to appropriately evaluate licensed operators. The risk importance of this 
issue was evaluated using IMC 0609, Appendix I, “Licensed Operator Requalification Significance Determination 
Process (SDP).” Appendix I was entered using the number of written exam questions that did not meet the qualitative 



standard for the written exam questions. The qualitative standard used by the inspectors is defined in NUREG-1021, 
Rev. 9, ES-602, Attachment 1, “Guidelines for Developing Open-Reference Examinations,” and Appendix B, 
“Written Examination Guidelines.” Since 28.6 percent of the questions reviewed did not meet the guidance, Block 16 
of Appendix I applied, specifically, “Were more than 20 percent of the written questions sampled by the inspectors 
unacceptable?” Based on this screening criteria, the finding was characterized by the SDP as having very low safety 
significance (greater than 20 percent unacceptable), or Green. A review of the cross-cutting aspects was performed 
and no cross-cutting aspect was identified that would be considered a contributor to the cause of the finding. (Section 
1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Licensed Operators Stood Watch Without Being Medically Qualified 
TBD. The inspectors identified an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.53 and 10 CFR 55.21 related to Entergy’s medical examinations of licensed operators. Specifically, at various 
times over a period of almost four years, ten operators did not meet certain medical requirements (for stamina and/or 
blood pressure) for performing NRC-licensed operator activities, and the operators continued to perform NRC-
licensed activities. Additionally, Entergy did not perform complete medical testing of its licensed operators, in that 
five of those licensed operators had not been administered stamina tests for more than two years and therefore did not 
complete their NRC-required biennial medical exam. Immediately after the NRC identified the issue, Entergy 
restricted operators from watch until they could pass the requirements of their medical testing. Entergy entered this 
issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to ensure that licensed operators met the license conditions associated
with medical testing prior to performing license activities was a performance deficiency that was within Entergy’s 
ability to foresee and correct and should have been prevented. The inspectors determined that Traditional Enforcement 
applies, as the issue had the potential to impact the NRC's ability to perform its regulatory function because the NRC 
relies upon the accurate certification by the licensee’s medical examiner to ensure all licensed operators meet the 
medical conditions of their license. Specifically, ten operators had not taken the stamina test during their annual 
physical, but were certified by the medical examiner and licensee as being fit to safely perform their watch-standing 
duties. Additionally, five of those operators had not taken the stamina test during their biennial physical, but were 
certified by the medical examiner and licensee as being fit to safely perform their watch-standing duties. Lastly, an 
individual who had not passed their blood pressure examination, and required a license condition to take medication, 
was placed back on watch-standing duty without such a license condition. The performance deficiency was screened 
against the Reactor Oversight Process (ROP) per the guidance of Inspection Manual Chapter (IMC) 0612, Appendix 
B, “Issue Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. These 
issues are being characterized as an apparent violation in accordance with the NRC’s Enforcement Policy, and its final 
significance will be dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Provide Complete and Accurate Medical Information for Licensed Operator Renewal 
Applications 
TBD. The inspectors identified an AV of 10 CFR 50.9, “Completeness and Accuracy of Information,” related to 
Entergy’s medical examinations of licensed operators. Specifically, Entergy did not provide information to the NRC 
that was complete and accurate in all material respects, in that Entergy submitted two NRC licensed operator renewal 
applications which certified that the applicants met the medical requirements for license renewal when in fact they did 
not complete the required stamina tests. Entergy entered this issue into their corrective action program (CR-PNP-
2011-04554).  
 
The inspectors determined that Entergy’s failure to provide complete and accurate information to the NRC was a 
performance deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The 



inspectors determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability 
to perform its regulatory function. Specifically, Entergy did not provide information to the NRC that was complete 
and accurate in all material respects, in that although Entergy had not administered complete medical examinations of 
licensed operators in accordance with American National Standards Institute/American Nuclear Society (ANSI/ANS)
3.4-1983 (because it had not conducted stamina testing), it submitted two NRC Form 396s for renewal of operator 
licenses which certified that the applicants met the medical requirements of ANSI/ANS 3.4-1983. Subsequently, the 
NRC made a licensing decision based on this information that was not complete and accurate in all material respects. 
The performance deficiency was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue 
Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. This issue constitutes 
an apparent violation in accordance with the NRC’s Enforcement Policy, and its final significance will be 
dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Notify the NRC Within 30 Days of Discovering Changes in Medical Conditions 
TBD. The inspectors identified an AV of 10 CFR 50.74, “Notification of Change in Operator or Senior Operator 
Status.” Specifically, Entergy did not notify the NRC within 30 days of discovering a change in medical condition for 
two licensed operators. Subsequently, Entergy submitted notifications for both operators on November 10, 2011, and 
entered the issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to notify the NRC within 30 days of discovering the change in 
medical condition for two licensed operators was a performance deficiency that was within Entergy's ability to foresee 
and correct and should have been prevented. The inspectors determined that Traditional Enforcement applies, as the 
issue had the potential to impact the NRC's ability to perform its regulatory function because if a licensed operator has 
a change in medical condition, the NRC may need to perform a review for consideration of a licensing action. 
Specifically, Entergy had not notified the NRC within 30 days of learning of a change in medical condition for two 
licensed operators for which a license condition was required. The performance deficiency was screened against the 
ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP finding was identified and 
no cross-cutting aspect was assigned. This issue constitutes an apparent violation in accordance with the NRC’s 
Enforcement Policy, and its final significance will be dispositioned in separate future correspondence. (Section 1R11) 
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy Incorrectly Credited Operators Proficiency Watch-Standing Experience and the Operators 
Subsequently Stood Watch 
SL-IV. The inspectors identified a Severity Level IV NCV of 10 CFR 55.53 (e) and (f), “Conditions of Licenses,” 
because Entergy incorrectly credited two individuals for proficiency watch-standing experience and then these 
operators subsequently stood watch without meeting the minimum proficiency requirements necessary to maintain an 
active license. Entergy implemented immediate corrective action that included discontinuing the practice of crediting 
the emergency core cooling system (ECCS) and Extra Balance of Plant (BOP) positions for proficiency. Entergy 
entered this issue into their corrective action program (CR-PNP-2011-04649).  
 
The inspectors determined that Entergy incorrectly credited two individuals for proficiency watch-standing experience 
and then these operators subsequently stood watch in the control room. This error constitutes a performance 
deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The inspectors 
determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability to perform 
its regulatory function because if a licensed operator fails to meet the conditions of their license, the NRC may need to 
perform a review for consideration of a licensing action, and if the information regarding an individual’s 
qualifications is not accurately presented, the NRC could potentially make an incorrect licensing decision based on the 
inaccurate information. Specifically, Entergy did not ensure that two reactor operator (RO) licensed individuals 
maintained their RO licenses in an active status in the 2nd quarter 2011, prior to standing RO watches in the 3rd 



quarter 2011 which violated a license condition as specified in 10 CFR 55.53 (e) and (f). The performance deficiency 
was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP 
finding was identified and no cross-cutting aspect was assigned. This issue is similar to violation example 6.4.c.1(c) in 
the NRC Enforcement Policy for a Severity Level III violation because it involves noncompliance with a condition 
stated on an individual’s license. However, since there were no adverse impacts to nuclear safety, the NRC has 
determined that this issue constitutes a Severity Level IV NCV in accordance with the NRC’s Enforcement Policy. 
(Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation of the Adequacy of the 4160 Volt Emergency Bus 95% Voltage Alarm and Load Shed 
Relay Design 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy had not verified the adequacy of the 4160 volt 
emergency bus 95% voltage alarm/load shed relay design regarding the potential for multiple starts of the salt service 
water (SSW) and reactor building closed cooling water (RBCCW) pump motors. Additionally, Entergy had not 
verified the adequacy of design with respect to the ability of the SSW pump motors to restart following a load shed of 
the motors without tripping the motor control center (MCC) thermal overload (TOL) relays at design basis degraded 
voltage conditions. Entergy entered the issue into their corrective action program and implemented measures to 
bypass the SSW pump motor TOL relay motor trips based on their initial review of TOL margin. The team 
determined this to be a conservative action which ensured under all conditions including degraded voltage, that the 
SSW pump motors would not be inadvertently tripped due to TOL margin concerns.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of findings.” The finding was determined to be 
of very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance. (Section 1R21.2.1.1)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety Related Batteries 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion XI, Test Control, because Entergy did not adequately perform battery discharge testing 
and assure that the battery discharge test procedures incorporated requirements contained in applicable design 
documents for multiple cycles of Technical Specification (TS) required surveillance testing of the station batteries. 
Specifically, test results have been negatively impacted because of improper use of battery test equipment and tests 
had errors with load profiles. Entergy entered these issues into the corrective action program to evaluate and correct 
the deficiencies in the battery testing program and ensure any future testing requirements are met.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings.” The team determined the finding 
was of very low safety significance because it was not a design or qualification deficiency, did not represent a loss of 



system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding had a cross-cutting aspect in the area of Human Performance, Resources Component, 
because Entergy did not ensure that complete, accurate, and up-to-date procedures were available and adequate to 
assure nuclear safety. Specifically, the battery discharge test procedures did not ensure that capacities were correctly 
measured and service test profiles were correctly translated from the battery design calculations. (IMC 0310, Aspect 
H.2(c)) (Section 1R21.2.1.2)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluaton of the Affect of Non Class I Equipment Internal Flooding on Redundant Safety Related 
Equipment 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy did not verify the adequacy of the design with 
respect to ensuring that safety-related equipment would be adequately protected from a postulated flood originating in 
the turbine building. Specifically, Entergy did not correctly evaluate a failure of seawater system piping or equipment 
that could challenge the doors separating the turbine building from the reactor building auxiliary bay, which would 
require timely operator identification and action to secure the seawater pumps to prevent the common mode failure of 
redundant safety-related components. Entergy entered the issue into their corrective action program, evaluated the 
immediate operability of systems potentially affected by the postulated flooding scenario, and provided interim 
guidance to operators.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Appendix A, “Significance 
Determination of Reactor Inspection Findings for At-Power Situations,” and completed a Phase 3 risk evaluation 
using the Pilgrim Standardized Plant Analysis Risk (SPAR) model, Revision 8.15 and SAPHIRE 8. Based upon the 
Phase 3 evaluation, the finding was determined to be of very low safety significance. The finding was not assigned a 
cross-cutting aspect because it was a historical design issue not indicative of current performance. (Section 
1R21.2.2.3)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design for the 'C' Salt Service Water Pump 
Green. The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, because 
Entergy’s design control measures did not ensure two-over-one seismic protection of the ‘C’ Salt Service Water 
(SSW) Pump. Specifically, Entergy did not ensure that a Class I to Class II interface would not result in a failure of a 
Class I component (‘C’ SSW Pump). Corrective actions included installing a temporary modification (i.e., water 
shield), to protect the pump motor from potential spray effects of a Class II piping failure and performing an extent of 
condition review.  
 
The inspectors performed a review of Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” and did not find a similar more than minor example. The finding was determined to be more than minor 
because it was associated with the Protection Against External Events (i.e., seismic) attribute of the Mitigating 
Systems Cornerstone, and adversely affected the cornerstone’s objective to ensure the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the ‘C’ SSW pump motor was 
vulnerable to water spray from a failed Class II pipe during a seismic event which could have rendered the pump 
inoperable. The inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that further evaluation was required since the finding was potentially risk significant due to a seismic 



initiating event. As a result of this screening, a Phase 3 evaluation was conducted by a regional Senior Reactor 
Analyst (SRA). The condition was assessed as Green, with a change in core damage frequency (CDF) calculated to be 
1.29E-8. Since the finding was assessed to have a CDF of less than 1E-7, large early release frequency was not 
required to be assessed. The finding does not have a cross-cutting aspect since the failure to verify the adequacy of 
design with respect to ensuring two-over-one seismic protection for the ‘C’ SSW pump is not indicative of current 
licensee performance. In addition, current Entergy design procedures require rigorous Class II-over-I criteria for all 
new modifications. (Section 1R06)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Enter Technical Specifications after Loss of Control Rod Indication 
Green. The inspectors identified a Green NCV of Technical Specification (TS) 3.3.B.1 “Control Rod Operability,” for 
Entergy’s failure to enter and perform the actions prescribed in Technical Specifications after losing control rod 
position indication. Entergy has since restored control rod position indication by repairing a failed power supply. 
Condition report CR-PNP-2011-0272 was written to address the power supply failure and condition report CR-PNP-
2011-0511 was subsequently written to address Entergy’s administration of TSs.  
 
The inspectors determined that the issue was more than minor because the finding was associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone’s objective to 
ensure the reliability of systems that respond to events to prevent undesirable consequences (i.e., core damage). 
Specifically, the locations of the control rods were indeterminate which could substantially impact operator’s abilities 
to implement Emergency Operating Procedures. IMC 0609, “Significance Determination Process,” Attachment 
0609.04, “Phase 1-Initial Screening and Characterization of Findings,” was used to evaluate the significance of the 
finding. Attachment 0609.04, Table 4a, was used to evaluate the impact of the finding on loss of operability or 
functionality. The inspectors determined that the function of the control rods to add negative reactivity to the core 
during an event was not affected (SCRAM time and control rod worth were not affected). In addition, alternate means 
were available to operators to determine control rod position and once the power supply was restored, the control rods 
were determined to have remained in their original positions. Also, since the finding is not potentially risk significant 
due to a seismic, flooding or severe weather initiating event, the finding was determined to be of very low safety 
significance (Green).  
 
The inspectors determined that this issue had a cross-cutting aspect in the Decision Making component of the Human 
Performance cross-cutting area. Specifically, Entergy did not use conservative assumptions in decision making and 
adopt a requirement to demonstrate that the proposed action is safe in order to proceed rather than a requirement to 
demonstrate that it is unsafe in order to disprove the action. In this case, Entergy did not take the conservative 
approach to enter Technical Specifications when faced with a degraded condition affecting control rod operability 
[H.1(b)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Transient Combustible Loading in SLC Room in Excess of the Fire Hazards Analysis Limit 
•Green. The inspectors identified a Green NCV of License Condition 3.F of the Pilgrim Facility Operating License 
(DPR-35) for the failure to evaluate transient combustible fire loading in the Standby Liquid Control (SLC) room. 
Specifically, Entergy did not evaluate the acceptability of transient combustibles that had been moved into the SLC 
room which were in excess of the allowed combustible loading discussed in the Fire Hazards Analysis. Entergy 
immediately walked down the area, established compensatory measures, and completed a transient combustibles 
evaluation. Entergy has since removed the transient combustibles from the area.  
 
The inspectors determined that the failure to evaluate the transient combustibles was more than minor based on a 



similar example described in Inspection Manual Chapter 0612, “Power Reactor Inspection Reports,” Appendix E, 
“Examples of Minor Issues,” Section 4k. Specifically, the fire loading exceeded the Fire Hazard Analysis assumption 
and was not evaluated for acceptability. The finding is also associated with the Protection Against External Events 
attribute of the Mitigating Systems cornerstone and could have adversely affected the cornerstones objective to ensure 
the availability of systems that respond to events to prevent undesirable consequences (i.e., core damage). 
Specifically, a fire in the SLC room could affect the availability of the SLC system to respond to an event. IMC 0609, 
“Significance Determination Process,” Appendix F, “Fire Protection Significance Determination Process,” was used 
to evaluate the significance of the finding. The safety significance of the finding was determined to be very low 
because the degradation factor was low; that is, the transient combustible evaluation process subsequently identified 
nearly the same level of fire protection effectiveness and reliability for the SLC room as it would have if the 
degradation had not been present.  
 
This finding had a cross-cutting aspect in the Human Performance cross-cutting area,  
Work Control component; in that, Entergy did not coordinate work activities to ensure the interdepartmental 
coordination necessary to assure plant and human performance. Specifically, the refueling organization did not notify 
fire protection engineering to ensure an evaluation of the transient combustible loading was completed for the SLC 
room [H.3(b)]. (Section 1R05)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Risk Assessment for Planned Maintenance and Testing on RCIC, SLC and ATS Systems 
Green. The inspectors identified a Green NCV of 10 CFR 50.65 paragraph (a)(4) for Entergy's failure to conduct an 
adequate risk assessment for planned Analog Trip System (ATS) testing. Specifically, the inspectors identified that 
Entergy had not analyzed the impact to the risk of the plant with a reactor low pressure master trip unit removed from 
service during the ATS test. The removal of this instrument resulted in an Orange risk condition. Entergy has 
implemented corrective actions to revise the risk assessment procedure to provide specific guidance on assessing 
surveillance procedures which affect multiple components; established guidance to complete risk assessment reviews 
six weeks prior to the scheduled performance of planned work and test activities; and provided guidance and training 
on the above to personnel involved in the risk assessment process.  
The inspectors determined that this issue was more than minor because the actual overall plant risk was in a higher 
licensee-established risk category (Orange) than what Entergy had previously determined (Yellow). Entergy’s risk 
assessment had incorrect assumptions that changed the outcome of the assessment. The inspectors performed a 
screening in accordance with IMC 0609, “Significance Determination Process,” Appendix K, “Maintenance Risk 
Assessment and Risk Management Significance Determination Process.” The finding was determined to be of very 
low safety significance (Green) because the Incremental Core Damage Probability Deficit for the timeframe that the  
reactor low pressure instrument was removed from service was less than 1E-6  
(approximately 1E-8).  
 
This finding had a cross-cutting aspect in the Human Performance cross-cutting area, Decision Making component, 
because Entergy did not use a systematic process to make a risk-significant decision [H.1(a)]. (Section 1R13)  
 
Inspection Report# : 2011003 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Primary Containment System Maintenance Rule Functional Failure and Thereby 
Establish Monitoring Requirements for the System 



Green. The inspectors identified a Green NCV of 10 CFR 50.65, paragraph (a)(1) and (a)(2), “Requirements for 
Monitoring the Effectiveness of Maintenance of Nuclear Power Plants,” because Entergy did not monitor the 
performance of the Primary Containment System (Drywell to Torus Vacuum Breaker Components) against license-
established goals to provide reasonable assurance that these components are capable of fulfilling their intended 
functions. Specifically, Entergy did not identify a functional failure of the Drywell to Torus Vacuum Breaker 
Component portion of the Primary Containment System and thereby did not recognize that the system exceeded its 
unavailability performance criteria, requiring a Maintenance Rule (a)(1) evaluation. Entergy subsequently conducted 
an (a)(1) evaluation and concluded that the system should be classified as (a)(1), corrective actions specified, and 
system monitoring completed.  
 
The finding is more than minor because it is associated with the Barrier Performance attribute of the Barrier Integrity 
cornerstone, in that the issue affected the Primary Containment System reliability due to the failure to recognize the 
need to evaluate the system for goals, corrective actions, and monitoring. The inspectors determined the significance 
of the finding using IMC 0609-04, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was 
determined to be of very low safety significance (Green) because the degraded condition had been corrected by the 
time of the failure to accurately evaluate the maintenance rule functional failure. As a result, this finding did not 
involve a design or qualification deficiency, did not result in a loss of system safety function, and did not screen as 
potentially risk significant due to external initiating events. The finding has a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision Making component; in that, Entergy did not use conservative assumptions 
when evaluating the degraded Drywell to Torus Vacuum Breakers condition to correctly conclude that a functional 
failure had occurred. Specifically, Entergy did not consider that the function of these vacuum breakers would be 
required as soon as plant conditions exceeded 212F, and therefore, the procedural guidance for Technical 
Specification applicability not being exceeded was an incorrect basis for this decision [H.1(b)]. (Section 1R12) 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Assess Risk of Maintenance on Standby Gas and Secondary Containment 
Green. The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because Entergy did not assess and manage risk 
during elective maintenance for both ‘A’ and ‘B’ trains of the StandBy Gas Treatment (SBGT) system. Specifically, 
Entergy did not consult qualitative guidance in their risk assessment process procedures before removing both trains 
of SBGT from service and, therefore, removing the Secondary Containment key safety function while online. 
Corrective actions planned include evaluating and revising risk assessment procedures, and communicating qualitative 
risk assessment guidance to Senior Reactor Operators and Work Week Managers.  
 
A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” identified that Section 7, 
Maintenance Rule, Example e, reflected a similar more than minor example. This finding was determined to be more 
than minor because Entergy’s risk assessment failed to account for the loss or significant uncompensated impairment 
of a key operating safety function. In addition, the finding affected the Human Performance attribute of the Barrier 
Integrity cornerstone’s objective to ensure that physical design barriers (containment) protect the public from 
radionuclide releases caused by accidents or events. The inspectors performed an evaluation in accordance with IMC 
0609, “Significance Determination Process,” Attachment 4, “Phase 1 -Initial Screening and Characterization of 
Findings,” and determined that the finding was of very low safety significance (Green) because the finding only 
represented a degradation of the radiological barrier function provided for the SBGT system. The inspectors 
determined that this finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work Control 
component, because Entergy did not plan work activities by incorporating appropriate risk insights [H.3(a)]. (Section 
1R13)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specifications for CHREAFS



Green. The inspectors identified a Green NCV of Technical Specification (TS) 3.7.B.2.f, “Standby Gas Treatment 
System and Control Room High Efficiency Air Filtration System (CRHEAFS),” for Entergy’s failure to enter and 
perform the actions prescribed in TS after the Control Room Envelope (CRE) was breached during work on a vital 
area door into the CRE. Entergy has since repaired the vital area door and restored the CRE.  
 
This finding was more than minor because it was associated with the Human Performance attribute of the Barrier 
Integrity cornerstone (maintain the radiological barrier function of the control room) and adversely affected the 
cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. Specifically, the inoperable CRE could affect the operator’s 
ability to occupy the control room under adverse radiological, chemical, or smoke conditions while responding to an 
event. IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1- Initial Screening and 
Characterization of Findings,” was used to evaluate the impact of the finding on loss of operability or functionality of 
the CRE and CHREAFS, and it was determined that further evaluation was required since the finding had the 
potential to impact the control room envelope due to the effects of smoke and toxic gas. As a result of this screening, a 
Phase 3 evaluation was conducted by a Senior Reactor Analyst (SRA). The SRA conducted a qualitative evaluation 
and determined the risk impact on control room habitability, due to this finding, from smoke and toxic gas to be low 
(Green). Specifically, the Pilgrim Station Individual Plant Examination for External Events (IPEEE), sections 5.3.3 
and 5.3.4, identified that the overall risk from on-site and off-site chemical release was low.  
 
The inspectors determined that this issue had a cross-cutting aspect in the Work Control component of the Human 
Performance cross-cutting area. Specifically, Entergy did not plan and coordinate work activities affecting the CRE 
such that interdepartmental coordination assured plant and human performance. In this case, Operations was not made 
aware that Maintenance would be working on the control room vital door [H.3(b)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Apr 15, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This inspection item is Official Use Only - Security-Related Information. See inspection report for details. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in response to Section B.5.b. of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information;” therefore, the details of this finding are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Problem Identification and Resolution (Corrective Action 
Program). [P.1(c)]. See inspection report for more details. 
Inspection Report# : 2011011 (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 
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Pilgrim 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Jul 20, 2011 
Identified By: Self-Revealing 
Item Type: VIO Violation 
Failure to Implement Conduct of Operations and Reactivity Control Procedures during Reactor Startup 
A self-revealing finding was identified involving the failure of Pilgrim personnel to implement conduct of operations 
and reactivity control standards and procedures during a reactor startup, which contributed to an unrecognized 
subcriticality followed by an unrecognized return to criticality and subsequent reactor scram.  
 
The significance of the finding has been determined to be White, or of low to moderate safety significance. The 
finding is also associated with one apparent violation of NRC requirements specified by Technical Specification 5.4, 
“Procedures.” There was no significant impact on the plant following the transient because the event itself did not 
result in power exceeding license limits or fuel damage. Additionally, interim corrective actions were taken, which 
included removing the Pilgrim control room personnel involved in the event from operational duties pending 
remediation, providing additional training for operators not involved with the event, and providing increased 
management oversight presence in the Pilgrim control room while long term corrective actions were developed. 
Entergy staff entered this issue, including the evaluation of extent of condition, into its corrective action program (CR-
PNP-2011-2475) and performed a Root Cause Evaluation (RCE).  
 
The finding is more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant 
stability and challenge critical safety functions during power operations. Specifically, the failure of Pilgrim personnel 
to effectively implement conduct of operations and reactivity control standards and procedures during a reactor startup 
caused an unrecognized subcriticality followed by an unrecognized return to criticality and subsequent reactor scram. 
Because the finding primarily involved multiple human performance errors, probabilistic risk assessment tools were 
not well suited for evaluating its significance. The inspection team determined that the criteria for using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” were met, and the finding was 
evaluated using this guidance, as described in Attachment 4 to this report. Based on the qualitative review of this 
finding, the NRC has concluded that the finding was of low to moderate safety significance (White).  
 
The inspection team determined that multiple factors contributed to this performance deficiency, including: 
inadequate enforcement of operating standards, failure to follow procedures, and ineffective operator training. The 
Entergy RCE determined that the primary cause was a failure to adhere to established Entergy standards and 
expectations due to a lack of consistent supervisory and management enforcement. The inspection team concluded 
that the finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work Practices component, 
because Entergy did not adequately enforce human error prevention techniques, such as procedural adherence, holding 
pre-job briefs, self and peer checking, and proper documentation of activities during a reactor startup, which is a risk 
significant evolution. Additionally, licensed personnel did not effectively implement the human performance 
prevention techniques mentioned above, and they proceeded when they encountered uncertainty and unexpected 
circumstances during the reactor startup [H.4(a)]. (Section 2)  
 
Inspection Report# : 2011012 (pdf)  
Inspection Report# : 2011013 (pdf)  

Mitigating Systems 



Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of MCC-B18 with Respect to Internal Flooding 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control”, because Entergy did not verify the adequacy of the 
design of the Motor Control Center (MCC) B-18 enclosure. Specifically, Entergy had not previously evaluated the 
susceptibility of MCC B-18 to internal flooding from a potential pipe break by the use of calculational methods or by 
the performance of design reviews. Entergy entered this issue in the corrective action program (CR-PNP-2012-1351). 
 
The performance deficiency was determined to be more than minor because it is associated with the Design Control 
attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to ensure the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings” and IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency and did not represent a loss of system and/or function or the loss of a single train 
for greater than its Technical Specification outage time. The finding does not have a cross-cutting aspect since the 
verification of the MCC B18 design is not indicative of current licensee performance. Entergy’s current design change 
procedures require an evaluation of flooding vulnerabilities for new modifications. (Section 1R06)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope the Rod Worth Minimizer into the Maintenance Rule 
The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50.65, "Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants," because Entergy did not include the Rod 
Worth Minimizer (RWM) system into the scope of Maintenance Rule (MR) systems. Specifically, Entergy did not 
include the RWM system into the scope of the MR monitoring program as required by 10 CFR 50.65 (b)(2)(i) as a 
non-safety related system that is relied upon to mitigate accidents or transients. Entergy entered this issue in the 
corrective action program (CR-PNP-2012-0394).  
 
The inspectors performed a review of IMC 0612, Appendix E, “Examples of Minor Issues,” and determined the issue 
was more than minor because it was similar to example 7.d; in that, the RWM system was not within the scope of the 
Maintenance Rule and that equipment performance problems were such that effective control of performance could 
not be demonstrated. The finding was also determined to be more than minor because it is associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone and affected the availability of the RWM to 
provide its mitigation function for a control rod drop accident (CRDA). This finding had a cross-cutting aspect in the 
Problem Identification and Resolution cross-cutting area, Self Assessment component, because previous assessments 
performed by Entergy did not include Maintenance Rule scoping attributes nor did they identify scoping issues such 
as the RWM system. [P.3(a)] (Section 1R12)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Written NRC Biennial Written Examinations did not meet Qualitative Standards 
Green. The inspectors identified a Green finding of 10 CFR 55.59, “Requalification,” based on a determination that 
greater than 20 percent of the biennial requalification written exam questions administered to licensed operators 
during weeks three and four of the 2010 examination cycle were unacceptable. Entergy entered this issue into the 
corrective action program (CR-PNP-2011-04561). 



 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigation 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 
(i.e., core damage). Specifically, the finding affected the quality and level of difficulty of biennial written exams 
which potentially impacted Entergy’s ability to appropriately evaluate licensed operators. The risk importance of this 
issue was evaluated using IMC 0609, Appendix I, “Licensed Operator Requalification Significance Determination 
Process (SDP).” Appendix I was entered using the number of written exam questions that did not meet the qualitative 
standard for the written exam questions. The qualitative standard used by the inspectors is defined in NUREG-1021, 
Rev. 9, ES-602, Attachment 1, “Guidelines for Developing Open-Reference Examinations,” and Appendix B, 
“Written Examination Guidelines.” Since 28.6 percent of the questions reviewed did not meet the guidance, Block 16 
of Appendix I applied, specifically, “Were more than 20 percent of the written questions sampled by the inspectors 
unacceptable?” Based on this screening criteria, the finding was characterized by the SDP as having very low safety 
significance (greater than 20 percent unacceptable), or Green. A review of the cross-cutting aspects was performed 
and no cross-cutting aspect was identified that would be considered a contributor to the cause of the finding. (Section 
1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Licensed Operators Stood Watch Without Being Medically Qualified 
TBD. The inspectors identified an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.53 and 10 CFR 55.21 related to Entergy’s medical examinations of licensed operators. Specifically, at various 
times over a period of almost four years, ten operators did not meet certain medical requirements (for stamina and/or 
blood pressure) for performing NRC-licensed operator activities, and the operators continued to perform NRC-
licensed activities. Additionally, Entergy did not perform complete medical testing of its licensed operators, in that 
five of those licensed operators had not been administered stamina tests for more than two years and therefore did not 
complete their NRC-required biennial medical exam. Immediately after the NRC identified the issue, Entergy 
restricted operators from watch until they could pass the requirements of their medical testing. Entergy entered this 
issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to ensure that licensed operators met the license conditions associated
with medical testing prior to performing license activities was a performance deficiency that was within Entergy’s 
ability to foresee and correct and should have been prevented. The inspectors determined that Traditional Enforcement 
applies, as the issue had the potential to impact the NRC's ability to perform its regulatory function because the NRC 
relies upon the accurate certification by the licensee’s medical examiner to ensure all licensed operators meet the 
medical conditions of their license. Specifically, ten operators had not taken the stamina test during their annual 
physical, but were certified by the medical examiner and licensee as being fit to safely perform their watch-standing 
duties. Additionally, five of those operators had not taken the stamina test during their biennial physical, but were 
certified by the medical examiner and licensee as being fit to safely perform their watch-standing duties. Lastly, an 
individual who had not passed their blood pressure examination, and required a license condition to take medication, 
was placed back on watch-standing duty without such a license condition. The performance deficiency was screened 
against the Reactor Oversight Process (ROP) per the guidance of Inspection Manual Chapter (IMC) 0612, Appendix 
B, “Issue Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. These 
issues are being characterized as an apparent violation in accordance with the NRC’s Enforcement Policy, and its final 
significance will be dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Provide Complete and Accurate Medical Information for Licensed Operator Renewal 
Applications 



TBD. The inspectors identified an AV of 10 CFR 50.9, “Completeness and Accuracy of Information,” related to 
Entergy’s medical examinations of licensed operators. Specifically, Entergy did not provide information to the NRC 
that was complete and accurate in all material respects, in that Entergy submitted two NRC licensed operator renewal 
applications which certified that the applicants met the medical requirements for license renewal when in fact they did 
not complete the required stamina tests. Entergy entered this issue into their corrective action program (CR-PNP-
2011-04554).  
 
The inspectors determined that Entergy’s failure to provide complete and accurate information to the NRC was a 
performance deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The 
inspectors determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability 
to perform its regulatory function. Specifically, Entergy did not provide information to the NRC that was complete 
and accurate in all material respects, in that although Entergy had not administered complete medical examinations of 
licensed operators in accordance with American National Standards Institute/American Nuclear Society (ANSI/ANS)
3.4-1983 (because it had not conducted stamina testing), it submitted two NRC Form 396s for renewal of operator 
licenses which certified that the applicants met the medical requirements of ANSI/ANS 3.4-1983. Subsequently, the 
NRC made a licensing decision based on this information that was not complete and accurate in all material respects. 
The performance deficiency was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue 
Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. This issue constitutes 
an apparent violation in accordance with the NRC’s Enforcement Policy, and its final significance will be 
dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Notify the NRC Within 30 Days of Discovering Changes in Medical Conditions 
TBD. The inspectors identified an AV of 10 CFR 50.74, “Notification of Change in Operator or Senior Operator 
Status.” Specifically, Entergy did not notify the NRC within 30 days of discovering a change in medical condition for 
two licensed operators. Subsequently, Entergy submitted notifications for both operators on November 10, 2011, and 
entered the issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to notify the NRC within 30 days of discovering the change in 
medical condition for two licensed operators was a performance deficiency that was within Entergy's ability to foresee 
and correct and should have been prevented. The inspectors determined that Traditional Enforcement applies, as the 
issue had the potential to impact the NRC's ability to perform its regulatory function because if a licensed operator has 
a change in medical condition, the NRC may need to perform a review for consideration of a licensing action. 
Specifically, Entergy had not notified the NRC within 30 days of learning of a change in medical condition for two 
licensed operators for which a license condition was required. The performance deficiency was screened against the 
ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP finding was identified and 
no cross-cutting aspect was assigned. This issue constitutes an apparent violation in accordance with the NRC’s 
Enforcement Policy, and its final significance will be dispositioned in separate future correspondence. (Section 1R11) 
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy Incorrectly Credited Operators Proficiency Watch-Standing Experience and the Operators 
Subsequently Stood Watch 
SL-IV. The inspectors identified a Severity Level IV NCV of 10 CFR 55.53 (e) and (f), “Conditions of Licenses,” 
because Entergy incorrectly credited two individuals for proficiency watch-standing experience and then these 
operators subsequently stood watch without meeting the minimum proficiency requirements necessary to maintain an 
active license. Entergy implemented immediate corrective action that included discontinuing the practice of crediting 
the emergency core cooling system (ECCS) and Extra Balance of Plant (BOP) positions for proficiency. Entergy 
entered this issue into their corrective action program (CR-PNP-2011-04649). 



 
The inspectors determined that Entergy incorrectly credited two individuals for proficiency watch-standing experience 
and then these operators subsequently stood watch in the control room. This error constitutes a performance 
deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The inspectors 
determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability to perform 
its regulatory function because if a licensed operator fails to meet the conditions of their license, the NRC may need to 
perform a review for consideration of a licensing action, and if the information regarding an individual’s 
qualifications is not accurately presented, the NRC could potentially make an incorrect licensing decision based on the 
inaccurate information. Specifically, Entergy did not ensure that two reactor operator (RO) licensed individuals 
maintained their RO licenses in an active status in the 2nd quarter 2011, prior to standing RO watches in the 3rd 
quarter 2011 which violated a license condition as specified in 10 CFR 55.53 (e) and (f). The performance deficiency 
was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP 
finding was identified and no cross-cutting aspect was assigned. This issue is similar to violation example 6.4.c.1(c) in 
the NRC Enforcement Policy for a Severity Level III violation because it involves noncompliance with a condition 
stated on an individual’s license. However, since there were no adverse impacts to nuclear safety, the NRC has 
determined that this issue constitutes a Severity Level IV NCV in accordance with the NRC’s Enforcement Policy. 
(Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation of the Adequacy of the 4160 Volt Emergency Bus 95% Voltage Alarm and Load Shed 
Relay Design 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy had not verified the adequacy of the 4160 volt 
emergency bus 95% voltage alarm/load shed relay design regarding the potential for multiple starts of the salt service 
water (SSW) and reactor building closed cooling water (RBCCW) pump motors. Additionally, Entergy had not 
verified the adequacy of design with respect to the ability of the SSW pump motors to restart following a load shed of 
the motors without tripping the motor control center (MCC) thermal overload (TOL) relays at design basis degraded 
voltage conditions. Entergy entered the issue into their corrective action program and implemented measures to 
bypass the SSW pump motor TOL relay motor trips based on their initial review of TOL margin. The team 
determined this to be a conservative action which ensured under all conditions including degraded voltage, that the 
SSW pump motors would not be inadvertently tripped due to TOL margin concerns.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of findings.” The finding was determined to be 
of very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance. (Section 1R21.2.1.1)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety Related Batteries 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion XI, Test Control, because Entergy did not adequately perform battery discharge testing 
and assure that the battery discharge test procedures incorporated requirements contained in applicable design 



documents for multiple cycles of Technical Specification (TS) required surveillance testing of the station batteries. 
Specifically, test results have been negatively impacted because of improper use of battery test equipment and tests 
had errors with load profiles. Entergy entered these issues into the corrective action program to evaluate and correct 
the deficiencies in the battery testing program and ensure any future testing requirements are met.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings.” The team determined the finding 
was of very low safety significance because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding had a cross-cutting aspect in the area of Human Performance, Resources Component, 
because Entergy did not ensure that complete, accurate, and up-to-date procedures were available and adequate to 
assure nuclear safety. Specifically, the battery discharge test procedures did not ensure that capacities were correctly 
measured and service test profiles were correctly translated from the battery design calculations. (IMC 0310, Aspect 
H.2(c)) (Section 1R21.2.1.2)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluaton of the Affect of Non Class I Equipment Internal Flooding on Redundant Safety Related 
Equipment 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy did not verify the adequacy of the design with 
respect to ensuring that safety-related equipment would be adequately protected from a postulated flood originating in 
the turbine building. Specifically, Entergy did not correctly evaluate a failure of seawater system piping or equipment 
that could challenge the doors separating the turbine building from the reactor building auxiliary bay, which would 
require timely operator identification and action to secure the seawater pumps to prevent the common mode failure of 
redundant safety-related components. Entergy entered the issue into their corrective action program, evaluated the 
immediate operability of systems potentially affected by the postulated flooding scenario, and provided interim 
guidance to operators.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Appendix A, “Significance 
Determination of Reactor Inspection Findings for At-Power Situations,” and completed a Phase 3 risk evaluation 
using the Pilgrim Standardized Plant Analysis Risk (SPAR) model, Revision 8.15 and SAPHIRE 8. Based upon the 
Phase 3 evaluation, the finding was determined to be of very low safety significance. The finding was not assigned a 
cross-cutting aspect because it was a historical design issue not indicative of current performance. (Section 
1R21.2.2.3)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design for the 'C' Salt Service Water Pump 
Green. The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion III, Design Control, because 
Entergy’s design control measures did not ensure two-over-one seismic protection of the ‘C’ Salt Service Water 
(SSW) Pump. Specifically, Entergy did not ensure that a Class I to Class II interface would not result in a failure of a 



Class I component (‘C’ SSW Pump). Corrective actions included installing a temporary modification (i.e., water 
shield), to protect the pump motor from potential spray effects of a Class II piping failure and performing an extent of 
condition review.  
 
The inspectors performed a review of Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” and did not find a similar more than minor example. The finding was determined to be more than minor 
because it was associated with the Protection Against External Events (i.e., seismic) attribute of the Mitigating 
Systems Cornerstone, and adversely affected the cornerstone’s objective to ensure the reliability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the ‘C’ SSW pump motor was 
vulnerable to water spray from a failed Class II pipe during a seismic event which could have rendered the pump 
inoperable. The inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and 
determined that further evaluation was required since the finding was potentially risk significant due to a seismic 
initiating event. As a result of this screening, a Phase 3 evaluation was conducted by a regional Senior Reactor 
Analyst (SRA). The condition was assessed as Green, with a change in core damage frequency (CDF) calculated to be 
1.29E-8. Since the finding was assessed to have a CDF of less than 1E-7, large early release frequency was not 
required to be assessed. The finding does not have a cross-cutting aspect since the failure to verify the adequacy of 
design with respect to ensuring two-over-one seismic protection for the ‘C’ SSW pump is not indicative of current 
licensee performance. In addition, current Entergy design procedures require rigorous Class II-over-I criteria for all 
new modifications. (Section 1R06)  
 
Inspection Report# : 2011004 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify a Primary Containment System Maintenance Rule Functional Failure and Thereby 
Establish Monitoring Requirements for the System  
Green. The inspectors identified a Green NCV of 10 CFR 50.65, paragraph (a)(1) and (a)(2), “Requirements for 
Monitoring the Effectiveness of Maintenance of Nuclear Power Plants,” because Entergy did not monitor the 
performance of the Primary Containment System (Drywell to Torus Vacuum Breaker Components) against license-
established goals to provide reasonable assurance that these components are capable of fulfilling their intended 
functions. Specifically, Entergy did not identify a functional failure of the Drywell to Torus Vacuum Breaker 
Component portion of the Primary Containment System and thereby did not recognize that the system exceeded its 
unavailability performance criteria, requiring a Maintenance Rule (a)(1) evaluation. Entergy subsequently conducted 
an (a)(1) evaluation and concluded that the system should be classified as (a)(1), corrective actions specified, and 
system monitoring completed.  
 
The finding is more than minor because it is associated with the Barrier Performance attribute of the Barrier Integrity 
cornerstone, in that the issue affected the Primary Containment System reliability due to the failure to recognize the 
need to evaluate the system for goals, corrective actions, and monitoring. The inspectors determined the significance 
of the finding using IMC 0609-04, “Phase 1 - Initial Screening and Characterization of Findings.” The finding was 
determined to be of very low safety significance (Green) because the degraded condition had been corrected by the 
time of the failure to accurately evaluate the maintenance rule functional failure. As a result, this finding did not 
involve a design or qualification deficiency, did not result in a loss of system safety function, and did not screen as 
potentially risk significant due to external initiating events. The finding has a cross-cutting aspect in the Human 
Performance cross-cutting area, Decision Making component; in that, Entergy did not use conservative assumptions 
when evaluating the degraded Drywell to Torus Vacuum Breakers condition to correctly conclude that a functional 
failure had occurred. Specifically, Entergy did not consider that the function of these vacuum breakers would be 
required as soon as plant conditions exceeded 212F, and therefore, the procedural guidance for Technical 
Specification applicability not being exceeded was an incorrect basis for this decision [H.1(b)]. (Section 1R12) 
Inspection Report# : 2011004 (pdf)  



Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Accurately Assess Risk of Maintenance on Standby Gas and Secondary Containment 
Green. The inspectors identified a Green NCV of 10 CFR 50.65(a)(4) because Entergy did not assess and manage risk 
during elective maintenance for both ‘A’ and ‘B’ trains of the StandBy Gas Treatment (SBGT) system. Specifically, 
Entergy did not consult qualitative guidance in their risk assessment process procedures before removing both trains 
of SBGT from service and, therefore, removing the Secondary Containment key safety function while online. 
Corrective actions planned include evaluating and revising risk assessment procedures, and communicating qualitative 
risk assessment guidance to Senior Reactor Operators and Work Week Managers.  
 
A review of NRC Inspection Manual Chapter (IMC) 0612, Appendix E, “Minor Examples,” identified that Section 7, 
Maintenance Rule, Example e, reflected a similar more than minor example. This finding was determined to be more 
than minor because Entergy’s risk assessment failed to account for the loss or significant uncompensated impairment 
of a key operating safety function. In addition, the finding affected the Human Performance attribute of the Barrier 
Integrity cornerstone’s objective to ensure that physical design barriers (containment) protect the public from 
radionuclide releases caused by accidents or events. The inspectors performed an evaluation in accordance with IMC 
0609, “Significance Determination Process,” Attachment 4, “Phase 1 -Initial Screening and Characterization of 
Findings,” and determined that the finding was of very low safety significance (Green) because the finding only 
represented a degradation of the radiological barrier function provided for the SBGT system. The inspectors 
determined that this finding had a cross-cutting aspect in the Human Performance cross-cutting area, Work Control 
component, because Entergy did not plan work activities by incorporating appropriate risk insights [H.3(a)]. (Section 
1R13)  
 
Inspection Report# : 2011004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
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Pilgrim 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Processing of Work Package Results in Reactor Scram 
Green. A finding of very low safety significance (Green) was identified for personnel not adequately classifying work 
in regards to processing an emergent work order. Specifically, personnel classified work on a reach rod position 
indication for valve 1-HO-163, Steam Jet Air Ejector (SJAE) steam supply valve, as “minor” maintenance which 
resulted in the failure to identify and correct the reach rod indicator and position. This resulted in a degraded vacuum 
during a power maneuver and a subsequent reactor scram. Entergy entered this issue in the corrective action program 
(CR-PNP-2012-2304).  
 
The finding was determined to be more than minor because it was associated with the Configuration Control (i.e., 
Operating Equipment Lineup) attribute of the Initiating Events cornerstone, and adversely affected the cornerstone’s 
objective to limit the likelihood of those events that upset plant stability and challenge critical safety functions during 
power operations. The inspectors used IMC 0609.04, “Phase 1 – Initiating Screening and Characterization of 
Findings” and IMC 0609 Appendix A, Exhibit 1, “Initiating Events Screening.” The finding was determined to be of 
very low safety significance (Green) because although the performance deficiency did result in a reactor scram, it did 
not cause a reactor scram combined with the loss of mitigating equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding has a cross-cutting aspect in the Human Performance 
cross-cutting area, Work Control, because Entergy did not appropriately plan and coordinate the repair of the SJAE 
steam supply valve by incorporating the operational impact of the work activity consistent with nuclear safety. [H.3
(b)] (Section 4OA3)  
 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of MCC-B18 with Respect to Internal Flooding 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control”, because Entergy did not verify the adequacy of the 
design of the Motor Control Center (MCC) B-18 enclosure. Specifically, Entergy had not previously evaluated the 
susceptibility of MCC B-18 to internal flooding from a potential pipe break by the use of calculational methods or by 
the performance of design reviews. Entergy entered this issue in the corrective action program (CR-PNP-2012-1351). 
 
The performance deficiency was determined to be more than minor because it is associated with the Design Control 
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attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to ensure the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings” and IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency and did not represent a loss of system and/or function or the loss of a single train 
for greater than its Technical Specification outage time. The finding does not have a cross-cutting aspect since the 
verification of the MCC B18 design is not indicative of current licensee performance. Entergy’s current design change 
procedures require an evaluation of flooding vulnerabilities for new modifications. (Section 1R06)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope the Rod Worth Minimizer into the Maintenance Rule 
The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50.65, "Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants," because Entergy did not include the Rod 
Worth Minimizer (RWM) system into the scope of Maintenance Rule (MR) systems. Specifically, Entergy did not 
include the RWM system into the scope of the MR monitoring program as required by 10 CFR 50.65 (b)(2)(i) as a 
non-safety related system that is relied upon to mitigate accidents or transients. Entergy entered this issue in the 
corrective action program (CR-PNP-2012-0394).  
 
The inspectors performed a review of IMC 0612, Appendix E, “Examples of Minor Issues,” and determined the issue 
was more than minor because it was similar to example 7.d; in that, the RWM system was not within the scope of the 
Maintenance Rule and that equipment performance problems were such that effective control of performance could 
not be demonstrated. The finding was also determined to be more than minor because it is associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone and affected the availability of the RWM to 
provide its mitigation function for a control rod drop accident (CRDA). This finding had a cross-cutting aspect in the 
Problem Identification and Resolution cross-cutting area, Self Assessment component, because previous assessments 
performed by Entergy did not include Maintenance Rule scoping attributes nor did they identify scoping issues such 
as the RWM system. [P.3(a)] (Section 1R12)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Written NRC Biennial Written Examinations did not meet Qualitative Standards 
Green. The inspectors identified a Green finding of 10 CFR 55.59, “Requalification,” based on a determination that 
greater than 20 percent of the biennial requalification written exam questions administered to licensed operators 
during weeks three and four of the 2010 examination cycle were unacceptable. Entergy entered this issue into the 
corrective action program (CR-PNP-2011-04561).  
 
The inspectors determined that the finding was more than minor because it was associated with the Human 
Performance attribute of the Mitigation 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 
(i.e., core damage). Specifically, the finding affected the quality and level of difficulty of biennial written exams 
which potentially impacted Entergy’s ability to appropriately evaluate licensed operators. The risk importance of this 
issue was evaluated using IMC 0609, Appendix I, “Licensed Operator Requalification Significance Determination 
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Process (SDP).” Appendix I was entered using the number of written exam questions that did not meet the qualitative 
standard for the written exam questions. The qualitative standard used by the inspectors is defined in NUREG-1021, 
Rev. 9, ES-602, Attachment 1, “Guidelines for Developing Open-Reference Examinations,” and Appendix B, 
“Written Examination Guidelines.” Since 28.6 percent of the questions reviewed did not meet the guidance, Block 16 
of Appendix I applied, specifically, “Were more than 20 percent of the written questions sampled by the inspectors 
unacceptable?” Based on this screening criteria, the finding was characterized by the SDP as having very low safety 
significance (greater than 20 percent unacceptable), or Green. A review of the cross-cutting aspects was performed 
and no cross-cutting aspect was identified that would be considered a contributor to the cause of the finding. (Section 
1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Licensed Operators Stood Watch Without Being Medically Qualified 
TBD. The inspectors identified an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.53 and 10 CFR 55.21 related to Entergy’s medical examinations of licensed operators. Specifically, at various 
times over a period of almost four years, ten operators did not meet certain medical requirements (for stamina and/or 
blood pressure) for performing NRC-licensed operator activities, and the operators continued to perform NRC-
licensed activities. Additionally, Entergy did not perform complete medical testing of its licensed operators, in that 
five of those licensed operators had not been administered stamina tests for more than two years and therefore did not 
complete their NRC-required biennial medical exam. Immediately after the NRC identified the issue, Entergy 
restricted operators from watch until they could pass the requirements of their medical testing. Entergy entered this 
issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to ensure that licensed operators met the license conditions associated
with medical testing prior to performing license activities was a performance deficiency that was within Entergy’s 
ability to foresee and correct and should have been prevented. The inspectors determined that Traditional Enforcement 
applies, as the issue had the potential to impact the NRC's ability to perform its regulatory function because the NRC 
relies upon the accurate certification by the licensee’s medical examiner to ensure all licensed operators meet the 
medical conditions of their license. Specifically, ten operators had not taken the stamina test during their annual 
physical, but were certified by the medical examiner and licensee as being fit to safely perform their watch-standing 
duties. Additionally, five of those operators had not taken the stamina test during their biennial physical, but were 
certified by the medical examiner and licensee as being fit to safely perform their watch-standing duties. Lastly, an 
individual who had not passed their blood pressure examination, and required a license condition to take medication, 
was placed back on watch-standing duty without such a license condition. The performance deficiency was screened 
against the Reactor Oversight Process (ROP) per the guidance of Inspection Manual Chapter (IMC) 0612, Appendix 
B, “Issue Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. These 
issues are being characterized as an apparent violation in accordance with the NRC’s Enforcement Policy, and its final 
significance will be dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Provide Complete and Accurate Medical Information for Licensed Operator Renewal 
Applications 
TBD. The inspectors identified an AV of 10 CFR 50.9, “Completeness and Accuracy of Information,” related to 
Entergy’s medical examinations of licensed operators. Specifically, Entergy did not provide information to the NRC 
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that was complete and accurate in all material respects, in that Entergy submitted two NRC licensed operator renewal 
applications which certified that the applicants met the medical requirements for license renewal when in fact they did 
not complete the required stamina tests. Entergy entered this issue into their corrective action program (CR-PNP-
2011-04554).  
 
The inspectors determined that Entergy’s failure to provide complete and accurate information to the NRC was a 
performance deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The 
inspectors determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability 
to perform its regulatory function. Specifically, Entergy did not provide information to the NRC that was complete 
and accurate in all material respects, in that although Entergy had not administered complete medical examinations of 
licensed operators in accordance with American National Standards Institute/American Nuclear Society (ANSI/ANS)
3.4-1983 (because it had not conducted stamina testing), it submitted two NRC Form 396s for renewal of operator 
licenses which certified that the applicants met the medical requirements of ANSI/ANS 3.4-1983. Subsequently, the 
NRC made a licensing decision based on this information that was not complete and accurate in all material respects. 
The performance deficiency was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue 
Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. This issue constitutes 
an apparent violation in accordance with the NRC’s Enforcement Policy, and its final significance will be 
dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Notify the NRC Within 30 Days of Discovering Changes in Medical Conditions 
TBD. The inspectors identified an AV of 10 CFR 50.74, “Notification of Change in Operator or Senior Operator 
Status.” Specifically, Entergy did not notify the NRC within 30 days of discovering a change in medical condition for 
two licensed operators. Subsequently, Entergy submitted notifications for both operators on November 10, 2011, and 
entered the issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to notify the NRC within 30 days of discovering the change in 
medical condition for two licensed operators was a performance deficiency that was within Entergy's ability to foresee 
and correct and should have been prevented. The inspectors determined that Traditional Enforcement applies, as the 
issue had the potential to impact the NRC's ability to perform its regulatory function because if a licensed operator has 
a change in medical condition, the NRC may need to perform a review for consideration of a licensing action. 
Specifically, Entergy had not notified the NRC within 30 days of learning of a change in medical condition for two 
licensed operators for which a license condition was required. The performance deficiency was screened against the 
ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP finding was identified and 
no cross-cutting aspect was assigned. This issue constitutes an apparent violation in accordance with the NRC’s 
Enforcement Policy, and its final significance will be dispositioned in separate future correspondence. (Section 1R11) 
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Entergy Incorrectly Credited Operators Proficiency Watch-Standing Experience and the Operators 
Subsequently Stood Watch 
SL-IV. The inspectors identified a Severity Level IV NCV of 10 CFR 55.53 (e) and (f), “Conditions of Licenses,” 
because Entergy incorrectly credited two individuals for proficiency watch-standing experience and then these 
operators subsequently stood watch without meeting the minimum proficiency requirements necessary to maintain an 
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active license. Entergy implemented immediate corrective action that included discontinuing the practice of crediting 
the emergency core cooling system (ECCS) and Extra Balance of Plant (BOP) positions for proficiency. Entergy 
entered this issue into their corrective action program (CR-PNP-2011-04649).  
 
The inspectors determined that Entergy incorrectly credited two individuals for proficiency watch-standing experience 
and then these operators subsequently stood watch in the control room. This error constitutes a performance 
deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The inspectors 
determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability to perform 
its regulatory function because if a licensed operator fails to meet the conditions of their license, the NRC may need to 
perform a review for consideration of a licensing action, and if the information regarding an individual’s 
qualifications is not accurately presented, the NRC could potentially make an incorrect licensing decision based on the 
inaccurate information. Specifically, Entergy did not ensure that two reactor operator (RO) licensed individuals 
maintained their RO licenses in an active status in the 2nd quarter 2011, prior to standing RO watches in the 3rd 
quarter 2011 which violated a license condition as specified in 10 CFR 55.53 (e) and (f). The performance deficiency 
was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP 
finding was identified and no cross-cutting aspect was assigned. This issue is similar to violation example 6.4.c.1(c) in 
the NRC Enforcement Policy for a Severity Level III violation because it involves noncompliance with a condition 
stated on an individual’s license. However, since there were no adverse impacts to nuclear safety, the NRC has 
determined that this issue constitutes a Severity Level IV NCV in accordance with the NRC’s Enforcement Policy. 
(Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluation of the Adequacy of the 4160 Volt Emergency Bus 95% Voltage Alarm and Load Shed 
Relay Design 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy had not verified the adequacy of the 4160 volt 
emergency bus 95% voltage alarm/load shed relay design regarding the potential for multiple starts of the salt service 
water (SSW) and reactor building closed cooling water (RBCCW) pump motors. Additionally, Entergy had not 
verified the adequacy of design with respect to the ability of the SSW pump motors to restart following a load shed of 
the motors without tripping the motor control center (MCC) thermal overload (TOL) relays at design basis degraded 
voltage conditions. Entergy entered the issue into their corrective action program and implemented measures to 
bypass the SSW pump motor TOL relay motor trips based on their initial review of TOL margin. The team 
determined this to be a conservative action which ensured under all conditions including degraded voltage, that the 
SSW pump motors would not be inadvertently tripped due to TOL margin concerns.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of findings.” The finding was determined to be 
of very low safety significance because it was a design deficiency confirmed not to result in a loss of operability. This 
finding was not assigned a cross-cutting aspect because it was a historical design issue not indicative of current 
performance. (Section 1R21.2.1.1)  
 
Inspection Report# : 2011007 (pdf)  
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Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control of Safety Related Batteries 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion XI, Test Control, because Entergy did not adequately perform battery discharge testing 
and assure that the battery discharge test procedures incorporated requirements contained in applicable design 
documents for multiple cycles of Technical Specification (TS) required surveillance testing of the station batteries. 
Specifically, test results have been negatively impacted because of improper use of battery test equipment and tests 
had errors with load profiles. Entergy entered these issues into the corrective action program to evaluate and correct 
the deficiencies in the battery testing program and ensure any future testing requirements are met.  
 
The performance deficiency was determined to be more than minor because it was associated with the procedure 
quality attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Significance Determination Process, 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings.” The team determined the finding 
was of very low safety significance because it was not a design or qualification deficiency, did not represent a loss of 
system safety function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather 
initiating event. This finding had a cross-cutting aspect in the area of Human Performance, Resources Component, 
because Entergy did not ensure that complete, accurate, and up-to-date procedures were available and adequate to 
assure nuclear safety. Specifically, the battery discharge test procedures did not ensure that capacities were correctly 
measured and service test profiles were correctly translated from the battery design calculations. (IMC 0310, Aspect 
H.2(c)) (Section 1R21.2.1.2)  
 
Inspection Report# : 2011007 (pdf)  

Significance:  Oct 06, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evaluaton of the Affect of Non Class I Equipment Internal Flooding on Redundant Safety Related 
Equipment 
Green: The team identified a finding of very low safety significance involving a non-cited violation (NCV) of 10 CFR 
Part 50, Appendix B, Criterion III, Design Control, because Entergy did not verify the adequacy of the design with 
respect to ensuring that safety-related equipment would be adequately protected from a postulated flood originating in 
the turbine building. Specifically, Entergy did not correctly evaluate a failure of seawater system piping or equipment 
that could challenge the doors separating the turbine building from the reactor building auxiliary bay, which would 
require timely operator identification and action to secure the seawater pumps to prevent the common mode failure of 
redundant safety-related components. Entergy entered the issue into their corrective action program, evaluated the 
immediate operability of systems potentially affected by the postulated flooding scenario, and provided interim 
guidance to operators.  
 
The performance deficiency was determined to be more than minor because it was associated with the design control 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. The team evaluated the finding in accordance with IMC 0609, Appendix A, “Significance 
Determination of Reactor Inspection Findings for At-Power Situations,” and completed a Phase 3 risk evaluation 
using the Pilgrim Standardized Plant Analysis Risk (SPAR) model, Revision 8.15 and SAPHIRE 8. Based upon the 
Phase 3 evaluation, the finding was determined to be of very low safety significance. The finding was not assigned a 
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cross-cutting aspect because it was a historical design issue not indicative of current performance. (Section 
1R21.2.2.3)  
 
Inspection Report# : 2011007 (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 : November 30, 2012 
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Pilgrim 1 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Processing of Work Package Results in Reactor Scram 
Green. A finding of very low safety significance (Green) was identified for personnel not adequately classifying work 
in regards to processing an emergent work order. Specifically, personnel classified work on a reach rod position 
indication for valve 1-HO-163, Steam Jet Air Ejector (SJAE) steam supply valve, as “minor” maintenance which 
resulted in the failure to identify and correct the reach rod indicator and position. This resulted in a degraded vacuum 
during a power maneuver and a subsequent reactor scram. Entergy entered this issue in the corrective action program 
(CR-PNP-2012-2304).  
 
The finding was determined to be more than minor because it was associated with the Configuration Control (i.e., 
Operating Equipment Lineup) attribute of the Initiating Events cornerstone, and adversely affected the cornerstone’s 
objective to limit the likelihood of those events that upset plant stability and challenge critical safety functions during 
power operations. The inspectors used IMC 0609.04, “Phase 1 – Initiating Screening and Characterization of 
Findings” and IMC 0609 Appendix A, Exhibit 1, “Initiating Events Screening.” The finding was determined to be of 
very low safety significance (Green) because although the performance deficiency did result in a reactor scram, it did 
not cause a reactor scram combined with the loss of mitigating equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding has a cross-cutting aspect in the Human Performance 
cross-cutting area, Work Control, because Entergy did not appropriately plan and coordinate the repair of the SJAE 
steam supply valve by incorporating the operational impact of the work activity consistent with nuclear safety. [H.3
(b)] (Section 4OA3)  
 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of the SBO Fuel Oil Transfer System 
Green. The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control,” because Entergy did not implement design control 
measures commensurate with those applied to the original design when a system modification was made to the 
Emergency Diesel Generators’ (EDG) fuel oil transfer system. Specifically, Entergy did not implement the design 
change or modification process when a Station Blackout Diesel Generator fuel oil transfer system was put in place in 
1998 to meet the EDG support function of transferring sufficient fuel to meet the mission time of the EDG safety 
function. Entergy documented this issue in their corrective action program (CR-PNP-2012-3428).  
 
The performance deficiency was determined to be more than minor because it is associated with the Design Control 
attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to ensure the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) because the finding was a design process deficiency and did 
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not represent a loss of system and/or function or the loss of a single train for greater than its Technical Specification 
outage time. Specifically, follow-up testing of the hose that had been staged originally, identified that the hose would 
not have failed in a time-frame commensurate with the EDG safety function mission time. The finding does not have a 
cross-cutting aspect since the failure to implement the design change verification process is not indicative of current 
licensee performance. Entergy’s current design change procedures require design reviews of this type of in-field 
modification. (Section 1R18)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Actions for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because Entergy did not complete 
Shutdown Transformer Bus (A8) battery discharge testing within the required timeframe. Specifically, although 
Entergy identified in April 2011 that required battery testing had not been completed, as of this inspection, the testing 
had still not been completed.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. Using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined the finding screened as very low safety 
significance (Green) because it was not a design or qualification deficiency, did not represent a loss of system safety 
function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program Component, because Entergy did not take appropriate corrective actions to address safety issues in a timely 
manner. Specifically, Entergy did not perform vendor required discharge testing in a timeframe consistent with the 
safety significance of the euqipment. [P.1(d)] (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because Entergy did not verify the 
adequacy of the design of the Station Blackout (SBO) battery. Specifically, Entergy used an incorrect minimum 
voltage for the SBO battery resulting in the sizing calculation significantly overstating the available design margin.  
 
This 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 reliability of systems that respond to 
initiating events to prevent undesirable consequences. Using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined the finding screened as very low safety 
significance (Green) because it was not a design or qualification deficiency, did not represent a loss of system safety 
function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the area of Human Performance, Resources Component, because 
Entergy did not did not ensure that accurate design documentation was available. Specifically, Entergy used the 
incorrect minimum voltage for the SBO battery, resulting in non-conservative conclusions in the battery sizing 
calculation. [H.2(c)] (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Extent of Condition for B-15 Safety-Related Bus Following Overload Condition to B-14 
Safety-Related Bus  
Green. The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation 
(NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” because Entergy did not identify an 
overload condition on the B-15 bus after a similar overload condition was known to exist on the opposite train B-14 
bus. Entergy specified an extent of condition review to be performed as a corrective action but was not successful in 
completing this review to identify the similar vulnerability to B-15. Entergy’s corrective actions included immediately 
reducing loading on the B-15 bus and revising procedures to prohibit overloading the B-15 bus. Entergy has captured 
these issues in condition reports CR-PNP-2012-2015, CR-PNP-2012-4185 and CR-PNP-2012-4884.  
 
The performance deficiency was determined to be more than minor because it is associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to 
ensure the availability of systems that respond to initiating events to prevent undesirable consequences. During certain 
accident scenarios, equipment electrically powered from the B-15 bus (Reactor Building Closed Cooling Water and 
Salt Service Water) would have been unavailable to mitigate the consequences of an event. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings” and Inspection Manual Chapter (IMC) 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening.” In accordance with Exhibit 2 of IMC 0609, this performance 
deficiency required a detailed risk analysis since the issue resulted in an actual loss of function of at least a single train 
for greater than its Technical Specifications (TS) allowed outage time. The Senior Risk Analyst performed a detailed 
risk evaluation and determined the finding to be of very low safety significance (Green) with a change in core damage 
frequency of 1.1E-7. This finding has a cross-cutting aspect in the Problem Identification and Resolution cross-cutting 
area, Corrective Action Program component, because Entergy did not thoroughly evaluate the problem with B-14 
such that the resolution addressed the extent of condition for the same vulnerability to B-15. [P.1(c)] (Section 1R15) 
 
Inspection Report# : 2012005 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of MCC-B18 with Respect to Internal Flooding 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control”, because Entergy did not verify the adequacy of the 
design of the Motor Control Center (MCC) B-18 enclosure. Specifically, Entergy had not previously evaluated the 
susceptibility of MCC B-18 to internal flooding from a potential pipe break by the use of calculational methods or by 
the performance of design reviews. Entergy entered this issue in the corrective action program (CR-PNP-2012-1351). 
 
The performance deficiency was determined to be more than minor because it is associated with the Design Control 
attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to ensure the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings” and IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency and did not represent a loss of system and/or function or the loss of a single train 
for greater than its Technical Specification outage time. The finding does not have a cross-cutting aspect since the 
verification of the MCC B18 design is not indicative of current licensee performance. Entergy’s current design change 
procedures require an evaluation of flooding vulnerabilities for new modifications. (Section 1R06)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope the Rod Worth Minimizer into the Maintenance Rule
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The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50.65, "Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants," because Entergy did not include the Rod 
Worth Minimizer (RWM) system into the scope of Maintenance Rule (MR) systems. Specifically, Entergy did not 
include the RWM system into the scope of the MR monitoring program as required by 10 CFR 50.65 (b)(2)(i) as a 
non-safety related system that is relied upon to mitigate accidents or transients. Entergy entered this issue in the 
corrective action program (CR-PNP-2012-0394).  
 
The inspectors performed a review of IMC 0612, Appendix E, “Examples of Minor Issues,” and determined the issue 
was more than minor because it was similar to example 7.d; in that, the RWM system was not within the scope of the 
Maintenance Rule and that equipment performance problems were such that effective control of performance could 
not be demonstrated. The finding was also determined to be more than minor because it is associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone and affected the availability of the RWM to 
provide its mitigation function for a control rod drop accident (CRDA). This finding had a cross-cutting aspect in the 
Problem Identification and Resolution cross-cutting area, Self Assessment component, because previous assessments 
performed by Entergy did not include Maintenance Rule scoping attributes nor did they identify scoping issues such 
as the RWM system. [P.3(a)] (Section 1R12)  
 
Inspection Report# : 2012002 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Licensed Operators Stood Watch Without Being Medically Qualified 
TBD. The inspectors identified an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.53 and 10 CFR 55.21 related to Entergy’s medical examinations of licensed operators. Specifically, at various 
times over a period of almost four years, ten operators did not meet certain medical requirements (for stamina and/or 
blood pressure) for performing NRC-licensed operator activities, and the operators continued to perform NRC-
licensed activities. Additionally, Entergy did not perform complete medical testing of its licensed operators, in that 
five of those licensed operators had not been administered stamina tests for more than two years and therefore did not 
complete their NRC-required biennial medical exam. Immediately after the NRC identified the issue, Entergy 
restricted operators from watch until they could pass the requirements of their medical testing. Entergy entered this 
issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to ensure that licensed operators met the license conditions associated
with medical testing prior to performing license activities was a performance deficiency that was within Entergy’s 
ability to foresee and correct and should have been prevented. The inspectors determined that Traditional Enforcement 
applies, as the issue had the potential to impact the NRC's ability to perform its regulatory function because the NRC 
relies upon the accurate certification by the licensee’s medical examiner to ensure all licensed operators meet the 
medical conditions of their license. Specifically, ten operators had not taken the stamina test during their annual 
physical, but were certified by the medical examiner and licensee as being fit to safely perform their watch-standing 
duties. Additionally, five of those operators had not taken the stamina test during their biennial physical, but were 
certified by the medical examiner and licensee as being fit to safely perform their watch-standing duties. Lastly, an 
individual who had not passed their blood pressure examination, and required a license condition to take medication, 
was placed back on watch-standing duty without such a license condition. The performance deficiency was screened 
against the Reactor Oversight Process (ROP) per the guidance of Inspection Manual Chapter (IMC) 0612, Appendix 
B, “Issue Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. These 
issues are being characterized as an apparent violation in accordance with the NRC’s Enforcement Policy, and its final 
significance will be dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Provide Complete and Accurate Medical Information for Licensed Operator Renewal 
Applications 
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TBD. The inspectors identified an AV of 10 CFR 50.9, “Completeness and Accuracy of Information,” related to 
Entergy’s medical examinations of licensed operators. Specifically, Entergy did not provide information to the NRC 
that was complete and accurate in all material respects, in that Entergy submitted two NRC licensed operator renewal 
applications which certified that the applicants met the medical requirements for license renewal when in fact they did 
not complete the required stamina tests. Entergy entered this issue into their corrective action program (CR-PNP-
2011-04554).  
 
The inspectors determined that Entergy’s failure to provide complete and accurate information to the NRC was a 
performance deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The 
inspectors determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability 
to perform its regulatory function. Specifically, Entergy did not provide information to the NRC that was complete 
and accurate in all material respects, in that although Entergy had not administered complete medical examinations of 
licensed operators in accordance with American National Standards Institute/American Nuclear Society (ANSI/ANS)
3.4-1983 (because it had not conducted stamina testing), it submitted two NRC Form 396s for renewal of operator 
licenses which certified that the applicants met the medical requirements of ANSI/ANS 3.4-1983. Subsequently, the 
NRC made a licensing decision based on this information that was not complete and accurate in all material respects. 
The performance deficiency was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue 
Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. This issue constitutes 
an apparent violation in accordance with the NRC’s Enforcement Policy, and its final significance will be 
dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Notify the NRC Within 30 Days of Discovering Changes in Medical Conditions 
TBD. The inspectors identified an AV of 10 CFR 50.74, “Notification of Change in Operator or Senior Operator 
Status.” Specifically, Entergy did not notify the NRC within 30 days of discovering a change in medical condition for 
two licensed operators. Subsequently, Entergy submitted notifications for both operators on November 10, 2011, and 
entered the issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to notify the NRC within 30 days of discovering the change in 
medical condition for two licensed operators was a performance deficiency that was within Entergy's ability to foresee 
and correct and should have been prevented. The inspectors determined that Traditional Enforcement applies, as the 
issue had the potential to impact the NRC's ability to perform its regulatory function because if a licensed operator has 
a change in medical condition, the NRC may need to perform a review for consideration of a licensing action. 
Specifically, Entergy had not notified the NRC within 30 days of learning of a change in medical condition for two 
licensed operators for which a license condition was required. The performance deficiency was screened against the 
ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP finding was identified and 
no cross-cutting aspect was assigned. This issue constitutes an apparent violation in accordance with the NRC’s 
Enforcement Policy, and its final significance will be dispositioned in separate future correspondence. (Section 1R11) 
 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

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

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

Initiating Events 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Processing of Work Package Results in Reactor Scram 
Green. A finding of very low safety significance (Green) was identified for personnel not adequately classifying work 
in regards to processing an emergent work order. Specifically, personnel classified work on a reach rod position 
indication for valve 1-HO-163, Steam Jet Air Ejector (SJAE) steam supply valve, as “minor” maintenance which 
resulted in the failure to identify and correct the reach rod indicator and position. This resulted in a degraded vacuum 
during a power maneuver and a subsequent reactor scram. Entergy entered this issue in the corrective action program 
(CR-PNP-2012-2304).  
 
The finding was determined to be more than minor because it was associated with the Configuration Control (i.e., 
Operating Equipment Lineup) attribute of the Initiating Events cornerstone, and adversely affected the cornerstone’s 
objective to limit the likelihood of those events that upset plant stability and challenge critical safety functions during 
power operations. The inspectors used IMC 0609.04, “Phase 1 – Initiating Screening and Characterization of 
Findings” and IMC 0609 Appendix A, Exhibit 1, “Initiating Events Screening.” The finding was determined to be of 
very low safety significance (Green) because although the performance deficiency did result in a reactor scram, it did 
not cause a reactor scram combined with the loss of mitigating equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. This finding has a cross-cutting aspect in the Human Performance 
cross-cutting area, Work Control, because Entergy did not appropriately plan and coordinate the repair of the SJAE 
steam supply valve by incorporating the operational impact of the work activity consistent with nuclear safety. [H.3
(b)] (Section 4OA3)  
 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of the SBO Fuel Oil Transfer System 
Green. The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control,” because Entergy did not implement design control 
measures commensurate with those applied to the original design when a system modification was made to the 
Emergency Diesel Generators’ (EDG) fuel oil transfer system. Specifically, Entergy did not implement the design 
change or modification process when a Station Blackout Diesel Generator fuel oil transfer system was put in place in 
1998 to meet the EDG support function of transferring sufficient fuel to meet the mission time of the EDG safety 
function. Entergy documented this issue in their corrective action program (CR-PNP-2012-3428).  
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The performance deficiency was determined to be more than minor because it is associated with the Design Control 
attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to ensure the 
reliability of systems that respond to initiating events to prevent undesirable consequences. The finding was 
determined to be of very low safety significance (Green) because the finding was a design process deficiency and did 
not represent a loss of system and/or function or the loss of a single train for greater than its Technical Specification 
outage time. Specifically, follow-up testing of the hose that had been staged originally, identified that the hose would 
not have failed in a time-frame commensurate with the EDG safety function mission time. The finding does not have a 
cross-cutting aspect since the failure to implement the design change verification process is not indicative of current 
licensee performance. Entergy’s current design change procedures require design reviews of this type of in-field 
modification. (Section 1R18)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Actions for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because Entergy did not complete 
Shutdown Transformer Bus (A8) battery discharge testing within the required timeframe. Specifically, although 
Entergy identified in April 2011 that required battery testing had not been completed, as of this inspection, the testing 
had still not been completed.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. Using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined the finding screened as very low safety 
significance (Green) because it was not a design or qualification deficiency, did not represent a loss of system safety 
function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action 
Program Component, because Entergy did not take appropriate corrective actions to address safety issues in a timely 
manner. Specifically, Entergy did not perform vendor required discharge testing in a timeframe consistent with the 
safety significance of the euqipment. [P.1(d)] (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because Entergy did not verify the 
adequacy of the design of the Station Blackout (SBO) battery. Specifically, Entergy used an incorrect minimum 
voltage for the SBO battery resulting in the sizing calculation significantly overstating the available design margin.  
 
This 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 reliability of systems that respond to 
initiating events to prevent undesirable consequences. Using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined the finding screened as very low safety 
significance (Green) because it was not a design or qualification deficiency, did not represent a loss of system safety 
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function, and did not screen as potentially risk significant due to a seismic, flooding, or severe weather initiating 
event. This finding has a cross-cutting aspect in the area of Human Performance, Resources Component, because 
Entergy did not did not ensure that accurate design documentation was available. Specifically, Entergy used the 
incorrect minimum voltage for the SBO battery, resulting in non-conservative conclusions in the battery sizing 
calculation. [H.2(c)] (Section 4OA2)  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Extent of Condition for B-15 Safety-Related Bus Following Overload Condition to B-14 
Safety-Related Bus  
Green. The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation 
(NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” because Entergy did not identify an 
overload condition on the B-15 bus after a similar overload condition was known to exist on the opposite train B-14 
bus. Entergy specified an extent of condition review to be performed as a corrective action but was not successful in 
completing this review to identify the similar vulnerability to B-15. Entergy’s corrective actions included immediately 
reducing loading on the B-15 bus and revising procedures to prohibit overloading the B-15 bus. Entergy has captured 
these issues in condition reports CR-PNP-2012-2015, CR-PNP-2012-4185 and CR-PNP-2012-4884.  
 
The performance deficiency was determined to be more than minor because it is associated with the Equipment 
Performance attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to 
ensure the availability of systems that respond to initiating events to prevent undesirable consequences. During certain 
accident scenarios, equipment electrically powered from the B-15 bus (Reactor Building Closed Cooling Water and 
Salt Service Water) would have been unavailable to mitigate the consequences of an event. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings” and Inspection Manual Chapter (IMC) 0609 
Appendix A, Exhibit 2, “Mitigating Systems Screening.” In accordance with Exhibit 2 of IMC 0609, this performance 
deficiency required a detailed risk analysis since the issue resulted in an actual loss of function of at least a single train 
for greater than its Technical Specifications (TS) allowed outage time. The Senior Risk Analyst performed a detailed 
risk evaluation and determined the finding to be of very low safety significance (Green) with a change in core damage 
frequency of 1.1E-7. This finding has a cross-cutting aspect in the Problem Identification and Resolution cross-cutting 
area, Corrective Action Program component, because Entergy did not thoroughly evaluate the problem with B-14 
such that the resolution addressed the extent of condition for the same vulnerability to B-15. [P.1(c)] (Section 1R15) 
 
Inspection Report# : 2012005 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of MCC-B18 with Respect to Internal Flooding 
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 
10 CFR Part 50, Appendix B, Criterion III, “Design Control”, because Entergy did not verify the adequacy of the 
design of the Motor Control Center (MCC) B-18 enclosure. Specifically, Entergy had not previously evaluated the 
susceptibility of MCC B-18 to internal flooding from a potential pipe break by the use of calculational methods or by 
the performance of design reviews. Entergy entered this issue in the corrective action program (CR-PNP-2012-1351). 
 
The performance deficiency was determined to be more than minor because it is associated with the Design Control 
attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone’s objective to ensure the 
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reliability of systems that respond to initiating events to prevent undesirable consequences. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings” and IMC 0609 Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency and did not represent a loss of system and/or function or the loss of a single train 
for greater than its Technical Specification outage time. The finding does not have a cross-cutting aspect since the 
verification of the MCC B18 design is not indicative of current licensee performance. Entergy’s current design change 
procedures require an evaluation of flooding vulnerabilities for new modifications. (Section 1R06)  
 
Inspection Report# : 2012003 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Licensed Operators Stood Watch Without Being Medically Qualified 
TBD. The inspectors identified an apparent violation (AV) of Title 10 of the Code of Federal Regulations (10 CFR) 
55.53 and 10 CFR 55.21 related to Entergy’s medical examinations of licensed operators. Specifically, at various 
times over a period of almost four years, ten operators did not meet certain medical requirements (for stamina and/or 
blood pressure) for performing NRC-licensed operator activities, and the operators continued to perform NRC-
licensed activities. Additionally, Entergy did not perform complete medical testing of its licensed operators, in that 
five of those licensed operators had not been administered stamina tests for more than two years and therefore did not 
complete their NRC-required biennial medical exam. Immediately after the NRC identified the issue, Entergy 
restricted operators from watch until they could pass the requirements of their medical testing. Entergy entered this 
issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to ensure that licensed operators met the license conditions associated
with medical testing prior to performing license activities was a performance deficiency that was within Entergy’s 
ability to foresee and correct and should have been prevented. The inspectors determined that Traditional Enforcement 
applies, as the issue had the potential to impact the NRC's ability to perform its regulatory function because the NRC 
relies upon the accurate certification by the licensee’s medical examiner to ensure all licensed operators meet the 
medical conditions of their license. Specifically, ten operators had not taken the stamina test during their annual 
physical, but were certified by the medical examiner and licensee as being fit to safely perform their watch-standing 
duties. Additionally, five of those operators had not taken the stamina test during their biennial physical, but were 
certified by the medical examiner and licensee as being fit to safely perform their watch-standing duties. Lastly, an 
individual who had not passed their blood pressure examination, and required a license condition to take medication, 
was placed back on watch-standing duty without such a license condition. The performance deficiency was screened 
against the Reactor Oversight Process (ROP) per the guidance of Inspection Manual Chapter (IMC) 0612, Appendix 
B, “Issue Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. These 
issues are being characterized as an apparent violation in accordance with the NRC’s Enforcement Policy, and its final 
significance will be dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Provide Complete and Accurate Medical Information for Licensed Operator Renewal 
Applications 
TBD. The inspectors identified an AV of 10 CFR 50.9, “Completeness and Accuracy of Information,” related to 
Entergy’s medical examinations of licensed operators. Specifically, Entergy did not provide information to the NRC 
that was complete and accurate in all material respects, in that Entergy submitted two NRC licensed operator renewal 
applications which certified that the applicants met the medical requirements for license renewal when in fact they did 
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not complete the required stamina tests. Entergy entered this issue into their corrective action program (CR-PNP-
2011-04554).  
 
The inspectors determined that Entergy’s failure to provide complete and accurate information to the NRC was a 
performance deficiency that was within Entergy's ability to foresee and correct and should have been prevented. The 
inspectors determined that Traditional Enforcement applies, as the issue had the potential to impact the NRC's ability 
to perform its regulatory function. Specifically, Entergy did not provide information to the NRC that was complete 
and accurate in all material respects, in that although Entergy had not administered complete medical examinations of 
licensed operators in accordance with American National Standards Institute/American Nuclear Society (ANSI/ANS)
3.4-1983 (because it had not conducted stamina testing), it submitted two NRC Form 396s for renewal of operator 
licenses which certified that the applicants met the medical requirements of ANSI/ANS 3.4-1983. Subsequently, the 
NRC made a licensing decision based on this information that was not complete and accurate in all material respects. 
The performance deficiency was screened against the ROP per the guidance of IMC 0612, Appendix B, “Issue 
Screening.” No associated ROP finding was identified and no cross-cutting aspect was assigned. This issue constitutes 
an apparent violation in accordance with the NRC’s Enforcement Policy, and its final significance will be 
dispositioned in separate future correspondence. (Section 1R11)  
 
Inspection Report# : 2011005 (pdf)  

Significance: TBD Dec 31, 2011 
Identified By: NRC 
Item Type: AV Apparent Violation 
Entergy did not Notify the NRC Within 30 Days of Discovering Changes in Medical Conditions 
TBD. The inspectors identified an AV of 10 CFR 50.74, “Notification of Change in Operator or Senior Operator 
Status.” Specifically, Entergy did not notify the NRC within 30 days of discovering a change in medical condition for 
two licensed operators. Subsequently, Entergy submitted notifications for both operators on November 10, 2011, and 
entered the issue into their corrective action program (CR-PNP-2011-04554).  
 
The inspectors determined that Entergy’s failure to notify the NRC within 30 days of discovering the change in 
medical condition for two licensed operators was a performance deficiency that was within Entergy's ability to foresee 
and correct and should have been prevented. The inspectors determined that Traditional Enforcement applies, as the 
issue had the potential to impact the NRC's ability to perform its regulatory function because if a licensed operator has 
a change in medical condition, the NRC may need to perform a review for consideration of a licensing action. 
Specifically, Entergy had not notified the NRC within 30 days of learning of a change in medical condition for two 
licensed operators for which a license condition was required. The performance deficiency was screened against the 
ROP per the guidance of IMC 0612, Appendix B, “Issue Screening.” No associated ROP finding was identified and 
no cross-cutting aspect was assigned. This issue constitutes an apparent violation in accordance with the NRC’s 
Enforcement Policy, and its final significance will be dispositioned in separate future correspondence. (Section 1R11) 
 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

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

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

Initiating Events 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Results in Loss of Shutdown Cooling 
Green. A self-revealing NCV of Technical Specification (TS) 5.4.1, “Procedures,” was identified for operators not 
implementing procedures to supply safety-related alternate electrical power to shutdown cooling valves during 
shutdown cooling operation. Specifically, because operators did not perform all applicable steps in a procedure, a loss 
of shutdown cooling resulted when operators were shifting power supplies for the ‘B’ train shutdown cooling suction 
and discharge valves on May 2, 2013. Corrective actions included restoring shutdown cooling following a prompt 
investigation of the event. Entergy has captured this event in their corrective action program (CAP) as CR-PNP-2013-
3457.  
 
The performance deficiency is more than minor because it affects the objective of the Initiating Events cornerstone to 
limit the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as 
well as power operations. The unavailability of shutdown cooling for five hours challenged the safety function of 
decay heat removal (DHR) supplied by the residual heat removal (RHR) system. A review of IMC 0612, Appendix E, 
“Examples of Minor Issues,” found no more than minor examples that applied. The inspectors evaluated the finding 
using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings.” The inspectors 
determined that the finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with Reactor Coolant System (RCS) Level >23’.” This determination did not require a 
further phase 2 or phase 3 analysis in that it did not increase the likelihood of a loss of RCS inventory; did not result in 
the loss of RCS level instrumentation; did not degrade Entergy’s ability to terminate a leak path or add RCS 
inventory; and did not degrade Entergy’s ability to recover DHR once it was lost. In addition, a loss of thermal margin 
did not occur since the change in RCS temperature resulted in less than 20 percent of the temperature margin to boil. 
The inspectors determined that this finding had a cross-cutting aspect in the Human Performance area, Work Practices 
component, because personnel did not follow procedures [H.4(b)]. (Section 1R20)  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Processing of Work Package Results in Reactor Scram 
Green. A finding of very low safety significance (Green) was identified for personnel not  
adequately classifying work in regards to processing an emergent work order. Specifically,  
personnel classified work on a reach rod position indication for valve 1-HO-163, Steam Jet Air  
Ejector (SJAE) steam supply valve, as “minor” maintenance, which resulted in the failure to  
identify and correct the reach rod indicator and position. This resulted in a degraded vacuum  
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during a power maneuver and a subsequent reactor scram. Entergy entered this issue in the  
corrective action program (CR-PNP-2012-2304).  
 
The finding was determined to be more than minor because it was associated with the  
Configuration Control (i.e., Operating Equipment Lineup) attribute of the Initiating Events  
cornerstone, and adversely affected the cornerstone’s objective to limit the likelihood of those  
events that upset plant stability and challenge critical safety functions during power operations.  
The inspectors screened the issue for significance using IMC 0609.04, “Phase 1 – Initiating  
Screening and Characterization of Findings” and IMC 0609 Appendix A, Exhibit 1, “Initiating  
Events Screening.” The finding was determined to be of very low safety significance (Green)  
because although the performance deficiency did result in a reactor scram, it did not cause a  
reactor scram combined with the loss of mitigating equipment relied upon to transition the plant  
from the onset of the trip to a stable shutdown condition. This finding has a cross-cutting  
aspect in the Human Performance cross-cutting area, Work Control component, because  
Entergy did not appropriately plan and coordinate the repair of the SJAE steam supply valve by  
incorporating the operational impact of the work activity consistent with nuclear safety. [H.3(b)]  
(Section 4OA3) 
Inspection Report# : 2012004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of the SBO Fuel Oil Transfer System 
Green. The inspectors identified a finding of very low safety significance (Green) involving a  
non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” because  
Entergy did not implement design control measures commensurate with those applied to the  
original design when a system modification was made to the Emergency Diesel Generators’  
(EDG) fuel oil transfer system. Specifically, Entergy did not implement the design change or  
modification process when a Station Blackout Diesel Generator fuel oil transfer system was put  
in place in 1998 to meet the EDG support function of transferring sufficient fuel to meet the  
mission time of the EDG safety function. As a result, the fuel oil suction hose used was not in  
accordance with the design. Entergy replaced the degraded and non conforming hose, and  
documented this issue in their corrective action program (CR-PNP-2012-3428).  
 
The performance deficiency was determined to be more than minor because it is associated  
with the Design Control attribute of the Mitigating Systems cornerstone, and adversely affected  
the cornerstone’s objective to ensure the reliability of systems that respond to initiating events  
to prevent undesirable consequences. The finding was determined to be of very low safety  
significance (Green) because the finding was a design process deficiency and did not represent  
a loss of system and/or function or the loss of a single train for greater than its TS outage time.  
The finding does not have a cross-cutting aspect since the failure to implement the design  
change verification process is not indicative of current licensee performance. Entergy’s current  
design change procedures require design reviews of this type of in-field modification. (Section  
1R18) 
Inspection Report# : 2012005 (pdf)  
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Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Actions for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because  
Entergy did not complete Shutdown Transformer Bus (A8) battery discharge testing within  
the required timeframe as required by procedure EN-LI-102, Corrective Action Process.  
Specifically, although Entergy identified in April 2011 that required battery testing had not been  
completed, as of this inspection, the testing had still not been completed. Entergy entered the  
issue into their corrective action program (CR-PNP-2012-5071).  
 
This finding was more than minor because it was associated with the equipment performance  
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of  
ensuring the capability of systems that respond to initiating events to prevent undesirable  
consequences. The finding was determined to be of very low safety significance (Green)  
because it was not a design or qualification deficiency, did not represent a loss of system safety  
function, and did not screen as potentially risk significant due to a seismic, flooding, or severe  
weather initiating event. This finding has a cross-cutting aspect in the area of Problem  
Identification and Resolution, Corrective Action Program component, because Entergy did not  
take appropriate corrective actions to address a safety issue in a timely manner. Specifically,  
Entergy did not perform vendor required discharge testing in a timeframe consistent with the  
safety significance of the equipment. [P.1(d)] (Section 4OA2) 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because  
Entergy did not verify the adequacy of the design of the Station Blackout (SBO) battery as  
required by procedure EN-DC-126, Engineering Calculation Process. Specifically, Entergy used  
an incorrect minimum voltage for the SBO battery resulting in the sizing calculation significantly  
overstating the available design margin. Entergy entered the issue into their corrective action  
program (CR-PNP-2012-5076).  
 
This 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  
reliability of systems that respond to initiating events to prevent undesirable consequences.  
The finding was determined to be of very low safety significance (Green) because it was not a  
design or qualification deficiency, did not represent a loss of system safety function, and did not  
screen as potentially risk significant due to a seismic, flooding, or severe weather initiating  
event. This finding has a cross-cutting aspect in the area of Human Performance, Resources  
Component, because Entergy did not ensure that accurate design documentation was available.  
Specifically, Entergy used the incorrect minimum voltage for the SBO battery, resulting in nonconservative  
conclusions in the battery sizing calculation. [H.2(c)] (Section 4OA2) 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Evaluate Extent of Condition for B-15 Safety-Related Bus After Identifying an Overload Condition 
on the B-14 Safety-Related Bus  
Green. The inspectors identified a finding of very low safety significance (Green) involving a  
non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,”  
because Entergy did not identify an overload condition on the B-15 bus after a similar overload  
condition was known to exist on the opposite train B-14 bus. Entergy specified an extent of  
condition review to be performed as a corrective action but was not successful in completing  
this review to identify the similar vulnerability to B-15. Entergy’s corrective actions included  
immediately reducing loading on the B-15 bus and revising procedures to prohibit overloading  
the B-15 bus. Entergy has captured these issues in condition reports CR-PNP-2012-2015, CRPNP-  
2012-4185 and CR-PNP-2012-4884.  
 
The performance deficiency was determined to be more than minor because it is associated  
with the Equipment Performance attribute of the Mitigating Systems cornerstone, and adversely  
affected the cornerstone’s objective to ensure the availability of systems that respond to  
initiating events to prevent undesirable consequences. During certain accident scenarios,  
equipment electrically powered from the B-15 bus (Reactor Building Closed Cooling Water and  
Salt Service Water) would have been unavailable to mitigate the consequences of an event.  
The inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of  
Findings” and Inspection Manual Chapter (IMC) 0609 Appendix A, Exhibit 2, “Mitigating  
Systems Screening.” In accordance with Exhibit 2 of IMC 0609, this performance deficiency  
required a detailed risk analysis since the issue resulted in an actual loss of function of at least a  
single train for greater than its Technical Specifications (TS) allowed outage time. The Senior  
Risk Analyst performed a detailed risk evaluation and determined the finding to be of very low  
safety significance (Green) with a change in core damage frequency of 1.1E-7. This finding has  
a cross-cutting aspect in the Problem Identification and Resolution cross-cutting area,  
Corrective Action Program component, because Entergy did not thoroughly evaluate the  
problem with B-14 such that the resolution addressed the extent of condition for the same  
vulnerability to B-15. [P.1(c)] (Section 1R15) 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

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

Miscellaneous 
Last modified : September 03, 2013 

2Q/2013 Inspection Findings - Pilgrim 1

Page 5 of 5



Pilgrim 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Results in Loss of Shutdown Cooling 
Green. A self-revealing NCV of Technical Specification (TS) 5.4.1, “Procedures,” was identified for operators not 
implementing procedures to supply safety-related alternate electrical power to shutdown cooling valves during 
shutdown cooling operation. Specifically, because operators did not perform all applicable steps in a procedure, a loss 
of shutdown cooling resulted when operators were shifting power supplies for the ‘B’ train shutdown cooling suction 
and discharge valves on May 2, 2013. Corrective actions included restoring shutdown cooling following a prompt 
investigation of the event. Entergy has captured this event in their corrective action program (CAP) as CR-PNP-2013-
3457.  
 
The performance deficiency is more than minor because it affects the objective of the Initiating Events cornerstone to 
limit the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as 
well as power operations. The unavailability of shutdown cooling for five hours challenged the safety function of 
decay heat removal (DHR) supplied by the residual heat removal (RHR) system. A review of IMC 0612, Appendix E, 
“Examples of Minor Issues,” found no more than minor examples that applied. The inspectors evaluated the finding 
using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings.” The inspectors 
determined that the finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with Reactor Coolant System (RCS) Level >23’.” This determination did not require a 
further phase 2 or phase 3 analysis in that it did not increase the likelihood of a loss of RCS inventory; did not result in 
the loss of RCS level instrumentation; did not degrade Entergy’s ability to terminate a leak path or add RCS 
inventory; and did not degrade Entergy’s ability to recover DHR once it was lost. In addition, a loss of thermal margin 
did not occur since the change in RCS temperature resulted in less than 20 percent of the temperature margin to boil. 
The inspectors determined that this finding had a cross-cutting aspect in the Human Performance area, Work Practices 
component, because personnel did not follow procedures [H.4(b)]. (Section 1R20)  
 
Inspection Report# : 2013003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Complete a Design Control Review for the SBO Fuel Oil Transfer System in a Timely Manner  
Green. The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,”
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because Entergy did not complete a design control review for the station blackout (SBO) fuel oil transfer system in a 
timely manner. Entergy extended the corrective action due date out to greater than a year from the discovery of the 
original condition. Entergy has increased the priority of this design review and captured this issue in condition report 
CR-PNP-2013-6906.  
 
The performance deficiency was determined to be 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 
capability of systems that respond to initiating events to prevent undesirable consequences. The failure to complete a 
timely design review of a credited support system for the onsite power safety function further extends the 
vulnerability of the safety function if the design review determines the system is inadequate. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency that did not result in the loss of system safety function or a loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution, Corrective Action Program, because Entergy did not take 
appropriate corrective actions to address a safety issue in a timely manner, commensurate with its safety significance. 
[P.1(d)]. (Section 4OA2)  
 
 
Inspection Report# : 2013004 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Verify the Adequacy of the Design of the SBO Fuel Oil Transfer System 
Green. The inspectors identified a finding of very low safety significance (Green) involving a  
non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” because  
Entergy did not implement design control measures commensurate with those applied to the  
original design when a system modification was made to the Emergency Diesel Generators’  
(EDG) fuel oil transfer system. Specifically, Entergy did not implement the design change or  
modification process when a Station Blackout Diesel Generator fuel oil transfer system was put  
in place in 1998 to meet the EDG support function of transferring sufficient fuel to meet the  
mission time of the EDG safety function. As a result, the fuel oil suction hose used was not in  
accordance with the design. Entergy replaced the degraded and non conforming hose, and  
documented this issue in their corrective action program (CR-PNP-2012-3428).  
 
The performance deficiency was determined to be more than minor because it is associated  
with the Design Control attribute of the Mitigating Systems cornerstone, and adversely affected  
the cornerstone’s objective to ensure the reliability of systems that respond to initiating events  
to prevent undesirable consequences. The finding was determined to be of very low safety  
significance (Green) because the finding was a design process deficiency and did not represent  
a loss of system and/or function or the loss of a single train for greater than its TS outage time.  
The finding does not have a cross-cutting aspect since the failure to implement the design  
change verification process is not indicative of current licensee performance. Entergy’s current  
design change procedures require design reviews of this type of in-field modification. (Section  
1R18) 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
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Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Actions for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because  
Entergy did not complete Shutdown Transformer Bus (A8) battery discharge testing within  
the required timeframe as required by procedure EN-LI-102, Corrective Action Process.  
Specifically, although Entergy identified in April 2011 that required battery testing had not been  
completed, as of this inspection, the testing had still not been completed. Entergy entered the  
issue into their corrective action program (CR-PNP-2012-5071).  
 
This finding was more than minor because it was associated with the equipment performance  
attribute of the Mitigating Systems Cornerstone and affected the cornerstone objective of  
ensuring the capability of systems that respond to initiating events to prevent undesirable  
consequences. The finding was determined to be of very low safety significance (Green)  
because it was not a design or qualification deficiency, did not represent a loss of system safety  
function, and did not screen as potentially risk significant due to a seismic, flooding, or severe  
weather initiating event. This finding has a cross-cutting aspect in the area of Problem  
Identification and Resolution, Corrective Action Program component, because Entergy did not  
take appropriate corrective actions to address a safety issue in a timely manner. Specifically,  
Entergy did not perform vendor required discharge testing in a timeframe consistent with the  
safety significance of the equipment. [P.1(d)] (Section 4OA2) 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Design Control for Station Blackout Battery 
Green. The inspectors identified a finding of very low safety significance (Green) because  
Entergy did not verify the adequacy of the design of the Station Blackout (SBO) battery as  
required by procedure EN-DC-126, Engineering Calculation Process. Specifically, Entergy used  
an incorrect minimum voltage for the SBO battery resulting in the sizing calculation significantly  
overstating the available design margin. Entergy entered the issue into their corrective action  
program (CR-PNP-2012-5076).  
 
This 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  
reliability of systems that respond to initiating events to prevent undesirable consequences.  
The finding was determined to be of very low safety significance (Green) because it was not a  
design or qualification deficiency, did not represent a loss of system safety function, and did not  
screen as potentially risk significant due to a seismic, flooding, or severe weather initiating  
event. This finding has a cross-cutting aspect in the area of Human Performance, Resources  
Component, because Entergy did not ensure that accurate design documentation was available.  
Specifically, Entergy used the incorrect minimum voltage for the SBO battery, resulting in nonconservative  
conclusions in the battery sizing calculation. [H.2(c)] (Section 4OA2) 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to Evaluate Extent of Condition for B-15 Safety-Related Bus After Identifying an Overload Condition 
on the B-14 Safety-Related Bus  
Green. The inspectors identified a finding of very low safety significance (Green) involving a  
non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,”  
because Entergy did not identify an overload condition on the B-15 bus after a similar overload  
condition was known to exist on the opposite train B-14 bus. Entergy specified an extent of  
condition review to be performed as a corrective action but was not successful in completing  
this review to identify the similar vulnerability to B-15. Entergy’s corrective actions included  
immediately reducing loading on the B-15 bus and revising procedures to prohibit overloading  
the B-15 bus. Entergy has captured these issues in condition reports CR-PNP-2012-2015, CRPNP-  
2012-4185 and CR-PNP-2012-4884.  
 
The performance deficiency was determined to be more than minor because it is associated  
with the Equipment Performance attribute of the Mitigating Systems cornerstone, and adversely  
affected the cornerstone’s objective to ensure the availability of systems that respond to  
initiating events to prevent undesirable consequences. During certain accident scenarios,  
equipment electrically powered from the B-15 bus (Reactor Building Closed Cooling Water and  
Salt Service Water) would have been unavailable to mitigate the consequences of an event.  
The inspectors used IMC 0609.04, “Phase 1 – Initial Screening and Characterization of  
Findings” and Inspection Manual Chapter (IMC) 0609 Appendix A, Exhibit 2, “Mitigating  
Systems Screening.” In accordance with Exhibit 2 of IMC 0609, this performance deficiency  
required a detailed risk analysis since the issue resulted in an actual loss of function of at least a  
single train for greater than its Technical Specifications (TS) allowed outage time. The Senior  
Risk Analyst performed a detailed risk evaluation and determined the finding to be of very low  
safety significance (Green) with a change in core damage frequency of 1.1E-7. This finding has  
a cross-cutting aspect in the Problem Identification and Resolution cross-cutting area,  
Corrective Action Program component, because Entergy did not thoroughly evaluate the  
problem with B-14 such that the resolution addressed the extent of condition for the same  
vulnerability to B-15. [P.1(c)] (Section 1R15) 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

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

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

Initiating Events 

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Fatigue Rule Waivers 
The inspectors identified a Green non-cited violation of 10 CFR 26.207(a) for Entergy’s failure to issue waivers that 
were necessary to mitigate or prevent conditions adverse to safety, and only to address circumstances that could not 
have been reasonably controlled. Specifically, Entergy issued multiple fatigue waivers during planned and forced 
outages that were determined to be inappropriate based on plant conditions. Additionally, the inspectors identified 
other waivers of the fatigue rule that Entergy issued during non-outage periods that were inappropriate based on plant 
conditions. Entergy’s immediate corrective action was to enter this issue into their corrective action program as 
condition reports CR-PNP-2013-06706 and CR-PNP-2013-06707 for further evaluation.  
 
The inspectors determined that Entergy’s failure to grant waivers in accordance with regulatory requirements was a 
performance deficiency that was within Entergy’s ability to foresee and correct. This performance deficiency is 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 those events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the resulting increased 
likelihood of human error could adversely affect the station's defense-in-depth. Additionally, the finding was similar 
to IMC 0612, Appendix E, "Examples of Minor Issues," Example 9.a and is more than minor because this 
inappropriate use of work hour control waivers was not an isolated incident (e.g., one or two instances). The finding 
has been reviewed by NRC management in accordance with IMC 0609, Appendix M, “Significance Determination 
Process Using Qualitative Criteria.” The violation was determined to be of very low significance because no 
significant events or human performance issues were directly linked to personnel fatigue as a result of the hours 
worked. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Entergy did not thoroughly evaluate problems such that the resolutions address causes and 
extent conditions. Specifically, Entergy previously identified that waivers were inappropriately granted for conditions 
that were not necessary to mitigate or prevent conditions adverse to safety. However, because the previous evaluations 
were limited in scope and focus, Entergy did not develop corrective actions to address the deficient condition. [P.1(c)] 
 
 
Inspection Report# : 2013008 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Results in Loss of Shutdown Cooling 
Green. A self-revealing NCV of Technical Specification (TS) 5.4.1, “Procedures,” was identified for operators not 
implementing procedures to supply safety-related alternate electrical power to shutdown cooling valves during 
shutdown cooling operation. Specifically, because operators did not perform all applicable steps in a procedure, a loss 
of shutdown cooling resulted when operators were shifting power supplies for the ‘B’ train shutdown cooling suction 
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and discharge valves on May 2, 2013. Corrective actions included restoring shutdown cooling following a prompt 
investigation of the event. Entergy has captured this event in their corrective action program (CAP) as CR-PNP-2013-
3457.  
 
The performance deficiency is more than minor because it affects the objective of the Initiating Events cornerstone to 
limit the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as 
well as power operations. The unavailability of shutdown cooling for five hours challenged the safety function of 
decay heat removal (DHR) supplied by the residual heat removal (RHR) system. A review of IMC 0612, Appendix E, 
“Examples of Minor Issues,” found no more than minor examples that applied. The inspectors evaluated the finding 
using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings.” The inspectors 
determined that the finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with Reactor Coolant System (RCS) Level >23’.” This determination did not require a 
further phase 2 or phase 3 analysis in that it did not increase the likelihood of a loss of RCS inventory; did not result in 
the loss of RCS level instrumentation; did not degrade Entergy’s ability to terminate a leak path or add RCS 
inventory; and did not degrade Entergy’s ability to recover DHR once it was lost. In addition, a loss of thermal margin 
did not occur since the change in RCS temperature resulted in less than 20 percent of the temperature margin to boil. 
The inspectors determined that this finding had a cross-cutting aspect in the Human Performance area, Work Practices 
component, because personnel did not follow procedures [H.4(b)]. (Section 1R20)  
 
Inspection Report# : 2013003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Complete a Design Control Review for the SBO Fuel Oil Transfer System in a Timely Manner  
Green. The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
because Entergy did not complete a design control review for the station blackout (SBO) fuel oil transfer system in a 
timely manner. Entergy extended the corrective action due date out to greater than a year from the discovery of the 
original condition. Entergy has increased the priority of this design review and captured this issue in condition report 
CR-PNP-2013-6906.  
 
The performance deficiency was determined to be 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 
capability of systems that respond to initiating events to prevent undesirable consequences. The failure to complete a 
timely design review of a credited support system for the onsite power safety function further extends the 
vulnerability of the safety function if the design review determines the system is inadequate. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency that did not result in the loss of system safety function or a loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution, Corrective Action Program, because Entergy did not take 
appropriate corrective actions to address a safety issue in a timely manner, commensurate with its safety significance. 
[P.1(d)]. (Section 4OA2)  
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Inspection Report# : 2013004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Station Meteorological Towers 
The inspectors identified a Green non-cited violation of 10 CFR Part 50.54(q)(2) because Entergy did not ensure that 
the Pilgrim Emergency Plan met the planning standards in 10 CFR 50.47(b). Specifically, on various occasions in 
2012 and 2013, Pilgrim failed to maintain both meteorological towers as necessary to support emergency response. 
Entergy entered this issue into their corrective action program as condition report CR-PNP-2013-06829 for further 
evaluation. Additionally, as of the date of this inspection, the 220’ meteorological tower was functional and the 
National Weather Service is still available as an alternate data source.  
 
The inspectors determined that failure to maintain the 160’ and 220’ meteorological towers resulting in both towers 
being out of service concurrently for three separate periods in 2012 and 2013 was a performance deficiency that was 
within Entergy’s ability to foresee and correct. This performance deficiency is more than minor because it is 
associated with the facilities and equipment attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring the licensee is capable of implementing adequate measures to protect 
the health and safety of the public in the event of a radiological emergency. In accordance with IMC 0609, Appendix 
B, “Emergency Preparedness Significance Determination Process,” Table 5.8-1, the inspectors determined the finding 
to be of very low safety significance (Green) because the planning standard function was degraded. Specifically, a 
significant amount of equipment necessary to implement the emergency plan was not functional to the extent that an 
emergency response organization member could not perform assigned functions, in the absence of compensatory 
measures. However, Pilgrim was able to make adequate dose assessments at all times using the National Weather 
Service to obtain necessary data. This finding has a crosscutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Pilgrim did not take appropriate corrective actions to address safety 
issues and trends in a timely manner. Specifically, the station did not take timely corrective actions to correct 
deficiencies associated with both meteorological towers resulting in both towers being simultaneously non-functional 
on multiple occasions. [P.1(d)] 
Inspection Report# : 2013008 (pdf)  

Occupational Radiation Safety 

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

Miscellaneous 

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide an Adequate Detection and Assessment System 
The inspectors identified a Green non-cited violation of 10 CFR 73.55(i)(3)(vii).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use conservative assumptions in decision making and adopt a requirement to demonstrate a proposed action was safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disprove an action. 
Inspection Report# : 2013008 (pdf)  

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

Initiating Events 

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Fatigue Rule Waivers 
The inspectors identified a Green non-cited violation of 10 CFR 26.207(a) for Entergy’s failure to issue waivers that 
were necessary to mitigate or prevent conditions adverse to safety, and only to address circumstances that could not 
have been reasonably controlled. Specifically, Entergy issued multiple fatigue waivers during planned and forced 
outages that were determined to be inappropriate based on plant conditions. Additionally, the inspectors identified 
other waivers of the fatigue rule that Entergy issued during non-outage periods that were inappropriate based on plant 
conditions. Entergy’s immediate corrective action was to enter this issue into their corrective action program as 
condition reports CR-PNP-2013-06706 and CR-PNP-2013-06707 for further evaluation.  
 
The inspectors determined that Entergy’s failure to grant waivers in accordance with regulatory requirements was a 
performance deficiency that was within Entergy’s ability to foresee and correct. This performance deficiency is 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 those events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the resulting increased 
likelihood of human error could adversely affect the station's defense-in-depth. Additionally, the finding was similar 
to IMC 0612, Appendix E, "Examples of Minor Issues," Example 9.a and is more than minor because this 
inappropriate use of work hour control waivers was not an isolated incident (e.g., one or two instances). The finding 
has been reviewed by NRC management in accordance with IMC 0609, Appendix M, “Significance Determination 
Process Using Qualitative Criteria.” The violation was determined to be of very low significance because no 
significant events or human performance issues were directly linked to personnel fatigue as a result of the hours 
worked. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Entergy did not thoroughly evaluate problems such that the resolutions address causes and 
extent conditions. Specifically, Entergy previously identified that waivers were inappropriately granted for conditions 
that were not necessary to mitigate or prevent conditions adverse to safety. However, because the previous evaluations 
were limited in scope and focus, Entergy did not develop corrective actions to address the deficient condition. [P.1(c)] 
 
 
Inspection Report# : 2013008 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Procedures Results in Loss of Shutdown Cooling 
Green. A self-revealing NCV of Technical Specification (TS) 5.4.1, “Procedures,” was identified for operators not 
implementing procedures to supply safety-related alternate electrical power to shutdown cooling valves during 
shutdown cooling operation. Specifically, because operators did not perform all applicable steps in a procedure, a loss 
of shutdown cooling resulted when operators were shifting power supplies for the ‘B’ train shutdown cooling suction 
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and discharge valves on May 2, 2013. Corrective actions included restoring shutdown cooling following a prompt 
investigation of the event. Entergy has captured this event in their corrective action program (CAP) as CR-PNP-2013-
3457.  
 
The performance deficiency is more than minor because it affects the objective of the Initiating Events cornerstone to 
limit the likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as 
well as power operations. The unavailability of shutdown cooling for five hours challenged the safety function of 
decay heat removal (DHR) supplied by the residual heat removal (RHR) system. A review of IMC 0612, Appendix E, 
“Examples of Minor Issues,” found no more than minor examples that applied. The inspectors evaluated the finding 
using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings.” The inspectors 
determined that the finding required further review using IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process,” because the issue affected the safety of the reactor during a refueling outage. The inspectors 
determined that this finding was of very low safety significance (Green), using IMC 0609, Appendix G, Checklist 7, 
“BWR Refueling Operation with Reactor Coolant System (RCS) Level >23’.” This determination did not require a 
further phase 2 or phase 3 analysis in that it did not increase the likelihood of a loss of RCS inventory; did not result in 
the loss of RCS level instrumentation; did not degrade Entergy’s ability to terminate a leak path or add RCS 
inventory; and did not degrade Entergy’s ability to recover DHR once it was lost. In addition, a loss of thermal margin 
did not occur since the change in RCS temperature resulted in less than 20 percent of the temperature margin to boil. 
The inspectors determined that this finding had a cross-cutting aspect in the Human Performance area, Work Practices 
component, because personnel did not follow procedures [H.4(b)]. (Section 1R20)  
 
Inspection Report# : 2013003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Determining Operability of the Shutdown Transformer 
Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” in that Entergy did not correctly translate the design basis into procedures. Specifically, as of February 26, 
2014, procedure 2.4.A.23 did not provide correct information for determining operability of the Shutdown 
Transformer (SDT) when the SDT is energized from one of its alternate sources. Entergy entered this issue into their 
corrective action program (CR-PNP-2014-00861).  
 
The inspectors determined that Entergy’s failure to provide adequate control for determining operability of the SDT 
was a performance deficiency that was reasonably within Entergy’s ability to foresee and prevent. The performance 
deficiency was determined to be more than minor because it was associated with the configuration control attribute of 
the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 0609, Appendix 
A, the inspectors determined that the finding was very low safety-significance because this finding did not represent 
an actual loss of function of the SDT for greater than its Technical Specification allowed outage time. The finding had 
a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, in that, Entergy personnel did 
not thoroughly evaluate the problems, which included understanding the results of the calculation and subsequently 
translating those results into the operating procedure. (P.2, IMC 0310) (Section 4OA2.1.b.1)  
 
Inspection Report# : 2014002 (pdf)  
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Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Plant Level Maintenance Rule Monitoring 
Green. The inspectors identified a finding (FIN) associated with licensee procedure EN-DC-204, “Maintenance Rule 
Scoping and Basis”, because Entergy did not perform plant level monitoring in accordance with the criteria set forth 
therein. Specifically, the plant level performance criteria of Unplanned Scrams and Unplanned Power Changes were 
not monitored as Maintenance Rule performance criteria. The licensee entered this issue into its corrective action 
program (CR-PNP-2013-8114)  
 
The performance deficiency is more than minor because it is associated with the equipment performance attribute of 
the Initiating Events cornerstone and the associated cornerstone objective to limit the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
failure to monitor the plant against the required performance criteria and subsequent failure to evaluate for functional 
failures can result in the inability to identify systems that are not effectively being maintained and may consequently 
hinder the implementation of corrective actions to improve systems and the capability of systems that can contribute 
to events that upset plant stability. In accordance with IMC 0609.04, “Initial Characterization of Findings”, and 
Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power”, issued June 
19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the finding 
was not a design or qualification deficiency, did not represent an actual loss of system safety function, did not 
represent an actual loss of safety function of a single train or two separate safety systems for greater than the TS 
allowed outage time, and did not represent an actual loss of safety function of one or more non-technical specification 
trains of equipment designated as risk significant in accordance with Entergy’s maintenance rule program. The finding 
has a cross cutting aspect in the area of human performance, resources component, because Entergy did not ensure 
that procedures are available and adequate to assure nuclear safety. Specifically, Entergy did not ensure that 
Maintenance Rule Bases Documents were updated to include all monitoring criteria requirements set forth in EN-DC-
204. [H.2(c)]. (Section 1R12)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Complete a Design Control Review for the SBO Fuel Oil Transfer System in a Timely Manner  
Green. The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
because Entergy did not complete a design control review for the station blackout (SBO) fuel oil transfer system in a 
timely manner. Entergy extended the corrective action due date out to greater than a year from the discovery of the 
original condition. Entergy has increased the priority of this design review and captured this issue in condition report 
CR-PNP-2013-6906.  
 
The performance deficiency was determined to be 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 
capability of systems that respond to initiating events to prevent undesirable consequences. The failure to complete a 
timely design review of a credited support system for the onsite power safety function further extends the 
vulnerability of the safety function if the design review determines the system is inadequate. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency that did not result in the loss of system safety function or a loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The finding has a cross-cutting 
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aspect in the area of Problem Identification and Resolution, Corrective Action Program, because Entergy did not take 
appropriate corrective actions to address a safety issue in a timely manner, commensurate with its safety significance. 
[P.1(d)]. (Section 4OA2)  
 
 
Inspection Report# : 2013004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 05, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Justification to Extend the 12-Month Review Frequency of the Emergency 
Preparedness Program 
Green. The inspectors identified a non-cited violation of 10 CFR Part 50.54(t)(1), Conditions of Licenses, for failure 
to provide adequate justification to extend the review of the emergency preparedness program elements. Specifically, 
Entergy did not base its justification on an adequate assessment against a set of performance indicators.  
 
The failure to provide justification based on an adequate assessment against performance indicators to exceed the 12-
month interval to perform a review of its emergency preparedness program elements is a performance deficiency 
within Entergy’s ability to foresee and correct. The finding is more than minor because it affected the emergency 
response organization (ERO) readiness, facilities and equipment, procedure quality, and ERO performance attributes 
of the emergency preparedness cornerstone. This finding if of very low safety significance (Green) because it was a 
failure to comply with NRC requirements and was not associated with the planning standards of 10 CFR 50.47(b), 
Emergency Plans. Entergy entered this issue into its corrective action system as condition report CR-PNP-2013-
07463. This finding was assigned a cross-cutting aspect in the area of problem identification and resolution associated 
with the corrective action program component because Entergy did not thoroughly evaluate the issue identified in 
2009 and did not implement corrective actions to address the issue [P.1(c)]. (Section 1EP5)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Station Meteorological Towers 
The inspectors identified a Green non-cited violation of 10 CFR Part 50.54(q)(2) because Entergy did not ensure that 
the Pilgrim Emergency Plan met the planning standards in 10 CFR 50.47(b). Specifically, on various occasions in 
2012 and 2013, Pilgrim failed to maintain both meteorological towers as necessary to support emergency response. 
Entergy entered this issue into their corrective action program as condition report CR-PNP-2013-06829 for further 
evaluation. Additionally, as of the date of this inspection, the 220’ meteorological tower was functional and the 
National Weather Service is still available as an alternate data source.  
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The inspectors determined that failure to maintain the 160’ and 220’ meteorological towers resulting in both towers 
being out of service concurrently for three separate periods in 2012 and 2013 was a performance deficiency that was 
within Entergy’s ability to foresee and correct. This performance deficiency is more than minor because it is 
associated with the facilities and equipment attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring the licensee is capable of implementing adequate measures to protect 
the health and safety of the public in the event of a radiological emergency. In accordance with IMC 0609, Appendix 
B, “Emergency Preparedness Significance Determination Process,” Table 5.8-1, the inspectors determined the finding 
to be of very low safety significance (Green) because the planning standard function was degraded. Specifically, a 
significant amount of equipment necessary to implement the emergency plan was not functional to the extent that an 
emergency response organization member could not perform assigned functions, in the absence of compensatory 
measures. However, Pilgrim was able to make adequate dose assessments at all times using the National Weather 
Service to obtain necessary data. This finding has a crosscutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Pilgrim did not take appropriate corrective actions to address safety 
issues and trends in a timely manner. Specifically, the station did not take timely corrective actions to correct 
deficiencies associated with both meteorological towers resulting in both towers being simultaneously non-functional 
on multiple occasions. [P.1(d)] 
Inspection Report# : 2013008 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Continous Communications 
SL IV NCV against 73.55(j) and 73.55(k)which, respectively, require that all on-duty security force personnel shall be 
capable of maintaining continuous communication with an individual in each alarm station; and that licensees provide 
armed response personnel to carry out armed response duties within predetermined time lines specified by the site 
protective strategy.  
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In this case, a security officer who was assigned as an armed responder while working a night shift starting on April 
21, 2013, took deliberate actions that caused him to become inattentive to duty.  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide an Adequate Detection and Assessment System 
The inspectors identified a Green non-cited violation of 10 CFR 73.55(i)(3)(vii).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use conservative assumptions in decision making and adopt a requirement to demonstrate a proposed action was safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disprove an action. 
Inspection Report# : 2013008 (pdf)  

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

Initiating Events 

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Fatigue Rule Waivers 
The inspectors identified a Green non-cited violation of 10 CFR 26.207(a) for Entergy’s failure to issue waivers that 
were necessary to mitigate or prevent conditions adverse to safety, and only to address circumstances that could not 
have been reasonably controlled. Specifically, Entergy issued multiple fatigue waivers during planned and forced 
outages that were determined to be inappropriate based on plant conditions. Additionally, the inspectors identified 
other waivers of the fatigue rule that Entergy issued during non-outage periods that were inappropriate based on plant 
conditions. Entergy’s immediate corrective action was to enter this issue into their corrective action program as 
condition reports CR-PNP-2013-06706 and CR-PNP-2013-06707 for further evaluation.  
 
The inspectors determined that Entergy’s failure to grant waivers in accordance with regulatory requirements was a 
performance deficiency that was within Entergy’s ability to foresee and correct. This performance deficiency is 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 those events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the resulting increased 
likelihood of human error could adversely affect the station's defense-in-depth. Additionally, the finding was similar 
to IMC 0612, Appendix E, "Examples of Minor Issues," Example 9.a and is more than minor because this 
inappropriate use of work hour control waivers was not an isolated incident (e.g., one or two instances). The finding 
has been reviewed by NRC management in accordance with IMC 0609, Appendix M, “Significance Determination 
Process Using Qualitative Criteria.” The violation was determined to be of very low significance because no 
significant events or human performance issues were directly linked to personnel fatigue as a result of the hours 
worked. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Entergy did not thoroughly evaluate problems such that the resolutions address causes and 
extent conditions. Specifically, Entergy previously identified that waivers were inappropriately granted for conditions 
that were not necessary to mitigate or prevent conditions adverse to safety. However, because the previous evaluations 
were limited in scope and focus, Entergy did not develop corrective actions to address the deficient condition. [P.1(c)] 
 
 
Inspection Report# : 2013008 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Determining Operability of the Shutdown Transformer 
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Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” in that Entergy did not correctly translate the design basis into procedures. Specifically, as of February 26, 
2014, procedure 2.4.A.23 did not provide correct information for determining operability of the Shutdown 
Transformer (SDT) when the SDT is energized from one of its alternate sources. Entergy entered this issue into their 
corrective action program (CR-PNP-2014-00861).  
 
The inspectors determined that Entergy’s failure to provide adequate control for determining operability of the SDT 
was a performance deficiency that was reasonably within Entergy’s ability to foresee and prevent. The performance 
deficiency was determined to be more than minor because it was associated with the configuration control attribute of 
the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 0609, Appendix 
A, the inspectors determined that the finding was very low safety-significance because this finding did not represent 
an actual loss of function of the SDT for greater than its Technical Specification allowed outage time. The finding had 
a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, in that, Entergy personnel did 
not thoroughly evaluate the problems, which included understanding the results of the calculation and subsequently 
translating those results into the operating procedure. (P.2, IMC 0310) (Section 4OA2.1.b.1)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Plant Level Maintenance Rule Monitoring 
Green. The inspectors identified a finding (FIN) associated with licensee procedure EN-DC-204, “Maintenance Rule 
Scoping and Basis”, because Entergy did not perform plant level monitoring in accordance with the criteria set forth 
therein. Specifically, the plant level performance criteria of Unplanned Scrams and Unplanned Power Changes were 
not monitored as Maintenance Rule performance criteria. The licensee entered this issue into its corrective action 
program (CR-PNP-2013-8114)  
 
The performance deficiency is more than minor because it is associated with the equipment performance attribute of 
the Initiating Events cornerstone and the associated cornerstone objective to limit the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
failure to monitor the plant against the required performance criteria and subsequent failure to evaluate for functional 
failures can result in the inability to identify systems that are not effectively being maintained and may consequently 
hinder the implementation of corrective actions to improve systems and the capability of systems that can contribute 
to events that upset plant stability. In accordance with IMC 0609.04, “Initial Characterization of Findings”, and 
Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power”, issued June 
19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the finding 
was not a design or qualification deficiency, did not represent an actual loss of system safety function, did not 
represent an actual loss of safety function of a single train or two separate safety systems for greater than the TS 
allowed outage time, and did not represent an actual loss of safety function of one or more non-technical specification 
trains of equipment designated as risk significant in accordance with Entergy’s maintenance rule program. The finding 
has a cross cutting aspect in the area of human performance, resources component, because Entergy did not ensure 
that procedures are available and adequate to assure nuclear safety. Specifically, Entergy did not ensure that 
Maintenance Rule Bases Documents were updated to include all monitoring criteria requirements set forth in EN-DC-
204. [H.2(c)]. (Section 1R12)  
 
Inspection Report# : 2013005 (pdf)  
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Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Complete a Design Control Review for the SBO Fuel Oil Transfer System in a Timely Manner  
Green. The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
because Entergy did not complete a design control review for the station blackout (SBO) fuel oil transfer system in a 
timely manner. Entergy extended the corrective action due date out to greater than a year from the discovery of the 
original condition. Entergy has increased the priority of this design review and captured this issue in condition report 
CR-PNP-2013-6906.  
 
The performance deficiency was determined to be 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 
capability of systems that respond to initiating events to prevent undesirable consequences. The failure to complete a 
timely design review of a credited support system for the onsite power safety function further extends the 
vulnerability of the safety function if the design review determines the system is inadequate. The inspectors used IMC 
0609.04, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening.” The finding was determined to be of very low safety significance (Green) because 
the finding was a design deficiency that did not result in the loss of system safety function or a loss of safety function 
of a single train for greater than its Technical Specification allowed outage time. The finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution, Corrective Action Program, because Entergy did not take 
appropriate corrective actions to address a safety issue in a timely manner, commensurate with its safety significance. 
[P.1(d)]. (Section 4OA2)  
 
 
Inspection Report# : 2013004 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition for Unavailable Torus Vent Valve 
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.65 paragraph (a)
(4) because Entergy did not identify and manage risk for emergent maintenance on primary containment isolation 
valves (PCIVs). Specifically, an incorrect risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy has captured this issue in condition 
report (CR)-PNP-2014-2007, has corrected the inadequate risk assessment, and has initiated an apparent cause 
evaluation (ACE) to determine causes and appropriate corrective actions.  
 
The performance deficiency was more than minor because if left uncorrected the failure to recognize risk and take 
appropriate risk management actions has the potential to lead to more significant safety concerns. Moreover, a review 
of IMC 0612, Appendix E, "Minor Examples," identified that Section 7, “Maintenance Rule,” Example e, reflected a 
similar more than minor example, in that the outcome of the overall elevated plant risk put the plant into a higher risk 
management category and thereby required additional risk management actions. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” issued May 19, 2005, the inspectors determined that this finding is 
of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for the duration of 
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the activity was less than 1.0 E-6 per year (approximately 1.29 E-7 per year). This finding has a cross-cutting aspect in 
the area of Human Performance, Consistent Process, because when faced with the requirement to perform emergent, 
unscheduled maintenance, Entergy did not use a consistent, systematic approach to make decisions, and did not 
incorporate appropriate risk insights. Specifically, while Entergy had the tools and processes in place to assess risk for 
emergent conditions, individuals did not consistently use this process, and therefore did not recognize the elevated risk 
condition.  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with TS Required Actions for Inoperable PCIV 
The inspectors identified a Green NCV of Technical Specification (TS) 3.7.A, “Primary Containment,” because 
Entergy failed to comply with the TS-required actions for inoperable PCIVs. Specifically, while maintenance was 
being performed on an inoperable automatic PCIV, Entergy failed to either isolate and deactivate at least one 
containment isolation valve in the same line, or to complete an orderly shutdown to the Cold Shutdown condition 
within 24 hours. Entergy has captured this issue in CR-PNP-2014-2008, and has assigned corrective actions to update 
the Pilgrim TS bases document to provide additional guidance on acceptable methods of PCIV isolation.  
 
The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Barrier Integrity cornerstone, and adversely affected the associated cornerstone objective to provide reasonable 
assurance that physical design barriers (i.e. containment) protect the public from radionuclide releases caused by 
accidents or events. Specifically, Entergy’s failure to close and deactivate a valve in the same line as the inoperable 
PCIV as required by TS did not ensure the operability of the primary containment. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance Determination Process (SDP) 
for Findings at Power,” effective July 1, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment, containment isolation system, or heat removal components. This finding has a cross-cutting aspect in the 
area of Human Performance, Conservative Bias, because Entergy did not use decision-making practices that 
emphasize prudent choices over those that are simply allowable, or in this case, those that are perceived to be 
allowable. Specifically, Entergy’s reliance on the design characteristics of the PCIVs to meet the TS requirement, 
while refraining to take additional measures to ensure the valves remained closed in the case of personnel error or 
equipment malfunction, was not conservative.  
 
Inspection Report# : 2014003 (pdf)  

Emergency Preparedness 

Significance:  Dec 05, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Justification to Extend the 12-Month Review Frequency of the Emergency 
Preparedness Program 
Green. The inspectors identified a non-cited violation of 10 CFR Part 50.54(t)(1), Conditions of Licenses, for failure 
to provide adequate justification to extend the review of the emergency preparedness program elements. Specifically, 
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Entergy did not base its justification on an adequate assessment against a set of performance indicators. 
 
The failure to provide justification based on an adequate assessment against performance indicators to exceed the 12-
month interval to perform a review of its emergency preparedness program elements is a performance deficiency 
within Entergy’s ability to foresee and correct. The finding is more than minor because it affected the emergency 
response organization (ERO) readiness, facilities and equipment, procedure quality, and ERO performance attributes 
of the emergency preparedness cornerstone. This finding if of very low safety significance (Green) because it was a 
failure to comply with NRC requirements and was not associated with the planning standards of 10 CFR 50.47(b), 
Emergency Plans. Entergy entered this issue into its corrective action system as condition report CR-PNP-2013-
07463. This finding was assigned a cross-cutting aspect in the area of problem identification and resolution associated 
with the corrective action program component because Entergy did not thoroughly evaluate the issue identified in 
2009 and did not implement corrective actions to address the issue [P.1(c)]. (Section 1EP5)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Station Meteorological Towers 
The inspectors identified a Green non-cited violation of 10 CFR Part 50.54(q)(2) because Entergy did not ensure that 
the Pilgrim Emergency Plan met the planning standards in 10 CFR 50.47(b). Specifically, on various occasions in 
2012 and 2013, Pilgrim failed to maintain both meteorological towers as necessary to support emergency response. 
Entergy entered this issue into their corrective action program as condition report CR-PNP-2013-06829 for further 
evaluation. Additionally, as of the date of this inspection, the 220’ meteorological tower was functional and the 
National Weather Service is still available as an alternate data source.  
 
The inspectors determined that failure to maintain the 160’ and 220’ meteorological towers resulting in both towers 
being out of service concurrently for three separate periods in 2012 and 2013 was a performance deficiency that was 
within Entergy’s ability to foresee and correct. This performance deficiency is more than minor because it is 
associated with the facilities and equipment attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring the licensee is capable of implementing adequate measures to protect 
the health and safety of the public in the event of a radiological emergency. In accordance with IMC 0609, Appendix 
B, “Emergency Preparedness Significance Determination Process,” Table 5.8-1, the inspectors determined the finding 
to be of very low safety significance (Green) because the planning standard function was degraded. Specifically, a 
significant amount of equipment necessary to implement the emergency plan was not functional to the extent that an 
emergency response organization member could not perform assigned functions, in the absence of compensatory 
measures. However, Pilgrim was able to make adequate dose assessments at all times using the National Weather 
Service to obtain necessary data. This finding has a crosscutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Pilgrim did not take appropriate corrective actions to address safety 
issues and trends in a timely manner. Specifically, the station did not take timely corrective actions to correct 
deficiencies associated with both meteorological towers resulting in both towers being simultaneously non-functional 
on multiple occasions. [P.1(d)] 
Inspection Report# : 2013008 (pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Continous Communications 
SL IV NCV against 73.55(j) and 73.55(k)which, respectively, require that all on-duty security force personnel shall be 
capable of maintaining continuous communication with an individual in each alarm station; and that licensees provide 
armed response personnel to carry out armed response duties within predetermined time lines specified by the site 
protective strategy.  
 
In this case, a security officer who was assigned as an armed responder while working a night shift starting on April 
21, 2013, took deliberate actions that caused him to become inattentive to duty.  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide an Adequate Detection and Assessment System 
The inspectors identified a Green non-cited violation of 10 CFR 73.55(i)(3)(vii).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use conservative assumptions in decision making and adopt a requirement to demonstrate a proposed action was safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disprove an action. 
Inspection Report# : 2013008 (pdf)  
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Pilgrim 1 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inappropriate Fatigue Rule Waivers 
The inspectors identified a Green non-cited violation of 10 CFR 26.207(a) for Entergy’s failure to issue waivers that 
were necessary to mitigate or prevent conditions adverse to safety, and only to address circumstances that could not 
have been reasonably controlled. Specifically, Entergy issued multiple fatigue waivers during planned and forced 
outages that were determined to be inappropriate based on plant conditions. Additionally, the inspectors identified 
other waivers of the fatigue rule that Entergy issued during non-outage periods that were inappropriate based on plant 
conditions. Entergy’s immediate corrective action was to enter this issue into their corrective action program as 
condition reports CR-PNP-2013-06706 and CR-PNP-2013-06707 for further evaluation.  
 
The inspectors determined that Entergy’s failure to grant waivers in accordance with regulatory requirements was a 
performance deficiency that was within Entergy’s ability to foresee and correct. This performance deficiency is 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 those events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the resulting increased 
likelihood of human error could adversely affect the station's defense-in-depth. Additionally, the finding was similar 
to IMC 0612, Appendix E, "Examples of Minor Issues," Example 9.a and is more than minor because this 
inappropriate use of work hour control waivers was not an isolated incident (e.g., one or two instances). The finding 
has been reviewed by NRC management in accordance with IMC 0609, Appendix M, “Significance Determination 
Process Using Qualitative Criteria.” The violation was determined to be of very low significance because no 
significant events or human performance issues were directly linked to personnel fatigue as a result of the hours 
worked. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Entergy did not thoroughly evaluate problems such that the resolutions address causes and 
extent conditions. Specifically, Entergy previously identified that waivers were inappropriately granted for conditions 
that were not necessary to mitigate or prevent conditions adverse to safety. However, because the previous evaluations 
were limited in scope and focus, Entergy did not develop corrective actions to address the deficient condition. [P.1(c)] 
 
 
Inspection Report# : 2013008 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Determining Operability of the Shutdown Transformer 
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Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” in that Entergy did not correctly translate the design basis into procedures. Specifically, as of February 26, 
2014, procedure 2.4.A.23 did not provide correct information for determining operability of the Shutdown 
Transformer (SDT) when the SDT is energized from one of its alternate sources. Entergy entered this issue into their 
corrective action program (CR-PNP-2014-00861).  
 
The inspectors determined that Entergy’s failure to provide adequate control for determining operability of the SDT 
was a performance deficiency that was reasonably within Entergy’s ability to foresee and prevent. The performance 
deficiency was determined to be more than minor because it was associated with the configuration control attribute of 
the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 0609, Appendix 
A, the inspectors determined that the finding was very low safety-significance because this finding did not represent 
an actual loss of function of the SDT for greater than its Technical Specification allowed outage time. The finding had 
a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, in that, Entergy personnel did 
not thoroughly evaluate the problems, which included understanding the results of the calculation and subsequently 
translating those results into the operating procedure. (P.2, IMC 0310) (Section 4OA2.1.b.1)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Plant Level Maintenance Rule Monitoring 
Green. The inspectors identified a finding (FIN) associated with licensee procedure EN-DC-204, “Maintenance Rule 
Scoping and Basis”, because Entergy did not perform plant level monitoring in accordance with the criteria set forth 
therein. Specifically, the plant level performance criteria of Unplanned Scrams and Unplanned Power Changes were 
not monitored as Maintenance Rule performance criteria. The licensee entered this issue into its corrective action 
program (CR-PNP-2013-8114)  
 
The performance deficiency is more than minor because it is associated with the equipment performance attribute of 
the Initiating Events cornerstone and the associated cornerstone objective to limit the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown as well as power operations. Specifically, 
failure to monitor the plant against the required performance criteria and subsequent failure to evaluate for functional 
failures can result in the inability to identify systems that are not effectively being maintained and may consequently 
hinder the implementation of corrective actions to improve systems and the capability of systems that can contribute 
to events that upset plant stability. In accordance with IMC 0609.04, “Initial Characterization of Findings”, and 
Exhibit 2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power”, issued June 
19, 2012, the inspectors determined that this finding is of very low safety significance (Green) because the finding 
was not a design or qualification deficiency, did not represent an actual loss of system safety function, did not 
represent an actual loss of safety function of a single train or two separate safety systems for greater than the TS 
allowed outage time, and did not represent an actual loss of safety function of one or more non-technical specification 
trains of equipment designated as risk significant in accordance with Entergy’s maintenance rule program. The finding 
has a cross cutting aspect in the area of human performance, resources component, because Entergy did not ensure 
that procedures are available and adequate to assure nuclear safety. Specifically, Entergy did not ensure that 
Maintenance Rule Bases Documents were updated to include all monitoring criteria requirements set forth in EN-DC-
204. [H.2(c)]. (Section 1R12)  
 
Inspection Report# : 2013005 (pdf)  
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Barrier Integrity 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition for Unavailable Torus Vent Valve 
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.65 paragraph (a)
(4) because Entergy did not identify and manage risk for emergent maintenance on primary containment isolation 
valves (PCIVs). Specifically, an incorrect risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy has captured this issue in condition 
report (CR)-PNP-2014-2007, has corrected the inadequate risk assessment, and has initiated an apparent cause 
evaluation (ACE) to determine causes and appropriate corrective actions.  
 
The performance deficiency was more than minor because if left uncorrected the failure to recognize risk and take 
appropriate risk management actions has the potential to lead to more significant safety concerns. Moreover, a review 
of IMC 0612, Appendix E, "Minor Examples," identified that Section 7, “Maintenance Rule,” Example e, reflected a 
similar more than minor example, in that the outcome of the overall elevated plant risk put the plant into a higher risk 
management category and thereby required additional risk management actions. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” issued May 19, 2005, the inspectors determined that this finding is 
of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for the duration of 
the activity was less than 1.0 E-6 per year (approximately 1.29 E-7 per year). This finding has a cross-cutting aspect in 
the area of Human Performance, Consistent Process, because when faced with the requirement to perform emergent, 
unscheduled maintenance, Entergy did not use a consistent, systematic approach to make decisions, and did not 
incorporate appropriate risk insights. Specifically, while Entergy had the tools and processes in place to assess risk for 
emergent conditions, individuals did not consistently use this process, and therefore did not recognize the elevated risk 
condition.  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with TS Required Actions for Inoperable PCIV 
The inspectors identified a Green NCV of Technical Specification (TS) 3.7.A, “Primary Containment,” because 
Entergy failed to comply with the TS-required actions for inoperable PCIVs. Specifically, while maintenance was 
being performed on an inoperable automatic PCIV, Entergy failed to either isolate and deactivate at least one 
containment isolation valve in the same line, or to complete an orderly shutdown to the Cold Shutdown condition 
within 24 hours. Entergy has captured this issue in CR-PNP-2014-2008, and has assigned corrective actions to update 
the Pilgrim TS bases document to provide additional guidance on acceptable methods of PCIV isolation.  
 
The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Barrier Integrity cornerstone, and adversely affected the associated cornerstone objective to provide reasonable 
assurance that physical design barriers (i.e. containment) protect the public from radionuclide releases caused by 
accidents or events. Specifically, Entergy’s failure to close and deactivate a valve in the same line as the inoperable 
PCIV as required by TS did not ensure the operability of the primary containment. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance Determination Process (SDP) 
for Findings at Power,” effective July 1, 2012, the inspectors determined that this finding is of very low safety 

3Q/2014 Inspection Findings - Pilgrim 1

Page 3 of 6



significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment, containment isolation system, or heat removal components. This finding has a cross-cutting aspect in the 
area of Human Performance, Conservative Bias, because Entergy did not use decision-making practices that 
emphasize prudent choices over those that are simply allowable, or in this case, those that are perceived to be 
allowable. Specifically, Entergy’s reliance on the design characteristics of the PCIVs to meet the TS requirement, 
while refraining to take additional measures to ensure the valves remained closed in the case of personnel error or 
equipment malfunction, was not conservative.  
 
Inspection Report# : 2014003 (pdf)  

Emergency Preparedness 

Significance:  Dec 05, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide Adequate Justification to Extend the 12-Month Review Frequency of the Emergency 
Preparedness Program 
Green. The inspectors identified a non-cited violation of 10 CFR Part 50.54(t)(1), Conditions of Licenses, for failure 
to provide adequate justification to extend the review of the emergency preparedness program elements. Specifically, 
Entergy did not base its justification on an adequate assessment against a set of performance indicators.  
 
The failure to provide justification based on an adequate assessment against performance indicators to exceed the 12-
month interval to perform a review of its emergency preparedness program elements is a performance deficiency 
within Entergy’s ability to foresee and correct. The finding is more than minor because it affected the emergency 
response organization (ERO) readiness, facilities and equipment, procedure quality, and ERO performance attributes 
of the emergency preparedness cornerstone. This finding if of very low safety significance (Green) because it was a 
failure to comply with NRC requirements and was not associated with the planning standards of 10 CFR 50.47(b), 
Emergency Plans. Entergy entered this issue into its corrective action system as condition report CR-PNP-2013-
07463. This finding was assigned a cross-cutting aspect in the area of problem identification and resolution associated 
with the corrective action program component because Entergy did not thoroughly evaluate the issue identified in 
2009 and did not implement corrective actions to address the issue [P.1(c)]. (Section 1EP5)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Station Meteorological Towers 
The inspectors identified a Green non-cited violation of 10 CFR Part 50.54(q)(2) because Entergy did not ensure that 
the Pilgrim Emergency Plan met the planning standards in 10 CFR 50.47(b). Specifically, on various occasions in 
2012 and 2013, Pilgrim failed to maintain both meteorological towers as necessary to support emergency response. 
Entergy entered this issue into their corrective action program as condition report CR-PNP-2013-06829 for further 
evaluation. Additionally, as of the date of this inspection, the 220’ meteorological tower was functional and the 
National Weather Service is still available as an alternate data source.  
 
The inspectors determined that failure to maintain the 160’ and 220’ meteorological towers resulting in both towers 
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being out of service concurrently for three separate periods in 2012 and 2013 was a performance deficiency that was 
within Entergy’s ability to foresee and correct. This performance deficiency is more than minor because it is 
associated with the facilities and equipment attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring the licensee is capable of implementing adequate measures to protect 
the health and safety of the public in the event of a radiological emergency. In accordance with IMC 0609, Appendix 
B, “Emergency Preparedness Significance Determination Process,” Table 5.8-1, the inspectors determined the finding 
to be of very low safety significance (Green) because the planning standard function was degraded. Specifically, a 
significant amount of equipment necessary to implement the emergency plan was not functional to the extent that an 
emergency response organization member could not perform assigned functions, in the absence of compensatory 
measures. However, Pilgrim was able to make adequate dose assessments at all times using the National Weather 
Service to obtain necessary data. This finding has a crosscutting aspect in the area of Problem Identification and 
Resolution, Corrective Action Program, because Pilgrim did not take appropriate corrective actions to address safety 
issues and trends in a timely manner. Specifically, the station did not take timely corrective actions to correct 
deficiencies associated with both meteorological towers resulting in both towers being simultaneously non-functional 
on multiple occasions. [P.1(d)] 
Inspection Report# : 2013008 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Continous Communications 
SL IV NCV against 73.55(j) and 73.55(k)which, respectively, require that all on-duty security force personnel shall be 
capable of maintaining continuous communication with an individual in each alarm station; and that licensees provide 
armed response personnel to carry out armed response duties within predetermined time lines specified by the site 
protective strategy.  
 

3Q/2014 Inspection Findings - Pilgrim 1

Page 5 of 6



In this case, a security officer who was assigned as an armed responder while working a night shift starting on April 
21, 2013, took deliberate actions that caused him to become inattentive to duty.  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Oct 03, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Provide an Adequate Detection and Assessment System 
The inspectors identified a Green non-cited violation of 10 CFR 73.55(i)(3)(vii).  
 
This finding has a cross-cutting aspect in the area of Human Performance, Decision Making, because Entergy did not 
use conservative assumptions in decision making and adopt a requirement to demonstrate a proposed action was safe 
in order to proceed rather than a requirement to demonstrate that it is unsafe in order to disprove an action. 
Inspection Report# : 2013008 (pdf)  

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

Initiating Events 

Significance:  Dec 12, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Fully Derive the Cause of a Manual Scram 
Inspectors identified a Green finding because Entergy did not fully derive the causes of the manual scram on August 
22, 2013, following a loss of all feedwater. Specifically Entergy did not investigate the causes of a failed cable splice 
which directly caused an electrical transient that resulted in the automatic tripping of all three reactor feed pumps 
(RFPs) in accordance with the standards in Entergy procedures EN-LI-118, “Cause Evaluation Process,” and EN-LI-
118-01, “Event and Causal Factor Charting.” Entergy entered the issue into the CAP as condition report (CR)-PNP-
2014-5796 and initiated additional causal analysis to determine why the splice was improperly fabricated.  
 
This performance deficiency affects the equipment performance attribute of the Initiating Events cornerstone, because 
the failure to fully derive the causes of the failed splice prevented them from taking appropriate actions to evaluate 
and correct those causes. This impacts 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 because unidentified 
deficiencies could lead to similar electrical transients which could cause similar  
plant transients and scrams. The inspectors determined the significance of the finding using IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power.” The finding was determined to be of very low 
safety significance (Green) because the finding was a transient initiator and, although the event being evaluated for 
causal factors caused a reactor scram and loss of mitigation equipment, the failure to identify all the causes of the 
event and plan appropriate corrective actions has not resulted in a subsequent reactor scram or loss of mitigating 
equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, 
because Entergy did not thoroughly evaluate the issue of the manual scram to ensure that resolutions address causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy focused on the causes 
related to the modification of the feed pump trips and did not fully evaluate the causes related to the failed splice. 
[P.2]  
 
Inspection Report# : 2014008 (pdf)  

Significance:  Dec 12, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Complete Several Corrective Actions as Required by Program Requirements 
The inspectors identified a Green finding for Entergy's failure to identify and correct conditions adverse to quality by 
implementing adequate and timely actions to address similar conditions. Specifically, inspectors identified multiple 
examples of failure to implement the corrective actions in accordance with CAP requirements which resulted in 
failing to identify and correct several conditions adverse to quality. Two of the finding examples also involved a NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Entergy’s immediate corrective actions included entering the issues into their CAP as CR-PNP-2014-5909, CR-PNP-
2014-5976; CR-PNP-2014-5977, CR-PNP-2014-5682, CR-PNP-2014-5625, CR-PNP-2014-5826, CRPNP-2014-
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5735, and CR-PNP-2014-06067. Additionally, Entergy took action to address the conditions adverse to quality by 
revising procedures and specifying additional procedure reviews to identify and correct other conditions adverse to 
quality.  
 
The failure to implement CAP procedural requirements with respect to corrective action response and documentation 
was a performance deficiency. This finding was determined to be more than minor because it was similar to IMC 
0612, "Power Reactor Inspection Reports," Appendix E, "Examples of Minor Issues," example 3.j in that it represents 
a significant programmatic deficiency that could lead to worse errors if uncorrected. Specifically, if left uncorrected 
this issue would have the potential to lead to a more significant safety concern because not following an established 
process for completing corrective actions could result in a failure to identify and correct conditions adverse to quality 
or other adverse conditions. Additionally, this performance deficiency affects the procedure quality, equipment 
performance, and human performance attributes of the Initiating Events cornerstone, and impacts the objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, a severe weather procedure did not prescribe sufficient actions that would limit the 
likelihood of ice bridging or place the plant in a condition that it could respond to a loss of offsite power (LOOP) 
without potentially upsetting plant stability, and the failure to conduct insulator testing prevented the station from 
assessing its replacement strategy. Additionally, several surveillance procedures did not provide sufficient barriers 
(e.g. critical step annotation, test equipment verification, etc.) in accordance with the station programs to limit the 
likelihood of scrams and other transients during testing.  
 
The inspectors determined the significance of the finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power.” The finding was determined to be of very low safety significance 
(Green) because the failure to implement corrective actions has not resulted in a subsequent reactor scram or loss of 
mitigating equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because Entergy did not take effective corrective actions to address issues in a timely manner 
commensurate with their safety significance. Specifically, corrective actions were not completed in accordance with 
Entergy’s CAP and, in some cases, after identification of unsatisfactory closure by Entergy, follow-up actions were 
inadequate to resolve the deficiencies. [P.3] 
Inspection Report# : 2014008 (pdf)  

Significance:  Jul 01, 2014 
Identified By: NRC 
Item Type: FIN Finding 
Parallel White Unplanned Scrams with Complications PI Finding 
The NRC assigned two parallel White PI inspection findings involving a significant weakness identified in Entergy's 
causal evaluation and corrective actions for the White Unplanned Scrams with Complications PI.  
 
In accordance with IP 95002 and NRC IMC 0305, "Operating Reactor Assessment Program," parallel PI inspection 
findings are assigned the same safety significance as the initiating PIs. This parallel PI inspection finding provides for 
additional NRC review of Entergy's actions to address the weaknesses identified in this report. This finding takes the 
color (White) of the PI. The parallel inspection finding associated with the White Unplanned Scrams with 
Complications PI will take effect in the 3rd quarter of 2014, which is the quarter the White PI was no longer 
considered an Action Matrix input in accordance with Section 11.02.b of IMC 0305, “Operating Reactor Assessment 
Program.”  
 
Inspection Report# : 2014008 (pdf)  

Significance:  Jan 01, 2014 
Identified By: NRC 
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Item Type: FIN Finding 
Parallel White Unplanned Scrams per 7000 Critical Hours PI Finding 
DRAFT - The NRC assigned a parallel White PI inspection findings involving a significant weakness identified in 
Entergy's causal evaluation and corrective actions for the White Unplanned Scrams per 7000 Critical Hours PIs.  
 
In accordance with IP 95002 and NRC IMC 0305, "Operating Reactor Assessment Program," parallel PI inspection 
findings are assigned the same safety significance as the initiating PIs. This parallel PI inspection findings provides 
for additional NRC review of Entergy's actions to address the weaknesses identified in this report. This finding takes 
the color (White) of the PIs. The parallel inspection finding associated with the White Unplanned Scrams per 7000 
Critical Hours PI will take effect in the 1st quarter of 2014, which is the quarter the White PI was no longer 
considered an Action Matrix input in accordance with Section 11.02.b of IMC 0305, “Operating Reactor Assessment 
Program.”  
 
Inspection Report# : 2014008 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Procedure for Determining Operability of the Shutdown Transformer 
Green. The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design 
Control,” in that Entergy did not correctly translate the design basis into procedures. Specifically, as of February 26, 
2014, procedure 2.4.A.23 did not provide correct information for determining operability of the Shutdown 
Transformer (SDT) when the SDT is energized from one of its alternate sources. Entergy entered this issue into their 
corrective action program (CR-PNP-2014-00861).  
 
The inspectors determined that Entergy’s failure to provide adequate control for determining operability of the SDT 
was a performance deficiency that was reasonably within Entergy’s ability to foresee and prevent. The performance 
deficiency was determined to be more than minor because it was associated with the configuration control attribute of 
the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the capability of systems that 
respond to initiating events to prevent undesirable consequences. Using Inspection Manual Chapter 0609, Appendix 
A, the inspectors determined that the finding was very low safety-significance because this finding did not represent 
an actual loss of function of the SDT for greater than its Technical Specification allowed outage time. The finding had 
a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, in that, Entergy personnel did 
not thoroughly evaluate the problems, which included understanding the results of the calculation and subsequently 
translating those results into the operating procedure. (P.2, IMC 0310) (Section 4OA2.1.b.1)  
 
Inspection Report# : 2014002 (pdf)  

Barrier Integrity 
Significance: N/A Dec 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Modification to the Spent Fuel Pool Cask Area without Prior NRC Approval
The inspectors identified a Severity Level lV NCV of 10 CFR Part 50.59 in that Entergy did not obtain a licensee 
amendment prior to implementing a change to the plant that required a change to Technical Specifications. 
Specifically, Entergy removed the energy absorbing pad described in TS 4.3.4.b, “Design Features” and FSAR section 
10.3.6, “Consequences of a Dropped Fuel Cask” without receiving prior NRC approval. Entergy submitted a LAR 
supplement to the NRC on September 11, 2014 to remove the energy absorbing pad language from TS, and performed 
an extent of condition review on previous engineering changes and prohibited placing a cask in the spent fuel pool 
until receiving NRC approval for a change to TS 4.3.4.b. The issue was entered into the CAP as CR 2014-4109.  
 
The inspectors determined that Entergy did not perform an adequate 10 CFR 50.59 evaluation and obtain a license 
amendment prior to removing the spent fuel pool energy absorbing pad. The inspectors determined this was a 
performance deficiency that was within Entergy’s ability to foresee and correct and should have been prevented. 
Because the issue had the potential to affect the NRC’s ability to perform its regulatory function, the inspectors 
evaluated this performance deficiency in accordance with the traditional enforcement process. Using the Enforcement 
Manual, the inspectors determined that the violation was a Severity Level IV (a 10 CFR 50.59 violation that resulted 
in conditions that required NRC approval before implementation) violation. Because this violation involves the 
traditional enforcement process and does not have an underlying technical violation that would be considered more-
than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612, Appendix 
B.  
 
Inspection Report# : 2014005 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Manage a Yellow Risk Condition for Unavailable Torus Vent Valve 
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.65 paragraph (a)
(4) because Entergy did not identify and manage risk for emergent maintenance on primary containment isolation 
valves (PCIVs). Specifically, an incorrect risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy has captured this issue in condition 
report (CR)-PNP-2014-2007, has corrected the inadequate risk assessment, and has initiated an apparent cause 
evaluation (ACE) to determine causes and appropriate corrective actions.  
 
The performance deficiency was more than minor because if left uncorrected the failure to recognize risk and take 
appropriate risk management actions has the potential to lead to more significant safety concerns. Moreover, a review 
of IMC 0612, Appendix E, "Minor Examples," identified that Section 7, “Maintenance Rule,” Example e, reflected a 
similar more than minor example, in that the outcome of the overall elevated plant risk put the plant into a higher risk 
management category and thereby required additional risk management actions. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” issued May 19, 2005, the inspectors determined that this finding is 
of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for the duration of 
the activity was less than 1.0 E-6 per year (approximately 1.29 E-7 per year). This finding has a cross-cutting aspect in 
the area of Human Performance, Consistent Process, because when faced with the requirement to perform emergent, 
unscheduled maintenance, Entergy did not use a consistent, systematic approach to make decisions, and did not 
incorporate appropriate risk insights. Specifically, while Entergy had the tools and processes in place to assess risk for 
emergent conditions, individuals did not consistently use this process, and therefore did not recognize the elevated risk 
condition.  
 
Inspection Report# : 2014003 (pdf)  
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Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with TS Required Actions for Inoperable PCIV 
The inspectors identified a Green NCV of Technical Specification (TS) 3.7.A, “Primary Containment,” because 
Entergy failed to comply with the TS-required actions for inoperable PCIVs. Specifically, while maintenance was 
being performed on an inoperable automatic PCIV, Entergy failed to either isolate and deactivate at least one 
containment isolation valve in the same line, or to complete an orderly shutdown to the Cold Shutdown condition 
within 24 hours. Entergy has captured this issue in CR-PNP-2014-2008, and has assigned corrective actions to update 
the Pilgrim TS bases document to provide additional guidance on acceptable methods of PCIV isolation.  
 
The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Barrier Integrity cornerstone, and adversely affected the associated cornerstone objective to provide reasonable 
assurance that physical design barriers (i.e. containment) protect the public from radionuclide releases caused by 
accidents or events. Specifically, Entergy’s failure to close and deactivate a valve in the same line as the inoperable 
PCIV as required by TS did not ensure the operability of the primary containment. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance Determination Process (SDP) 
for Findings at Power,” effective July 1, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment, containment isolation system, or heat removal components. This finding has a cross-cutting aspect in the 
area of Human Performance, Conservative Bias, because Entergy did not use decision-making practices that 
emphasize prudent choices over those that are simply allowable, or in this case, those that are perceived to be 
allowable. Specifically, Entergy’s reliance on the design characteristics of the PCIVs to meet the TS requirement, 
while refraining to take additional measures to ensure the valves remained closed in the case of personnel error or 
equipment malfunction, was not conservative.  
 
Inspection Report# : 2014003 (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 

4Q/2014 Inspection Findings - Pilgrim 1

Page 5 of 6



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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Pilgrim 1
1Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadequate Testing of the Diesel-Driven Air Compressor
. A self-revealing Green finding was identified for Entergy’s failure to verify that the diesel-driven air compressor (K-
117) was available for service prior to the January 27, 2015 winter storm. Specifically, although K-117 was tested 
prior to the winter storm, the test methodology did not reveal that the capacity of the starting battery was inadequate. 
The failure to verify that the diesel-driven air compressor (K-117) was available for service prior to the January 27, 
2015 winter storm is a performance deficiency that was within Entergy’s ability to foresee and correct. This resulted 
in a loss of instrument air during the plant trip which complicated the event response. Entergy entered the issue into 
the corrective action program (CAP) as condition report (CR)-PNP-2015-00559 and initiated actions to supply 
instrument air with a temporary air compressor. Entergy also revised the operability test for K-117 air compressor to 
remove the alternating current (AC) power source prior to starting the air compressor. 

This self-revealing issue was more than minor because it is associated with the procedure quality and design control 
attributes of the Initiating Events cornerstone and adversely impacted 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, failure of K-117 resulted in loss of instrument air, which adversely impacted the plant response during 
the January 27, 2015 winter storm. Additionally, this issue is also associated with the procedure quality and design 
control attributes of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating event to prevent undesirable consequences. 

The inspectors screened the issue under the Initiating Events cornerstone using Attachment 4 and Exhibit 1 of 
Appendix A to IMC 0609, “Significance Determination Process,” because that cornerstone was determined to be more 
impacted by the finding than the Mitigating Systems cornerstone. The inspectors concluded that a detailed risk 
evaluation would be required because the finding involved the complete loss of a support system (instrument air) that 
contributes to the likelihood of an initiating event and affects mitigation equipment. A senior reactor analyst 
performed a detailed risk evaluation of this issue. The NRC model for PNPS was adjusted to account for a loss of the 
instrument air compressor on a LOOP. The change in core damage frequency was very low. A review of the dominant 
accident sequences indicated the contribution from a large early release and from external risk contributors to be very 
small. Therefore, the issue was determined to be of very low risk significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Design Margins, because Entergy failed to 
ensure that the K-117 battery was designed with adequate margin. This finding is reflective of current performance 
because the inadequate design margin of the battery should have been discovered through proper testing [H.6]. 

Inspection Report# : 2015007 (pdf)

Significance:  Dec 12, 2014
Identified By: NRC
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Item Type: FIN Finding
Failure to Fully Derive the Cause of a Manual Scram
Inspectors identified a Green finding because Entergy did not fully derive the causes of the manual scram on August 
22, 2013, following a loss of all feedwater. Specifically Entergy did not investigate the causes of a failed cable splice 
which directly caused an electrical transient that resulted in the automatic tripping of all three reactor feed pumps 
(RFPs) in accordance with the standards in Entergy procedures EN-LI-118, “Cause Evaluation Process,” and EN-LI-
118-01, “Event and Causal Factor Charting.” Entergy entered the issue into the CAP as condition report (CR)-PNP-
2014-5796 and initiated additional causal analysis to determine why the splice was improperly fabricated. 

This performance deficiency affects the equipment performance attribute of the Initiating Events cornerstone, because 
the failure to fully derive the causes of the failed splice prevented them from taking appropriate actions to evaluate 
and correct those causes. This impacts 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 because unidentified 
deficiencies could lead to similar electrical transients which could cause similar 
plant transients and scrams. The inspectors determined the significance of the finding using IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power.” The finding was determined to be of very low 
safety significance (Green) because the finding was a transient initiator and, although the event being evaluated for 
causal factors caused a reactor scram and loss of mitigation equipment, the failure to identify all the causes of the 
event and plan appropriate corrective actions has not resulted in a subsequent reactor scram or loss of mitigating 
equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, 
because Entergy did not thoroughly evaluate the issue of the manual scram to ensure that resolutions address causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy focused on the causes 
related to the modification of the feed pump trips and did not fully evaluate the causes related to the failed splice. 
[P.2] 

Inspection Report# : 2014008 (pdf)

Significance:  Dec 12, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Complete Several Corrective Actions as Required by Program Requirements
The inspectors identified a Green finding for Entergy's failure to identify and correct conditions adverse to quality by 
implementing adequate and timely actions to address similar conditions. Specifically, inspectors identified multiple 
examples of failure to implement the corrective actions in accordance with CAP requirements which resulted in 
failing to identify and correct several conditions adverse to quality. Two of the finding examples also involved a NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Entergy’s immediate corrective actions included entering the issues into their CAP as CR-PNP-2014-5909, CR-PNP-
2014-5976; CR-PNP-2014-5977, CR-PNP-2014-5682, CR-PNP-2014-5625, CR-PNP-2014-5826, CRPNP-2014-
5735, and CR-PNP-2014-06067. Additionally, Entergy took action to address the conditions adverse to quality by 
revising procedures and specifying additional procedure reviews to identify and correct other conditions adverse to 
quality. 

The failure to implement CAP procedural requirements with respect to corrective action response and documentation 
was a performance deficiency. This finding was determined to be more than minor because it was similar to IMC 
0612, "Power Reactor Inspection Reports," Appendix E, "Examples of Minor Issues," example 3.j in that it represents 
a significant programmatic deficiency that could lead to worse errors if uncorrected. Specifically, if left uncorrected 
this issue would have the potential to lead to a more significant safety concern because not following an established 
process for completing corrective actions could result in a failure to identify and correct conditions adverse to quality 
or other adverse conditions. Additionally, this performance deficiency affects the procedure quality, equipment 
performance, and human performance attributes of the Initiating Events cornerstone, and impacts the objective to limit 
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the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, a severe weather procedure did not prescribe sufficient actions that would limit the 
likelihood of ice bridging or place the plant in a condition that it could respond to a loss of offsite power (LOOP) 
without potentially upsetting plant stability, and the failure to conduct insulator testing prevented the station from 
assessing its replacement strategy. Additionally, several surveillance procedures did not provide sufficient barriers 
(e.g. critical step annotation, test equipment verification, etc.) in accordance with the station programs to limit the 
likelihood of scrams and other transients during testing. 

The inspectors determined the significance of the finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power.” The finding was determined to be of very low safety significance 
(Green) because the failure to implement corrective actions has not resulted in a subsequent reactor scram or loss of 
mitigating equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because Entergy did not take effective corrective actions to address issues in a timely manner 
commensurate with their safety significance. Specifically, corrective actions were not completed in accordance with 
Entergy’s CAP and, in some cases, after identification of unsatisfactory closure by Entergy, follow-up actions were 
inadequate to resolve the deficiencies. [P.3]
Inspection Report# : 2014008 (pdf)

Significance:  Jul 01, 2014
Identified By: NRC
Item Type: FIN Finding
Parallel White Unplanned Scrams with Complications PI Finding
The NRC assigned two parallel White PI inspection findings involving a significant weakness identified in Entergy's 
causal evaluation and corrective actions for the White Unplanned Scrams with Complications PI. 

In accordance with IP 95002 and NRC IMC 0305, "Operating Reactor Assessment Program," parallel PI inspection 
findings are assigned the same safety significance as the initiating PIs. This parallel PI inspection finding provides for 
additional NRC review of Entergy's actions to address the weaknesses identified in this report. This finding takes the 
color (White) of the PI. The parallel inspection finding associated with the White Unplanned Scrams with 
Complications PI will take effect in the 3rd quarter of 2014, which is the quarter the White PI was no longer 
considered an Action Matrix input in accordance with Section 11.02.b of IMC 0305, “Operating Reactor Assessment 
Program.”

Inspection Report# : 2014008 (pdf)

Significance:  Jan 01, 2014
Identified By: NRC
Item Type: FIN Finding
Parallel White Unplanned Scrams per 7000 Critical Hours PI Finding
The NRC assigned a parallel White PI inspection findings involving a significant weakness identified in Entergy's 
causal evaluation and corrective actions for the White Unplanned Scrams per 7000 Critical Hours PIs. 

In accordance with IP 95002 and NRC IMC 0305, "Operating Reactor Assessment Program," parallel PI inspection 
findings are assigned the same safety significance as the initiating PIs. This parallel PI inspection findings provides 
for additional NRC review of Entergy's actions to address the weaknesses identified in this report. This finding takes 
the color (White) of the PIs. The parallel inspection finding associated with the White Unplanned Scrams per 7000 
Critical Hours PI will take effect in the 1st quarter of 2014, which is the quarter the White PI was no longer 
considered an Action Matrix input in accordance with Section 11.02.b of IMC 0305, “Operating Reactor Assessment 
Program.”
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Inspection Report# : 2014008 (pdf)

Mitigating Systems

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Past Operability Assessment of 'C' Safety Relief Valve
The team identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion 
V, “Instructions, Procedures, and Drawings,” when Entergy staff performed an inadequate past operability 
determination that assessed performance of the ‘C’ safety/relief valve (SRV), which did not open as expected when 
called upon to function. Specifically, following the January 27, 2015 reactor scram, operators placed an open demand 
for the ‘C’ SRV twice during post-scram recovery operations, but the valve did not respond as expected and did not 
perform its pressure reduction function on both occasions. Entergy’s subsequent past operability assessment for the 
valve’s operation incorrectly concluded that the valve was fully capable of performing its required functions during its 
installed service. In response to the team’s past operability concerns, Entergy subsequently re-evaluated the past 
operability of ‘C’ SRV and concluded that it was inoperable and placed the issue into the corrective action program 
(CAP) as CR-PNP-2015-02051. 

The team determined the failure to adequately assess past operability of the ‘C’ SRV was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct. This NRC-identified performance deficiency is 
more 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 core damage. The team evaluated the finding using IMC 0609, Appendix 
0609.04, “Initial Characterization of Findings,” which directed the use of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power.” Using Exhibit 2, “Mitigating Systems Screening Questions,” of IMC 
0609, Appendix A, the team determined this finding was not a design or qualification deficiency and was not a 
potential or actual loss of system or safety function, and was therefore of very low safety significance (Green). 

The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because Entergy did not use 
decision making practices that emphasized prudent choices over those that are simply allowable. Specifically, Entergy 
did not appropriately evaluate unexpected and unsatisfactory performance of the ‘C’ SRV in consideration of the 
entire pressure range that the SRV, including its automatic depressurization system (ADS) function, was required to 
be operable [H.14]. 

Inspection Report# : 2015007 (pdf)

Significance: TBD Mar 20, 2015
Identified By: Self-Revealing
Item Type: AV Apparent Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White finding and Apparent Violation (AV) of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
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the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. 

Entergy’s failure to identify, evaluate, and correct the condition of the ‘A’ SRV’s failure to open upon manual 
actuation during a plant cooldown on February 9, 2013, was a performance deficiency. In addition, the failure to take 
actions to preclude repetition resulted in the ‘C’ SRV failing to open due to a similar cause following the January 27, 
2015 LOOP event. The self-revealing finding was within Entergy’s ability to foresee and correct because indications 
were available to determine that the ‘A’ SRV valve did not open upon manual actuation. This was discovered as a 
result of an extent of condition review of the ‘C’ SRV failing to open upon manual actuation following the January 
27, 2015 LOOP event. This performance deficiency is more than minor because it could reasonably be viewed as a 
precursor to a significant event if two of the four SRVs failed to open when demanded to depressurize the reactor, 
following the failure of high pressure injection systems or torus cooling, to allow low pressure injection systems to 
maintain reactor coolant system inventory following certain initiating events. In addition, it is associated with the 
Mitigating Systems cornerstone attribute of equipment performance and affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions,” issued June 19, 2012. The screening determined that a detailed risk 
evaluation was required because it was assumed that for a year period, two of the four SRVs were in a degraded state 
such that they potentially would not have functioned to open at some pressure lower than rated pressure and would not 
fulfill their safety function for greater than the TS allowed outage time. Specifically, the assumptions of failures to 
open were based on: a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’
SRV; examination of the valve internals at the testing vendor (National Technical Systems); and a previous failed 
actual opening demand at 114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. 

The staff determined that there wasn’t an existing SDP risk tool that is suitable to assess the significance of this 
finding with high confidence, mainly because of the uncertainties associated with: the degradation mechanism and it’s 
rate; the range of reactor pressure at which the degraded valves could be assumed to fully function; any potential 
benefit from an SRV lifting at rated pressure, such that the degradation would be less likely to occur and, therefore, 
prevent a subsequent failure at low pressure in the near-term; the time based nature of plant transient response relative 
to when high pressure injection sources fail and the associated impact of reduced decay heat on the SRV 
depressurization success criteria; and the ability to credit other high pressure sources of water. 
Based on the considerations above, the risk evaluation was performed using IMC 0609, Appendix M, “Significance 
Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made a preliminary determination 
that the finding was of low to moderate safety significance (White) based on quantitative and qualitative evaluations. 
The detailed risk evaluation is contained in Attachment 4 to this report. 

This finding does not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage 
following the January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis 
of the installed SRVs which concluded that a reasonable assurance of operability existed. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Inspection Report# : 2015007 (pdf)
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Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Loss of Instrument Air Abnormal Operating Procedure
. A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because Entergy failed to include appropriate 
operator actions to both recognize the effects of and recover systems and components important to safety within 
Procedure 5.3.8, “Loss of Instrument Air,” abnormal operating procedure. Entergy entered this issue into the CAP as 
PNP-CR-2015 0888 and issued a revision to Procedure 5.3.8 to provide additional guidance to operators during a loss 
of instrument air. 

The inspectors determined that the level of detail in Procedure 5.3.8, “Loss of Instrument Air,” Revision 39, was 
inadequate to provide appropriate operator guidance to identify and mitigate key events of January 27, 2015. This 
self-revealing performance deficiency was reasonably within the ability of Entergy personnel to foresee and the issue 
should have been prevented. The finding was more than minor because it was associated with the procedure quality 
attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesired consequences. 
The lack of adequate instructions in the procedure adversely affected several operator actions and plant equipment on 
January 27, 2015, during the LOOP and loss of instrument air. 

The team evaluated the finding using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions.”
The team determined this finding was of very low safety significance (Green) because it was not a design or 
qualification deficiency, did not result in a loss of function of a TS required system, and did not represent an actual 
loss of function of one or more non-TS trains of equipment designated as a high safety-significant system. 

This finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy leaders did not 
ensure that personnel, equipment, procedures, and other resources were available and adequate to support nuclear 
safety [H.1]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow RCIC System Manual Restart Procedure
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because the operating crew failed to implement 
a procedure step to open the reactor core isolation cooling (RCIC) system cooling water supply valve during a manual 
startup of the system. As a result, the RCIC system was operated for over 2 ½ hours with no cooling water being 
supplied to the lubricating oil cooler or to the barometric condenser. Entergy entered the issue into the CAP as CR-
PNP-2015-0566, CR-PNP-2015-0570, and CR-PNP-2015-0952 and conducted a human performance review of the 
Control Room operators involved with the issue. 

The inspectors determined that the failure to implement Procedure 5.3.35.1, Attachment 29, “RCIC Injection –
Manual Alignment Checklist,” and the Vacuum Tank Pressure Hi Alarm, C904L-F3, alarm response procedure was a 
performance deficiency and was reasonably within the ability of Entergy personnel to foresee and prevent. This self-
revealing finding was more than minor because it was associated with the human performance attribute of the 
Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesired consequences. Specifically, on January 
27, 2015, reactor operators failed to open MO-1301-62, cooling water supply valve, during a manual restart of the 
RCIC system in accordance with procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist.” Additionally, 
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the operating crew failed to identify the valve was out of position even after the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, was received two minutes after the system was re-started and the alarm response procedure identified 
“Improper Valve Lineup” as a probable cause. 

The team evaluated the finding using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions.”
The team determined this finding was not a design or qualification deficiency and was not a potential or actual loss of 
system or safety function, and is therefore of very low safety significance (Green). During the period when the RCIC 
system was operated in this condition, no temperature limits were exceeded. The inspectors noted that in the event of 
a RCIC system automatic start, the cooling water supply valve would have opened automatically. 

This finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
licensed personnel did not implement procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist”, to open 
MO-1301-62. Additionally, Entergy licensed personnel did not implement the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, response procedure to check for an improper valve line-up [H.8]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Condition Adverse to Quality Associated with Core Spray Discharge Header Voiding
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
PNPS staff failed to identify and correct conditions adverse to quality associated with the partial voiding of the ‘A’
core spray (CS) discharge header on January 27, 2015, following the loss of the keepfill system due to a LOOP. PNPS 
entered the issue into the CAP as CR-PNP-2015-01406 and planned procedural changes that would provide guidance 
to operate the affected pumps in order to prevent pump discharge piping from voiding if keepfill pressure is lost. 

The failure to identify, evaluate, and correct the ‘A’ CS discharge header partial voiding following loss of keepfill on 
January 27, 2015, is a performance deficiency that was within Entergy’s ability to foresee and correct. Because the 
issue was not entered into the CAP, the condition was neither evaluated nor was corrective action taken or planned. 
This NRC- identified issue is more than minor because it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
the finding using IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” to IMC 
0609, “Significance Determination Process.” This finding was determined to be of very low safety significance 
(Green) because it was not a deficiency affecting the design or qualification of a mitigating system and did not 
represent an actual loss of at least a single train system or two separate safety systems for greater than the TS allowed 
outage time. 

The finding had a cross-cutting aspect in Problem Identification and Resolution, Identification, because PNPS 
personnel did not implement a CAP with a low threshold for identifying issues. Individuals did not identify the issue 
completely, accurately, and in a timely manner in accordance with the program [P.1]. 

Inspection Report# : 2015007 (pdf)

Barrier Integrity
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Significance: N/A Dec 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Modification to the Spent Fuel Pool Cask Area without Prior NRC Approval
The inspectors identified a Severity Level lV NCV of 10 CFR Part 50.59 in that Entergy did not obtain a licensee 
amendment prior to implementing a change to the plant that required a change to Technical Specifications. 
Specifically, Entergy removed the energy absorbing pad described in TS 4.3.4.b, “Design Features” and FSAR section 
10.3.6, “Consequences of a Dropped Fuel Cask” without receiving prior NRC approval. Entergy submitted a LAR 
supplement to the NRC on September 11, 2014 to remove the energy absorbing pad language from TS, and performed 
an extent of condition review on previous engineering changes and prohibited placing a cask in the spent fuel pool 
until receiving NRC approval for a change to TS 4.3.4.b. The issue was entered into the CAP as CR 2014-4109. 

The inspectors determined that Entergy did not perform an adequate 10 CFR 50.59 evaluation and obtain a license 
amendment prior to removing the spent fuel pool energy absorbing pad. The inspectors determined this was a 
performance deficiency that was within Entergy’s ability to foresee and correct and should have been prevented. 
Because the issue had the potential to affect the NRC’s ability to perform its regulatory function, the inspectors 
evaluated this performance deficiency in accordance with the traditional enforcement process. Using the Enforcement 
Manual, the inspectors determined that the violation was a Severity Level IV (a 10 CFR 50.59 violation that resulted 
in conditions that required NRC approval before implementation) violation. Because this violation involves the 
traditional enforcement process and does not have an underlying technical violation that would be considered more-
than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612, Appendix 
B. 

Inspection Report# : 2014005 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Manage a Yellow Risk Condition for Unavailable Torus Vent Valve
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.65 paragraph (a)
(4) because Entergy did not identify and manage risk for emergent maintenance on primary containment isolation 
valves (PCIVs). Specifically, an incorrect risk assessment resulted in Entergy not recognizing an increase in risk to a 
Yellow condition, and therefore no risk management actions were taken. Entergy has captured this issue in condition 
report (CR)-PNP-2014-2007, has corrected the inadequate risk assessment, and has initiated an apparent cause 
evaluation (ACE) to determine causes and appropriate corrective actions. 

The performance deficiency was more than minor because if left uncorrected the failure to recognize risk and take 
appropriate risk management actions has the potential to lead to more significant safety concerns. Moreover, a review 
of IMC 0612, Appendix E, "Minor Examples," identified that Section 7, “Maintenance Rule,” Example e, reflected a 
similar more than minor example, in that the outcome of the overall elevated plant risk put the plant into a higher risk 
management category and thereby required additional risk management actions. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix K, “Maintenance Risk Assessment and Risk 
Management Significance Determination Process,” issued May 19, 2005, the inspectors determined that this finding is 
of very low safety significance (Green) because the Incremental Core Damage Probability Deficit for the duration of 
the activity was less than 1.0 E-6 per year (approximately 1.29 E-7 per year). This finding has a cross-cutting aspect in 
the area of Human Performance, Consistent Process, because when faced with the requirement to perform emergent, 
unscheduled maintenance, Entergy did not use a consistent, systematic approach to make decisions, and did not 
incorporate appropriate risk insights. Specifically, while Entergy had the tools and processes in place to assess risk for 
emergent conditions, individuals did not consistently use this process, and therefore did not recognize the elevated risk 
condition. 
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Inspection Report# : 2014003 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with TS Required Actions for Inoperable PCIV
The inspectors identified a Green NCV of Technical Specification (TS) 3.7.A, “Primary Containment,” because 
Entergy failed to comply with the TS-required actions for inoperable PCIVs. Specifically, while maintenance was 
being performed on an inoperable automatic PCIV, Entergy failed to either isolate and deactivate at least one 
containment isolation valve in the same line, or to complete an orderly shutdown to the Cold Shutdown condition 
within 24 hours. Entergy has captured this issue in CR-PNP-2014-2008, and has assigned corrective actions to update 
the Pilgrim TS bases document to provide additional guidance on acceptable methods of PCIV isolation. 

The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Barrier Integrity cornerstone, and adversely affected the associated cornerstone objective to provide reasonable 
assurance that physical design barriers (i.e. containment) protect the public from radionuclide releases caused by 
accidents or events. Specifically, Entergy’s failure to close and deactivate a valve in the same line as the inoperable 
PCIV as required by TS did not ensure the operability of the primary containment. In accordance with IMC 0609.04, 
“Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance Determination Process (SDP) 
for Findings at Power,” effective July 1, 2012, the inspectors determined that this finding is of very low safety 
significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment, containment isolation system, or heat removal components. This finding has a cross-cutting aspect in the 
area of Human Performance, Conservative Bias, because Entergy did not use decision-making practices that 
emphasize prudent choices over those that are simply allowable, or in this case, those that are perceived to be 
allowable. Specifically, Entergy’s reliance on the design characteristics of the PCIVs to meet the TS requirement, 
while refraining to take additional measures to ensure the valves remained closed in the case of personnel error or 
equipment malfunction, was not conservative. 

Inspection Report# : 2014003 (pdf)

Emergency Preparedness

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Compensatory Measures for Out-of-Service Emergency Action Level Instrumentation
The inspectors identified a Green NCV of 10 CFR 50.54(q)(2) for failing to follow and maintain an emergency plan 
that meets the requirements of planning standards 10 CFR 50.47(b) and Appendix E. Specifically, on January 27, 
2015, following a loss of instrument air, the indications in the Control Room for Sea Water Bay level were lost, and 
Entergy did not implement compensatory measures, as directed by an Emergency Plan Implementing Procedure, to 
determine whether a Sea Water Bay level emergency action level (EAL) threshold had been exceeded. Entergy 
entered this issue into the CAP as CR-PNP-2015-00948 and initiated corrective actions to identify alternative means 
for assessing this EAL in the event of a loss of Sea Water Bay level instruments. 

The inspectors determined that Entergy’s failure to implement compensatory measures for out-of-service EAL 
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instrumentation was a performance deficiency that was within Entergy’s ability to foresee and correct and should have 
been prevented. Specifically, Entergy did not implement the compensatory measure listed in Attachment 9.2 of EP-IP-
100.1, “Emergency Action Levels,” Revision 10. The inspectors determined that following a loss of instrument air, 
the indications for Sea Water Bay level EAL were lost, rendering those EALs ineffective such that Entergy was not 
able to determine whether a Sea Water Bay level EAL threshold had been exceeded and to declare an emergency 
based on the Sea Water Bay level. This NRC-identified performance deficiency was more than minor because it was 
associated with the emergency response organization performance (program elements not meeting 50.47(b) planning 
standards) attribute of the Emergency Preparedness cornerstone and 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, the out-of-service Sea Water Bay level instrumentation could have led to an 
emergency not being declared in a timely manner. 

The inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” issued 
June 19, 2012. The attachment instructs the inspectors to utilize IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process,” issued September 23, 2014, when the finding is in the licensee’s Emergency 
Preparedness cornerstone. The inspectors determined the finding was associated with risk significant planning 
standard 10 CFR 50.47(b)(4), “Emergency Classification System,” and corresponded to the following Green Finding 
example in Table 5.4-1: an EAL has been rendered ineffective such that any Alert or Unusual Event would not be 
declared, or declared in a degraded manner for a particular off-normal event. Therefore, using Figure 5.4-1, 
“Significance Determination for Ineffective EALs and Overclassification,” and the example in Table 5.4-1, the 
inspectors determined the finding was of very low safety significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Documentation, because Entergy did not 
maintain complete and accurate documentation. Specifically, compensatory measures associated with out-of-service 
EAL instrumentation are not governed by comprehensive and high-quality programs, processes, and procedures [H.7]. 

Inspection Report# : 2015007 (pdf)

Significance: N/A Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report a Major Loss of Emergency Assessment Capability
An NRC-identified SL IV NCV of 10 CFR Part 50.72(b)(3)(xiii) was identified when Entergy failed to make a 
required event notification within eight hours for a major loss of assessment capability. Specifically, an unplanned 
loss occurred of all emergency action level (EAL) instrumentation associated with Sea Water Bay level that resulted 
in an inability to evaluate all EALs for an abnormal water level condition. Entergy entered the issue into the corrective 
action program as CR-PNP-2015-00949. Compliance was restored on February 5, 2015, when Entergy reported the 
major loss of assessment capability under Event Notification (EN) 50790. 

The inspectors determined that Entergy’s failure to submit an event notification in accordance with 10 CFR 50.72 
within the required time was a performance deficiency that was reasonably within Entergy’s ability to foresee and 
correct, and should have been prevented. Since the failure to submit a required event report impacts the regulatory 
process, the violation was evaluated using Section 2.2.4 of the NRC’s Enforcement Policy, dated July 9, 2013, instead 
of the SDP. Using the example listed in Section 6.9.d.9, “A licensee fails to make a report required by 10 CFR 50.72 
or 10 CFR 50.73,” the issue was evaluated and determined to be a SL IV violation. The inspectors reviewed the 
condition for reactor oversight process significance. Because this NRC-identified violation involves the traditional 
enforcement process and does not have an underlying technical violation that would be considered more-than-minor, 
the inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612. 

Inspection Report# : 2015007 (pdf)
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Occupational Radiation Safety

Public Radiation Safety

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

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

Initiating Events

Significance:  Jun 30, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Ineffective Corrective Action Leads to of Cavitation of Residual Heat Removal Pump
A self-revealing Green finding was identified when residual heat removal pump (RHR) ‘B’ experienced cavitation 
during refueling and maintenance outage (RFO) 20 that was a result of inadequate corrective actions associated with 
equipment used to determine flow rate. Specifically, prior to placing augmented fuel pool cooling mode in service on 
April 26, 2015, Entergy did not ensure that the temporary flow transmitter was properly setup and calibrated because 
corrective actions from 2011 were not adequate to ensure proper setup in the future. As a result, when operators went 
to raise flow in accordance with their procedural requirement, residual heat removal pump ‘B’ experienced cavitation 
and operators secured the pump because the flow transmitter was inaccurately reading low. Entergy’s immediate 
corrective actions included entering the issue into the corrective action program (CAP) as CR-2015-3724, re-
calibrating and setting up the ultrasonic flow meter, and establishing a second ultrasonic flow meter to ensure proper 
flow. Inspectors performed a walkdown to ensure proper operation of the ultrasonic flow meters, and confirmed 
similar readings between the two flow meters on April 27, 2015. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the ‘B’ RHR pump was 
secured from AFPC mode 2 on April 26, 2015 when the installed ultrasonic flow meter did not read properly, leading 
to operation of the ‘B’ RHR pump outside of flow limits specified in procedure 2.2.85.2 and cavitation of the pump. 
This finding was evaluated in accordance with IMC 0609.04 Initial Characterization of Findings,” and Exhibit 2, 
Section C.6 of IMC 0609 Appendix G, Attachment 1, “Shutdown Operations Significance Determination Process 
Phase 1 Initial Screening and Characterization of Findings,” issued May 9, 2014, the inspectors determined that this 
finding is of very low safety significance (Green) because while the performance deficiency resulted in the ‘B’ RHR 
pump being secured due to cavitation, it did occur when the refuel canal/cavity was flooded and did not increase the 
likelihood of a fire or internal/external flood that could cause an shutdown initiating event. This finding has a cross-
cutting aspect in the area of Problem Identification and Resolution, Evaluation, because Entergy staff did not 
thoroughly evaluate the issues associated with the ultrasonic flow meter in 2011 and 2013 to ensure that resolutions 
address causes and extent of conditions commensurate with their safety significance. Specifically, Entergy’s 
corrective action process did not thoroughly evaluate and develop appropriate corrective actions for CR-2011-1847 
and CR-2013-2857 to ensure the cause was addressed to prevent challenges using ultrasonic flow meters during AFPC 
for both mode one and mode two. (P.2) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadequate Testing of the Diesel-Driven Air Compressor
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. A self-revealing Green finding was identified for Entergy’s failure to verify that the diesel-driven air compressor (K-
117) was available for service prior to the January 27, 2015 winter storm. Specifically, although K-117 was tested 
prior to the winter storm, the test methodology did not reveal that the capacity of the starting battery was inadequate. 
The failure to verify that the diesel-driven air compressor (K-117) was available for service prior to the January 27, 
2015 winter storm is a performance deficiency that was within Entergy’s ability to foresee and correct. This resulted 
in a loss of instrument air during the plant trip which complicated the event response. Entergy entered the issue into 
the corrective action program (CAP) as condition report (CR)-PNP-2015-00559 and initiated actions to supply 
instrument air with a temporary air compressor. Entergy also revised the operability test for K-117 air compressor to 
remove the alternating current (AC) power source prior to starting the air compressor. 

This self-revealing issue was more than minor because it is associated with the procedure quality and design control 
attributes of the Initiating Events cornerstone and adversely impacted 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, failure of K-117 resulted in loss of instrument air, which adversely impacted the plant response during 
the January 27, 2015 winter storm. Additionally, this issue is also associated with the procedure quality and design 
control attributes of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating event to prevent undesirable consequences. 

The inspectors screened the issue under the Initiating Events cornerstone using Attachment 4 and Exhibit 1 of 
Appendix A to IMC 0609, “Significance Determination Process,” because that cornerstone was determined to be more 
impacted by the finding than the Mitigating Systems cornerstone. The inspectors concluded that a detailed risk 
evaluation would be required because the finding involved the complete loss of a support system (instrument air) that 
contributes to the likelihood of an initiating event and affects mitigation equipment. A senior reactor analyst 
performed a detailed risk evaluation of this issue. The NRC model for PNPS was adjusted to account for a loss of the 
instrument air compressor on a LOOP. The change in core damage frequency was very low. A review of the dominant 
accident sequences indicated the contribution from a large early release and from external risk contributors to be very 
small. Therefore, the issue was determined to be of very low risk significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Design Margins, because Entergy failed to 
ensure that the K-117 battery was designed with adequate margin. This finding is reflective of current performance 
because the inadequate design margin of the battery should have been discovered through proper testing [H.6]. 

Inspection Report# : 2015007 (pdf)

Significance:  Dec 12, 2014
Identified By: NRC
Item Type: FIN Finding
Failure to Fully Derive the Cause of a Manual Scram
Inspectors identified a Green finding because Entergy did not fully derive the causes of the manual scram on August 
22, 2013, following a loss of all feedwater. Specifically Entergy did not investigate the causes of a failed cable splice 
which directly caused an electrical transient that resulted in the automatic tripping of all three reactor feed pumps 
(RFPs) in accordance with the standards in Entergy procedures EN-LI-118, “Cause Evaluation Process,” and EN-LI-
118-01, “Event and Causal Factor Charting.” Entergy entered the issue into the CAP as condition report (CR)-PNP-
2014-5796 and initiated additional causal analysis to determine why the splice was improperly fabricated. 

This performance deficiency affects the equipment performance attribute of the Initiating Events cornerstone, because 
the failure to fully derive the causes of the failed splice prevented them from taking appropriate actions to evaluate 
and correct those causes. This impacts 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 because unidentified 
deficiencies could lead to similar electrical transients which could cause similar 
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plant transients and scrams. The inspectors determined the significance of the finding using IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power.” The finding was determined to be of very low 
safety significance (Green) because the finding was a transient initiator and, although the event being evaluated for 
causal factors caused a reactor scram and loss of mitigation equipment, the failure to identify all the causes of the 
event and plan appropriate corrective actions has not resulted in a subsequent reactor scram or loss of mitigating 
equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, 
because Entergy did not thoroughly evaluate the issue of the manual scram to ensure that resolutions address causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy focused on the causes 
related to the modification of the feed pump trips and did not fully evaluate the causes related to the failed splice. 
[P.2] 

Inspection Report# : 2014008 (pdf)

Significance:  Dec 12, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Complete Several Corrective Actions as Required by Program Requirements
The inspectors identified a Green finding for Entergy's failure to identify and correct conditions adverse to quality by 
implementing adequate and timely actions to address similar conditions. Specifically, inspectors identified multiple 
examples of failure to implement the corrective actions in accordance with CAP requirements which resulted in 
failing to identify and correct several conditions adverse to quality. Two of the finding examples also involved a NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Entergy’s immediate corrective actions included entering the issues into their CAP as CR-PNP-2014-5909, CR-PNP-
2014-5976; CR-PNP-2014-5977, CR-PNP-2014-5682, CR-PNP-2014-5625, CR-PNP-2014-5826, CRPNP-2014-
5735, and CR-PNP-2014-06067. Additionally, Entergy took action to address the conditions adverse to quality by 
revising procedures and specifying additional procedure reviews to identify and correct other conditions adverse to 
quality. 

The failure to implement CAP procedural requirements with respect to corrective action response and documentation 
was a performance deficiency. This finding was determined to be more than minor because it was similar to IMC 
0612, "Power Reactor Inspection Reports," Appendix E, "Examples of Minor Issues," example 3.j in that it represents 
a significant programmatic deficiency that could lead to worse errors if uncorrected. Specifically, if left uncorrected 
this issue would have the potential to lead to a more significant safety concern because not following an established 
process for completing corrective actions could result in a failure to identify and correct conditions adverse to quality 
or other adverse conditions. Additionally, this performance deficiency affects the procedure quality, equipment 
performance, and human performance attributes of the Initiating Events cornerstone, and impacts the objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, a severe weather procedure did not prescribe sufficient actions that would limit the 
likelihood of ice bridging or place the plant in a condition that it could respond to a loss of offsite power (LOOP) 
without potentially upsetting plant stability, and the failure to conduct insulator testing prevented the station from 
assessing its replacement strategy. Additionally, several surveillance procedures did not provide sufficient barriers 
(e.g. critical step annotation, test equipment verification, etc.) in accordance with the station programs to limit the 
likelihood of scrams and other transients during testing. 

The inspectors determined the significance of the finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power.” The finding was determined to be of very low safety significance 
(Green) because the failure to implement corrective actions has not resulted in a subsequent reactor scram or loss of 
mitigating equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because Entergy did not take effective corrective actions to address issues in a timely manner 
commensurate with their safety significance. Specifically, corrective actions were not completed in accordance with 
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Entergy’s CAP and, in some cases, after identification of unsatisfactory closure by Entergy, follow-up actions were 
inadequate to resolve the deficiencies. [P.3]
Inspection Report# : 2014008 (pdf)

Significance:  Jul 01, 2014
Identified By: NRC
Item Type: FIN Finding
Parallel White Unplanned Scrams with Complications PI Finding
The NRC assigned two parallel White PI inspection findings involving a significant weakness identified in Entergy's 
causal evaluation and corrective actions for the White Unplanned Scrams with Complications PI. 

In accordance with IP 95002 and NRC IMC 0305, "Operating Reactor Assessment Program," parallel PI inspection 
findings are assigned the same safety significance as the initiating PIs. This parallel PI inspection finding provides for 
additional NRC review of Entergy's actions to address the weaknesses identified in this report. This finding takes the 
color (White) of the PI. The parallel inspection finding associated with the White Unplanned Scrams with 
Complications PI will take effect in the 3rd quarter of 2014, which is the quarter the White PI was no longer 
considered an Action Matrix input in accordance with Section 11.02.b of IMC 0305, “Operating Reactor Assessment 
Program.”

Inspection Report# : 2014008 (pdf)

Significance:  Jan 01, 2014
Identified By: NRC
Item Type: FIN Finding
Parallel White Unplanned Scrams per 7000 Critical Hours PI Finding
The NRC assigned a parallel White PI inspection findings involving a significant weakness identified in Entergy's 
causal evaluation and corrective actions for the White Unplanned Scrams per 7000 Critical Hours PIs. 

In accordance with IP 95002 and NRC IMC 0305, "Operating Reactor Assessment Program," parallel PI inspection 
findings are assigned the same safety significance as the initiating PIs. This parallel PI inspection findings provides 
for additional NRC review of Entergy's actions to address the weaknesses identified in this report. This finding takes 
the color (White) of the PIs. The parallel inspection finding associated with the White Unplanned Scrams per 7000 
Critical Hours PI will take effect in the 1st quarter of 2014, which is the quarter the White PI was no longer 
considered an Action Matrix input in accordance with Section 11.02.b of IMC 0305, “Operating Reactor Assessment 
Program.”

Inspection Report# : 2014008 (pdf)

Mitigating Systems

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Determination for the X-107B EDG Results in TS Violation
Green. The inspectors identified a Green NCV of TS 3.5.F, “Minimum Low Pressure Cooling and Diesel Generator 
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Availability,” was identified for Entergy’s failure to perform TS SR 4.5.F.1 to determine that the X-107A EDG was 
not inoperable due to a common cause failure, or to perform the TS-specified EDG monthly surveillance test, within 
24 hours of the time that operators should reasonably have determined that the X-107B EDG should be considered 
inoperable. Specifically, after engine coolant had been observed spraying from one of the open cylinder test cocks 
during X-107B EDG pre-start checks, operators determined that the EDG remained operable because the volume of 
leakage that had been observed would not have precluded a successful start of the engine. Operators did not consider 
that potential sources of leakage, such as a crack in the cylinder or cylinder head, could reasonably worsen during 
operation, such that the engine would not be able to complete its 30-day mission time, and therefore should be 
declared inoperable. Entergy’s immediate corrective actions included replacement of the X-107B EDG 9L cylinder 
head and sending out the damaged cylinder head for analysis by a vendor. The completion of the analysis by the 
vendor is being tracked by CR-2015-2109. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
operability of the X-107A EDG was not verified, either through determination that it was not inoperable due to a 
common cause failure or through performance of the monthly TS-required surveillance, nor was availability of the 
offsite power sources verified through verification of correct breaker alignment and indicated power availability. This 
finding was evaluated in accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 
0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that 
this finding was of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a safety 
function of a single train for greater than its technical specification allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. This finding had a cross-
cutting aspect in the area of Problem Identification, Evaluation, because Entergy staff did not thoroughly evaluate the 
issue to ensure that resolutions address the cause and extent of condition commensurate with the issues safety 
significance. Specifically, Entergy staff failed to thoroughly evaluate the X-107B EDG 9L cylinder head crack 
through the operability determination process and thus ensure actions of TS 3.5.F were followed. The evaluation 
failed to consider the 30 day mission time associated with the design basis of the EDG and did not recognize that the 
condition would likely worsen during EDG operation through cooling water leaking into the lubrication oil system. 
(P.2) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Testing of Safety-Related Undervoltage Alarm Relays
The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50, Appendix B, Criterion 
XI, “Test Control,” because Entergy did not establish requirements in accordance with their test program for safety 
related 4160 V degraded voltage relays in accordance with Updated Final Safety Analysis Report (UFSAR) Section 
8.4.7. Specifically, 4160V switchgear relays 127-509/1 & 2 undervoltage setpoints were not tested for the first time 
until March 2015, which identified the relays were out of calibration by 23 percent. This impacted operators ability to 
perform alarm response procedure, ARP-C3L, which directs operators to trip the X107A emergency diesel generator 
(EDG) when the alarm for relay 127-509/1 & 2 is received. Entergy entered CR-PNP-2015-1614 and CR-PNP-2015-
1623 into the corrective action program (CAP) to address the degraded condition. Corrective actions included an 
immediate operability determination and re-calibration of the relays to their required set points prior to restoration of 
the X107A EDG. 

This finding is more than minor because it impacted the equipment performance attribute of the Mitigating Systems 
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cornerstone and adversely affected the cornerstone objective of ensuring the reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Additionally, the finding is similar to example 1.a in 
Appendix E of IMC 0612, because no record of testing had ever been recorded or performed; and that testing in 2015 
determined that relays 127-509/1 & 2 were degraded and would have impacted the operators ability to take alarm 
response procedure actions. In accordance with IMC 0609 Attachment 4, “Phase 1 – Initial Screening and 
Characterization of Findings,” and Exhibit 2 of IMC 0609 Appendix A, “The Significance Determination Process for 
Findings At-Power,” issued June 19, 2012, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not represent a loss of a safety system, did not represent a loss of a safety function 
of a system or a single train greater than its allowed outage time, and did not screen as potentially risk significant due 
to external events. Specifically, although testing was not being performed to ensure proper relay response, inspectors 
confirmed relay protection was available to ensure that at a minimum ECCS injection valves would not have been 
impacted if the X107A EDG voltage regulator failed during a LOOP/LOCA. This finding had a cross-cutting aspect in 
the area of problem identification and resolution related to identification because Entergy did not implement the CAP 
with a low threshold for identifying issues. Specifically, Entergy had multiple opportunities to identify that relays 127-
509/1 & 2 undervoltage dropout settings were not being tested during establishment of the test setup or through 
periodic trending against similar relays in other systems [P.1]. 

Inspection Report# : 2015001 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Past Operability Assessment of 'C' Safety Relief Valve
The team identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion 
V, “Instructions, Procedures, and Drawings,” when Entergy staff performed an inadequate past operability 
determination that assessed performance of the ‘C’ safety/relief valve (SRV), which did not open as expected when 
called upon to function. Specifically, following the January 27, 2015 reactor scram, operators placed an open demand 
for the ‘C’ SRV twice during post-scram recovery operations, but the valve did not respond as expected and did not 
perform its pressure reduction function on both occasions. Entergy’s subsequent past operability assessment for the 
valve’s operation incorrectly concluded that the valve was fully capable of performing its required functions during its 
installed service. In response to the team’s past operability concerns, Entergy subsequently re-evaluated the past 
operability of ‘C’ SRV and concluded that it was inoperable and placed the issue into the corrective action program 
(CAP) as CR-PNP-2015-02051. 

The team determined the failure to adequately assess past operability of the ‘C’ SRV was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct. This NRC-identified performance deficiency is 
more 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 core damage. The team evaluated the finding using IMC 0609, Appendix 
0609.04, “Initial Characterization of Findings,” which directed the use of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power.” Using Exhibit 2, “Mitigating Systems Screening Questions,” of IMC 
0609, Appendix A, the team determined this finding was not a design or qualification deficiency and was not a 
potential or actual loss of system or safety function, and was therefore of very low safety significance (Green). 

The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because Entergy did not use 
decision making practices that emphasized prudent choices over those that are simply allowable. Specifically, Entergy 
did not appropriately evaluate unexpected and unsatisfactory performance of the ‘C’ SRV in consideration of the 
entire pressure range that the SRV, including its automatic depressurization system (ADS) function, was required to 
be operable [H.14]. 
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Inspection Report# : 2015007 (pdf)

Significance: TBD Mar 20, 2015
Identified By: Self-Revealing
Item Type: AV Apparent Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White finding and Apparent Violation (AV) of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. 

Entergy’s failure to identify, evaluate, and correct the condition of the ‘A’ SRV’s failure to open upon manual 
actuation during a plant cooldown on February 9, 2013, was a performance deficiency. In addition, the failure to take 
actions to preclude repetition resulted in the ‘C’ SRV failing to open due to a similar cause following the January 27, 
2015 LOOP event. The self-revealing finding was within Entergy’s ability to foresee and correct because indications 
were available to determine that the ‘A’ SRV valve did not open upon manual actuation. This was discovered as a 
result of an extent of condition review of the ‘C’ SRV failing to open upon manual actuation following the January 
27, 2015 LOOP event. This performance deficiency is more than minor because it could reasonably be viewed as a 
precursor to a significant event if two of the four SRVs failed to open when demanded to depressurize the reactor, 
following the failure of high pressure injection systems or torus cooling, to allow low pressure injection systems to 
maintain reactor coolant system inventory following certain initiating events. In addition, it is associated with the 
Mitigating Systems cornerstone attribute of equipment performance and affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions,” issued June 19, 2012. The screening determined that a detailed risk 
evaluation was required because it was assumed that for a year period, two of the four SRVs were in a degraded state 
such that they potentially would not have functioned to open at some pressure lower than rated pressure and would not 
fulfill their safety function for greater than the TS allowed outage time. Specifically, the assumptions of failures to 
open were based on: a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’
SRV; examination of the valve internals at the testing vendor (National Technical Systems); and a previous failed 
actual opening demand at 114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. 

The staff determined that there wasn’t an existing SDP risk tool that is suitable to assess the significance of this 
finding with high confidence, mainly because of the uncertainties associated with: the degradation mechanism and it’s 
rate; the range of reactor pressure at which the degraded valves could be assumed to fully function; any potential 
benefit from an SRV lifting at rated pressure, such that the degradation would be less likely to occur and, therefore, 
prevent a subsequent failure at low pressure in the near-term; the time based nature of plant transient response relative 
to when high pressure injection sources fail and the associated impact of reduced decay heat on the SRV 
depressurization success criteria; and the ability to credit other high pressure sources of water. 
Based on the considerations above, the risk evaluation was performed using IMC 0609, Appendix M, “Significance 
Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made a preliminary determination 
that the finding was of low to moderate safety significance (White) based on quantitative and qualitative evaluations. 
The detailed risk evaluation is contained in Attachment 4 to this report. 
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This finding does not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage 
following the January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis 
of the installed SRVs which concluded that a reasonable assurance of operability existed. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Loss of Instrument Air Abnormal Operating Procedure
. A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because Entergy failed to include appropriate 
operator actions to both recognize the effects of and recover systems and components important to safety within 
Procedure 5.3.8, “Loss of Instrument Air,” abnormal operating procedure. Entergy entered this issue into the CAP as 
PNP-CR-2015 0888 and issued a revision to Procedure 5.3.8 to provide additional guidance to operators during a loss 
of instrument air. 

The inspectors determined that the level of detail in Procedure 5.3.8, “Loss of Instrument Air,” Revision 39, was 
inadequate to provide appropriate operator guidance to identify and mitigate key events of January 27, 2015. This 
self-revealing performance deficiency was reasonably within the ability of Entergy personnel to foresee and the issue 
should have been prevented. The finding was more than minor because it was associated with the procedure quality 
attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesired consequences. 
The lack of adequate instructions in the procedure adversely affected several operator actions and plant equipment on 
January 27, 2015, during the LOOP and loss of instrument air. 

The team evaluated the finding using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions.”
The team determined this finding was of very low safety significance (Green) because it was not a design or 
qualification deficiency, did not result in a loss of function of a TS required system, and did not represent an actual 
loss of function of one or more non-TS trains of equipment designated as a high safety-significant system. 

This finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy leaders did not 
ensure that personnel, equipment, procedures, and other resources were available and adequate to support nuclear 
safety [H.1]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow RCIC System Manual Restart Procedure
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because the operating crew failed to implement 
a procedure step to open the reactor core isolation cooling (RCIC) system cooling water supply valve during a manual 
startup of the system. As a result, the RCIC system was operated for over 2 ½ hours with no cooling water being 
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supplied to the lubricating oil cooler or to the barometric condenser. Entergy entered the issue into the CAP as CR-
PNP-2015-0566, CR-PNP-2015-0570, and CR-PNP-2015-0952 and conducted a human performance review of the 
Control Room operators involved with the issue. 

The inspectors determined that the failure to implement Procedure 5.3.35.1, Attachment 29, “RCIC Injection –
Manual Alignment Checklist,” and the Vacuum Tank Pressure Hi Alarm, C904L-F3, alarm response procedure was a 
performance deficiency and was reasonably within the ability of Entergy personnel to foresee and prevent. This self-
revealing finding was more than minor because it was associated with the human performance attribute of the 
Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesired consequences. Specifically, on January 
27, 2015, reactor operators failed to open MO-1301-62, cooling water supply valve, during a manual restart of the 
RCIC system in accordance with procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist.” Additionally, 
the operating crew failed to identify the valve was out of position even after the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, was received two minutes after the system was re-started and the alarm response procedure identified 
“Improper Valve Lineup” as a probable cause. 

The team evaluated the finding using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions.”
The team determined this finding was not a design or qualification deficiency and was not a potential or actual loss of 
system or safety function, and is therefore of very low safety significance (Green). During the period when the RCIC 
system was operated in this condition, no temperature limits were exceeded. The inspectors noted that in the event of 
a RCIC system automatic start, the cooling water supply valve would have opened automatically. 

This finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
licensed personnel did not implement procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist”, to open 
MO-1301-62. Additionally, Entergy licensed personnel did not implement the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, response procedure to check for an improper valve line-up [H.8]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Condition Adverse to Quality Associated with Core Spray Discharge Header Voiding
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
PNPS staff failed to identify and correct conditions adverse to quality associated with the partial voiding of the ‘A’
core spray (CS) discharge header on January 27, 2015, following the loss of the keepfill system due to a LOOP. PNPS 
entered the issue into the CAP as CR-PNP-2015-01406 and planned procedural changes that would provide guidance 
to operate the affected pumps in order to prevent pump discharge piping from voiding if keepfill pressure is lost. 

The failure to identify, evaluate, and correct the ‘A’ CS discharge header partial voiding following loss of keepfill on 
January 27, 2015, is a performance deficiency that was within Entergy’s ability to foresee and correct. Because the 
issue was not entered into the CAP, the condition was neither evaluated nor was corrective action taken or planned. 
This NRC- identified issue is more than minor because it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
the finding using IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” to IMC 
0609, “Significance Determination Process.” This finding was determined to be of very low safety significance 
(Green) because it was not a deficiency affecting the design or qualification of a mitigating system and did not 
represent an actual loss of at least a single train system or two separate safety systems for greater than the TS allowed 
outage time. 
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The finding had a cross-cutting aspect in Problem Identification and Resolution, Identification, because PNPS 
personnel did not implement a CAP with a low threshold for identifying issues. Individuals did not identify the issue 
completely, accurately, and in a timely manner in accordance with the program [P.1]. 

Inspection Report# : 2015007 (pdf)

Barrier Integrity
Significance: N/A Dec 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Modification to the Spent Fuel Pool Cask Area without Prior NRC Approval
The inspectors identified a Severity Level lV NCV of 10 CFR Part 50.59 in that Entergy did not obtain a licensee 
amendment prior to implementing a change to the plant that required a change to Technical Specifications. 
Specifically, Entergy removed the energy absorbing pad described in TS 4.3.4.b, “Design Features” and FSAR section 
10.3.6, “Consequences of a Dropped Fuel Cask” without receiving prior NRC approval. Entergy submitted a LAR 
supplement to the NRC on September 11, 2014 to remove the energy absorbing pad language from TS, and performed 
an extent of condition review on previous engineering changes and prohibited placing a cask in the spent fuel pool 
until receiving NRC approval for a change to TS 4.3.4.b. The issue was entered into the CAP as CR 2014-4109. 

The inspectors determined that Entergy did not perform an adequate 10 CFR 50.59 evaluation and obtain a license 
amendment prior to removing the spent fuel pool energy absorbing pad. The inspectors determined this was a 
performance deficiency that was within Entergy’s ability to foresee and correct and should have been prevented. 
Because the issue had the potential to affect the NRC’s ability to perform its regulatory function, the inspectors 
evaluated this performance deficiency in accordance with the traditional enforcement process. Using the Enforcement 
Manual, the inspectors determined that the violation was a Severity Level IV (a 10 CFR 50.59 violation that resulted 
in conditions that required NRC approval before implementation) violation. Because this violation involves the 
traditional enforcement process and does not have an underlying technical violation that would be considered more-
than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612, Appendix 
B. 

Inspection Report# : 2014005 (pdf)

Emergency Preparedness

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Compensatory Measures for Out-of-Service Emergency Action Level Instrumentation
The inspectors identified a Green NCV of 10 CFR 50.54(q)(2) for failing to follow and maintain an emergency plan 
that meets the requirements of planning standards 10 CFR 50.47(b) and Appendix E. Specifically, on January 27, 
2015, following a loss of instrument air, the indications in the Control Room for Sea Water Bay level were lost, and 
Entergy did not implement compensatory measures, as directed by an Emergency Plan Implementing Procedure, to 
determine whether a Sea Water Bay level emergency action level (EAL) threshold had been exceeded. Entergy 
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entered this issue into the CAP as CR-PNP-2015-00948 and initiated corrective actions to identify alternative means 
for assessing this EAL in the event of a loss of Sea Water Bay level instruments. 

The inspectors determined that Entergy’s failure to implement compensatory measures for out-of-service EAL 
instrumentation was a performance deficiency that was within Entergy’s ability to foresee and correct and should have 
been prevented. Specifically, Entergy did not implement the compensatory measure listed in Attachment 9.2 of EP-IP-
100.1, “Emergency Action Levels,” Revision 10. The inspectors determined that following a loss of instrument air, 
the indications for Sea Water Bay level EAL were lost, rendering those EALs ineffective such that Entergy was not 
able to determine whether a Sea Water Bay level EAL threshold had been exceeded and to declare an emergency 
based on the Sea Water Bay level. This NRC-identified performance deficiency was more than minor because it was 
associated with the emergency response organization performance (program elements not meeting 50.47(b) planning 
standards) attribute of the Emergency Preparedness cornerstone and 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, the out-of-service Sea Water Bay level instrumentation could have led to an 
emergency not being declared in a timely manner. 

The inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” issued 
June 19, 2012. The attachment instructs the inspectors to utilize IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process,” issued September 23, 2014, when the finding is in the licensee’s Emergency 
Preparedness cornerstone. The inspectors determined the finding was associated with risk significant planning 
standard 10 CFR 50.47(b)(4), “Emergency Classification System,” and corresponded to the following Green Finding 
example in Table 5.4-1: an EAL has been rendered ineffective such that any Alert or Unusual Event would not be 
declared, or declared in a degraded manner for a particular off-normal event. Therefore, using Figure 5.4-1, 
“Significance Determination for Ineffective EALs and Overclassification,” and the example in Table 5.4-1, the 
inspectors determined the finding was of very low safety significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Documentation, because Entergy did not 
maintain complete and accurate documentation. Specifically, compensatory measures associated with out-of-service 
EAL instrumentation are not governed by comprehensive and high-quality programs, processes, and procedures [H.7]. 

Inspection Report# : 2015007 (pdf)

Significance: N/A Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report a Major Loss of Emergency Assessment Capability
An NRC-identified SL IV NCV of 10 CFR Part 50.72(b)(3)(xiii) was identified when Entergy failed to make a 
required event notification within eight hours for a major loss of assessment capability. Specifically, an unplanned 
loss occurred of all emergency action level (EAL) instrumentation associated with Sea Water Bay level that resulted 
in an inability to evaluate all EALs for an abnormal water level condition. Entergy entered the issue into the corrective 
action program as CR-PNP-2015-00949. Compliance was restored on February 5, 2015, when Entergy reported the 
major loss of assessment capability under Event Notification (EN) 50790. 

The inspectors determined that Entergy’s failure to submit an event notification in accordance with 10 CFR 50.72 
within the required time was a performance deficiency that was reasonably within Entergy’s ability to foresee and 
correct, and should have been prevented. Since the failure to submit a required event report impacts the regulatory 
process, the violation was evaluated using Section 2.2.4 of the NRC’s Enforcement Policy, dated July 9, 2013, instead 
of the SDP. Using the example listed in Section 6.9.d.9, “A licensee fails to make a report required by 10 CFR 50.72 
or 10 CFR 50.73,” the issue was evaluated and determined to be a SL IV violation. The inspectors reviewed the 
condition for reactor oversight process significance. Because this NRC-identified violation involves the traditional 
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enforcement process and does not have an underlying technical violation that would be considered more-than-minor, 
the inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612. 

Inspection Report# : 2015007 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Conduct Operations to Miniimze the Introduction of Residual Radioactivity to the Site
Green. An NRC-identified Green NCV of Title 10 CFR 20.1406(c) was identified in that Entergy did not conduct 
operations to minimize the introduction of residual radioactivity on site. Entergy did not take action to reduce residual 
radioactive waste from the site in a timely manner over fourteen years. Entergy entered this issue into the corrective 
action program as CR-2015-05745 with actions to characterize and evaluate the adverse conditions identified by the 
inspector 

The failure to minimize residual radioactive waste is a performance deficiency within Entergy’s ability to foresee and 
correct, and should have been prevented. Specifically, radioactive waste was not minimized due to Entergy’s failure to 
address long standing issues of radioactive waste from overfill of tanks, drains, and the abandonment of the 
concentrator resulting in the dispersal of highly radioactive material in those rooms over a fourteen year period. The 
issue is more than minor because it is associated with the program and process attribute of the Public Radiation Safety 
cornerstone and affected the cornerstone objective to ensure the licensee’s ability to prevent inadvertent release and/or 
loss of control of licensed material to an unrestricted area. In accordance with IMC 0609, Appendix D, "Public 
Radiation Safety Significance Determination Process," the finding was determined to be of very low safety 
significance (Green) because Entergy had an issue involving radioactive material control, but did not involve: (1) 
transportation; or (2) public exposure in excess of 0.005 Rem. The finding has a cross-cutting aspect in the area of 
problem identification and resolution, Resolution, in that Entergy did not adequately address the radioactive waste in a 
fourteen year time period (P.3). 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Ship Category 2 Radioactive Material - Quantity of Concern
Green. The inspectors identified a Green NCV of 10 CFR 71.5, “Transportation of Licensed Material,” and 49 CFR 
172, Subpart I, “Safety and Security Plans.” Specifically, Entergy shipped a category 2 RAM-QC on public highways 
to a waste processor without adhering to a transportation security plan. Prior to shipment, Entergy’s staff failed to 
recognize that the quantity of radioactive material met the definition RAM QC. Entergy entered the issue into their 
corrective action program as CR-2015-05746 to address changes in Department of Transportation requirements. 
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The issue is more than minor because it is associated with the program and process attribute of the Public Radiation 
Safety cornerstone and affected the cornerstone objective to ensure the safe transport of radioactive material on public 
highways in accordance with regulations. The finding was determined to be of very low safety significance (Green) 
because Entergy had an issue involving transportation of radioactive material, but it did not involve: (1) a radiation 
limit that was exceeded; (2) a breach of package during transport; (3) a certificate of compliance issue; (4) a low level 
burial ground nonconformance; or (5) a failure to make notifications or provide emergency information. The finding 
had a cross-cutting aspect in the area of problem identification and resolution, Identification, in that the licensee did 
not have a low threshold for identifying issues. Specifically, the security transportation plan requirements became 
effective in March 2003, had not been effectively identified by Entergy (P.1). 

Inspection Report# : 2015002 (pdf)

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

Miscellaneous
Significance: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit an LER
Severity Level IV: The inspectors identified a Severity Level IV non-cited violation (NCV) because Entergy 
personnel did not provide a written report to the NRC within 60 days after discovery of the event as required by 10 
CFR 50.73(a)(2)(i)(B) for a condition which was prohibited by TS 3.5.E, “Automatic Depressurization System 
(ADS).” Specifically, on January 27, 2015, Pilgrim experienced a loss of offsite power and reactor scram during a 
winter storm. While operators performed a reactor cooldown with manual operation of safety relief valves (SRVs), the 
3C SRV twice failed to open upon demand by the operations crew. Entergy staff initiated condition report CR-PNP-
2015-0561 to document SRV 3C’s failure to open, and the valve was immediately declared inoperable. The inspectors 
determined that the improper operation of SRV 3C was reportable in accordance with 10 CFR 50.73(a)(2)(i)(B). 
Entergy has captured this issue in condition report CR-2015-6191. 

The inspectors determined that Entergy’s failure to submit an event notification in accordance with 10 CFR 50.73 
within the required time was a performance deficiency that was reasonably within Entergy’s ability to forsee and 
correct, and should have been prevented. Because the issue had the potential to affect the NRC’s ability to perform its 
regulatory function, the inspectors evaluated this performance deficiency in accordance with the traditional 
enforcement process. Using example 6.9.d.9 from the Enforcement Policy, the inspectors determined that the violation 
was a Severity Level IV (a failure of a licensee to make a report required by 10 CFR 50.72 or 10 CFR 50.73) 
violation. Because this violation involves the traditional enforcement process and does not have an underlying 
technical violation, inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612, 
Appendix B. 
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Pilgrim 1
3Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Ineffective Corrective Action Leads to of Cavitation of Residual Heat Removal Pump
A self-revealing Green finding was identified when residual heat removal pump (RHR) ‘B’ experienced cavitation 
during refueling and maintenance outage (RFO) 20 that was a result of inadequate corrective actions associated with 
equipment used to determine flow rate. Specifically, prior to placing augmented fuel pool cooling mode in service on 
April 26, 2015, Entergy did not ensure that the temporary flow transmitter was properly setup and calibrated because 
corrective actions from 2011 were not adequate to ensure proper setup in the future. As a result, when operators went 
to raise flow in accordance with their procedural requirement, residual heat removal pump ‘B’ experienced cavitation 
and operators secured the pump because the flow transmitter was inaccurately reading low. Entergy’s immediate 
corrective actions included entering the issue into the corrective action program (CAP) as CR-2015-3724, re-
calibrating and setting up the ultrasonic flow meter, and establishing a second ultrasonic flow meter to ensure proper 
flow. Inspectors performed a walkdown to ensure proper operation of the ultrasonic flow meters, and confirmed 
similar readings between the two flow meters on April 27, 2015. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the ‘B’ RHR pump was 
secured from AFPC mode 2 on April 26, 2015 when the installed ultrasonic flow meter did not read properly, leading 
to operation of the ‘B’ RHR pump outside of flow limits specified in procedure 2.2.85.2 and cavitation of the pump. 
This finding was evaluated in accordance with IMC 0609.04 Initial Characterization of Findings,” and Exhibit 2, 
Section C.6 of IMC 0609 Appendix G, Attachment 1, “Shutdown Operations Significance Determination Process 
Phase 1 Initial Screening and Characterization of Findings,” issued May 9, 2014, the inspectors determined that this 
finding is of very low safety significance (Green) because while the performance deficiency resulted in the ‘B’ RHR 
pump being secured due to cavitation, it did occur when the refuel canal/cavity was flooded and did not increase the 
likelihood of a fire or internal/external flood that could cause an shutdown initiating event. This finding has a cross-
cutting aspect in the area of Problem Identification and Resolution, Evaluation, because Entergy staff did not 
thoroughly evaluate the issues associated with the ultrasonic flow meter in 2011 and 2013 to ensure that resolutions 
address causes and extent of conditions commensurate with their safety significance. Specifically, Entergy’s 
corrective action process did not thoroughly evaluate and develop appropriate corrective actions for CR-2011-1847 
and CR-2013-2857 to ensure the cause was addressed to prevent challenges using ultrasonic flow meters during AFPC 
for both mode one and mode two. (P.2) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadequate Testing of the Diesel-Driven Air Compressor
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. A self-revealing Green finding was identified for Entergy’s failure to verify that the diesel-driven air compressor (K-
117) was available for service prior to the January 27, 2015 winter storm. Specifically, although K-117 was tested 
prior to the winter storm, the test methodology did not reveal that the capacity of the starting battery was inadequate. 
The failure to verify that the diesel-driven air compressor (K-117) was available for service prior to the January 27, 
2015 winter storm is a performance deficiency that was within Entergy’s ability to foresee and correct. This resulted 
in a loss of instrument air during the plant trip which complicated the event response. Entergy entered the issue into 
the corrective action program (CAP) as condition report (CR)-PNP-2015-00559 and initiated actions to supply 
instrument air with a temporary air compressor. Entergy also revised the operability test for K-117 air compressor to 
remove the alternating current (AC) power source prior to starting the air compressor. 

This self-revealing issue was more than minor because it is associated with the procedure quality and design control 
attributes of the Initiating Events cornerstone and adversely impacted 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, failure of K-117 resulted in loss of instrument air, which adversely impacted the plant response during 
the January 27, 2015 winter storm. Additionally, this issue is also associated with the procedure quality and design 
control attributes of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating event to prevent undesirable consequences. 

The inspectors screened the issue under the Initiating Events cornerstone using Attachment 4 and Exhibit 1 of 
Appendix A to IMC 0609, “Significance Determination Process,” because that cornerstone was determined to be more 
impacted by the finding than the Mitigating Systems cornerstone. The inspectors concluded that a detailed risk 
evaluation would be required because the finding involved the complete loss of a support system (instrument air) that 
contributes to the likelihood of an initiating event and affects mitigation equipment. A senior reactor analyst 
performed a detailed risk evaluation of this issue. The NRC model for PNPS was adjusted to account for a loss of the 
instrument air compressor on a LOOP. The change in core damage frequency was very low. A review of the dominant 
accident sequences indicated the contribution from a large early release and from external risk contributors to be very 
small. Therefore, the issue was determined to be of very low risk significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Design Margins, because Entergy failed to 
ensure that the K-117 battery was designed with adequate margin. This finding is reflective of current performance 
because the inadequate design margin of the battery should have been discovered through proper testing [H.6]. 

Inspection Report# : 2015007 (pdf)

Significance:  Dec 12, 2014
Identified By: NRC
Item Type: FIN Finding
Failure to Fully Derive the Cause of a Manual Scram
Inspectors identified a Green finding because Entergy did not fully derive the causes of the manual scram on August 
22, 2013, following a loss of all feedwater. Specifically Entergy did not investigate the causes of a failed cable splice 
which directly caused an electrical transient that resulted in the automatic tripping of all three reactor feed pumps 
(RFPs) in accordance with the standards in Entergy procedures EN-LI-118, “Cause Evaluation Process,” and EN-LI-
118-01, “Event and Causal Factor Charting.” Entergy entered the issue into the CAP as condition report (CR)-PNP-
2014-5796 and initiated additional causal analysis to determine why the splice was improperly fabricated. 

This performance deficiency affects the equipment performance attribute of the Initiating Events cornerstone, because 
the failure to fully derive the causes of the failed splice prevented them from taking appropriate actions to evaluate 
and correct those causes. This impacts 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 because unidentified 
deficiencies could lead to similar electrical transients which could cause similar 
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plant transients and scrams. The inspectors determined the significance of the finding using IMC 0609, Appendix A, 
“The Significance Determination Process for Findings At-Power.” The finding was determined to be of very low 
safety significance (Green) because the finding was a transient initiator and, although the event being evaluated for 
causal factors caused a reactor scram and loss of mitigation equipment, the failure to identify all the causes of the 
event and plan appropriate corrective actions has not resulted in a subsequent reactor scram or loss of mitigating 
equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Evaluation, 
because Entergy did not thoroughly evaluate the issue of the manual scram to ensure that resolutions address causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy focused on the causes 
related to the modification of the feed pump trips and did not fully evaluate the causes related to the failed splice. 
[P.2] 

Inspection Report# : 2014008 (pdf)

Significance:  Dec 12, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Complete Several Corrective Actions as Required by Program Requirements
The inspectors identified a Green finding for Entergy's failure to identify and correct conditions adverse to quality by 
implementing adequate and timely actions to address similar conditions. Specifically, inspectors identified multiple 
examples of failure to implement the corrective actions in accordance with CAP requirements which resulted in 
failing to identify and correct several conditions adverse to quality. Two of the finding examples also involved a NCV 
of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Entergy’s immediate corrective actions included entering the issues into their CAP as CR-PNP-2014-5909, CR-PNP-
2014-5976; CR-PNP-2014-5977, CR-PNP-2014-5682, CR-PNP-2014-5625, CR-PNP-2014-5826, CRPNP-2014-
5735, and CR-PNP-2014-06067. Additionally, Entergy took action to address the conditions adverse to quality by 
revising procedures and specifying additional procedure reviews to identify and correct other conditions adverse to 
quality. 

The failure to implement CAP procedural requirements with respect to corrective action response and documentation 
was a performance deficiency. This finding was determined to be more than minor because it was similar to IMC 
0612, "Power Reactor Inspection Reports," Appendix E, "Examples of Minor Issues," example 3.j in that it represents 
a significant programmatic deficiency that could lead to worse errors if uncorrected. Specifically, if left uncorrected 
this issue would have the potential to lead to a more significant safety concern because not following an established 
process for completing corrective actions could result in a failure to identify and correct conditions adverse to quality 
or other adverse conditions. Additionally, this performance deficiency affects the procedure quality, equipment 
performance, and human performance attributes of the Initiating Events cornerstone, and impacts the objective to limit 
the likelihood of events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. Specifically, a severe weather procedure did not prescribe sufficient actions that would limit the 
likelihood of ice bridging or place the plant in a condition that it could respond to a loss of offsite power (LOOP) 
without potentially upsetting plant stability, and the failure to conduct insulator testing prevented the station from 
assessing its replacement strategy. Additionally, several surveillance procedures did not provide sufficient barriers 
(e.g. critical step annotation, test equipment verification, etc.) in accordance with the station programs to limit the 
likelihood of scrams and other transients during testing. 

The inspectors determined the significance of the finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power.” The finding was determined to be of very low safety significance 
(Green) because the failure to implement corrective actions has not resulted in a subsequent reactor scram or loss of 
mitigating equipment. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because Entergy did not take effective corrective actions to address issues in a timely manner 
commensurate with their safety significance. Specifically, corrective actions were not completed in accordance with 
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Entergy’s CAP and, in some cases, after identification of unsatisfactory closure by Entergy, follow-up actions were 
inadequate to resolve the deficiencies. [P.3]
Inspection Report# : 2014008 (pdf)

Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Main Control Room Annunciators 10 CFR 50.65(a)(2) Not Met
Green. Inspectors identified a Green NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants, paragraph (a)(2), because Entergy did not adequately demonstrate that the main 
control room annunciators (a)(2) performance was effectively controlled through performance of appropriate 
preventative maintenance. Specifically, Entergy did not identify and properly account for functional failures of the 
main control room (MCR) annunciators in February 2015 and May 2015, and did not recognize that the train 
exceeded its performance criteria and required a Maintenance Rule (a)(1) evaluation. 

The inspectors determined that Entergy’s failure to identify the February 15, 2015, May 1, 2015 and May 6, 2015 
main control room annunciator failures as functional failures, and as a result, failed to perform an evaluation of the 
system under 50.65(a)(1) to specify goals, corrective actions and monitoring, was a performance deficiency within 
Entergy’s ability to foresee and correct and should have been prevented. The finding is more than minor because it is 
associated with the equipment performance attribute of the Mitigating Systems cornerstone and affects the cornerstone 
objective of ensuring the availability, reliability and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, following the three failures of the main control annunciator 
panel in February 2015 and May 2015, Entergy did not identify the failures as functional failures, and consequently, 
did not establish goals and monitoring criteria in accordance with 10 CFR 50.65(a)(1). The inspectors evaluated the 
significance of this finding using IMC 0609 Appendix A, The Significance Determination Process (SDP) for Findings 
at Power.” The finding is of very low safety significance because the finding was not a design or qualification 
deficiency and did not represent a loss of safety function. 

The inspectors determined that the finding has a cross cutting aspect in the area of Problem Identification and 
Resolution, Evaluation, in that the organization thoroughly evaluates issues to ensure that resolution addresses causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy identified all of the 
failures of the MCR annunciator system, however, Entergy did not include maintenance rule monitoring functions in 
the evaluation of the MCR annunciator system failures (P.2). 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate EDG Common Cause Determinations Result in TS Violation
Green. The inspectors identified a Green Non-Cited Violation (NCV) of TS 3.5.F, “Minimum Low Pressure Cooling 
and Diesel Generator Availability,” for failure to adequately perform technical specification (TS) surveillance 
requirement (SR) 4.5.F.1 to determine that the ‘B’ Emergency Diesel Generator (EDG) was not inoperable due to a 
common cause failure, or to perform the TS-specified EDG monthly surveillance test, within 24 hours of the time that 
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operators determined that the ‘A’ EDG was inoperable. Specifically, on July 1, 2015 after the ‘A’ EDG was declared 
inoperable due to unexpected annunciator response during engine pre-start checks, and again on July 28, 2015, when 
the ‘A’ EDG was declared inoperable due to reactive load oscillations during a routine surveillance, Entergy 
performed an inadequate common cause failure determination that did not address the failure mechanism of the 
inoperable EDG, which had not yet been determined. This issue has been entered into the corrective action program as 
condition report CR-PNP-2015-8073, and additional guidance has been provided to the operations crew in the form of 
an operations section standing order, pending permanent corrective actions. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
operability of the ‘B’ EDG was not verified as required, either through determination that it was not inoperable due to 
a common cause failure or through performance of the monthly TS-required surveillance. In accordance with 
Inspection Manual Chapter (IMC) 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that this 
finding was of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of function of a 
single train for greater than its technical specification allowed outage time, and did not screen as potentially risk-
significant due to a seismic, flooding, or severe weather initiating event. 

This finding had a cross-cutting aspect in the area of Human Performance, Conservative Bias, because Entergy did not 
use decision making practices that emphasized prudent choices over those that are simply allowed, or in this case 
those choices that were perceived to be allowed. Specifically, Entergy’s credited SR 4.5.F.1 based on an 
administrative review instead of more deliberate actions or evaluations that would be necessary to confirm that a 
common cause condition did not exist. (H.14) 

Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, “Instructions, Procedures, and Drawings,”
when Entergy failed to adequately assess the operability of the shutdown transformer as required by EN-OP-104, 
“Operability Evaluation Process”. Specifically, Entergy failed to evaluate changes to the 23KV line supplying the 
shutdown transformer that resulted in the shutdown transformer incorrectly being called operable. 

Inspectors determined that Entergy failed to adequately assess the operability of the shutdown transformer as required 
by EN-OP-104, “Operability Evaluation”. Specifically, Entergy failed to evaluate changes to the 23KV line supplying 
the shutdown transformer that resulted in the shutdown transformer incorrectly being declared operable is a 
performance deficiency that was within Entergy’s ability to foresee and correct. This finding is more than minor 
because it is associated with the design control attribute of the Mitigating Systems cornerstone and affected the 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, a modification was made to the site, as described in the UFSAR 
that was unrecognized by Entergy during the operability determination process and resulted in the incorrect 
operability determination for the shutdown transformer. 

This finding has a cross cutting aspect in the area of Human Performance, Avoid Complacency, in that individuals did 
not recognize and plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting 
successful outcomes. Specifically, personnel did not fully evaluate the change to the 23KV line, and instead relied on 
a previous incorrect operability determination to justify declaring the shutdown transformer operable. 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment of the Shutdown Transformer
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, “Instructions, Procedures, and Drawings,”
when Entergy failed to adequately assess the operability of the shutdown transformer as required by EN-OP-104, 
“Operability Evaluation Process”. Specifically, Entergy failed to evaluate changes to the 23KV line supplying the 
shutdown transformer that resulted in the shutdown transformer incorrectly being called operable. 

Inspectors determined that Entergy failed to adequately assess the operability of the shutdown transformer as required 
by EN-OP-104, “Operability Evaluation”. Specifically, Entergy failed to evaluate changes to the 23KV line supplying 
the shutdown transformer that resulted in the shutdown transformer incorrectly being declared operable is a 
performance deficiency that was within Entergy’s ability to foresee and correct. This finding is more than minor 
because it is associated with the design control attribute of the Mitigating Systems cornerstone and affected the 
cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. Specifically, a modification was made to the site, as described in the UFSAR 
that was unrecognized by Entergy during the operability determination process and resulted in the incorrect 
operability determination for the shutdown transformer. 

This finding has a cross cutting aspect in the area of Human Performance, Avoid Complacency, in that individuals did 
not recognize and plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting 
successful outcomes. Specifically, personnel did not fully evaluate the change to the 23KV line, and instead relied on 
a previous incorrect operability determination to justify declaring the shutdown transformer operable. 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Determination for the X-107B EDG Results in TS Violation
Green. The inspectors identified a Green NCV of TS 3.5.F, “Minimum Low Pressure Cooling and Diesel Generator 
Availability,” was identified for Entergy’s failure to perform TS SR 4.5.F.1 to determine that the X-107A EDG was 
not inoperable due to a common cause failure, or to perform the TS-specified EDG monthly surveillance test, within 
24 hours of the time that operators should reasonably have determined that the X-107B EDG should be considered 
inoperable. Specifically, after engine coolant had been observed spraying from one of the open cylinder test cocks 
during X-107B EDG pre-start checks, operators determined that the EDG remained operable because the volume of 
leakage that had been observed would not have precluded a successful start of the engine. Operators did not consider 
that potential sources of leakage, such as a crack in the cylinder or cylinder head, could reasonably worsen during 
operation, such that the engine would not be able to complete its 30-day mission time, and therefore should be 
declared inoperable. Entergy’s immediate corrective actions included replacement of the X-107B EDG 9L cylinder 
head and sending out the damaged cylinder head for analysis by a vendor. The completion of the analysis by the 
vendor is being tracked by CR-2015-2109. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
operability of the X-107A EDG was not verified, either through determination that it was not inoperable due to a 
common cause failure or through performance of the monthly TS-required surveillance, nor was availability of the 
offsite power sources verified through verification of correct breaker alignment and indicated power availability. This 
finding was evaluated in accordance with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 2 of IMC 
0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that 
this finding was of very low safety significance (Green) because the performance deficiency was not a design or 

3Q/2015 Inspection Findings - Pilgrim 1

Page 6 of 16



qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of a safety 
function of a single train for greater than its technical specification allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. This finding had a cross-
cutting aspect in the area of Problem Identification, Evaluation, because Entergy staff did not thoroughly evaluate the 
issue to ensure that resolutions address the cause and extent of condition commensurate with the issues safety 
significance. Specifically, Entergy staff failed to thoroughly evaluate the X-107B EDG 9L cylinder head crack 
through the operability determination process and thus ensure actions of TS 3.5.F were followed. The evaluation 
failed to consider the 30 day mission time associated with the design basis of the EDG and did not recognize that the 
condition would likely worsen during EDG operation through cooling water leaking into the lubrication oil system. 
(P.2) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Testing of Safety-Related Undervoltage Alarm Relays
The inspectors identified an NCV of very low safety significance (Green) of 10 CFR Part 50, Appendix B, Criterion 
XI, “Test Control,” because Entergy did not establish requirements in accordance with their test program for safety 
related 4160 V degraded voltage relays in accordance with Updated Final Safety Analysis Report (UFSAR) Section 
8.4.7. Specifically, 4160V switchgear relays 127-509/1 & 2 undervoltage setpoints were not tested for the first time 
until March 2015, which identified the relays were out of calibration by 23 percent. This impacted operators ability to 
perform alarm response procedure, ARP-C3L, which directs operators to trip the X107A emergency diesel generator 
(EDG) when the alarm for relay 127-509/1 & 2 is received. Entergy entered CR-PNP-2015-1614 and CR-PNP-2015-
1623 into the corrective action program (CAP) to address the degraded condition. Corrective actions included an 
immediate operability determination and re-calibration of the relays to their required set points prior to restoration of 
the X107A EDG. 

This finding is more than minor because it impacted the equipment performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Additionally, the finding is similar to example 1.a in 
Appendix E of IMC 0612, because no record of testing had ever been recorded or performed; and that testing in 2015 
determined that relays 127-509/1 & 2 were degraded and would have impacted the operators ability to take alarm 
response procedure actions. In accordance with IMC 0609 Attachment 4, “Phase 1 – Initial Screening and 
Characterization of Findings,” and Exhibit 2 of IMC 0609 Appendix A, “The Significance Determination Process for 
Findings At-Power,” issued June 19, 2012, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not represent a loss of a safety system, did not represent a loss of a safety function 
of a system or a single train greater than its allowed outage time, and did not screen as potentially risk significant due 
to external events. Specifically, although testing was not being performed to ensure proper relay response, inspectors 
confirmed relay protection was available to ensure that at a minimum ECCS injection valves would not have been 
impacted if the X107A EDG voltage regulator failed during a LOOP/LOCA. This finding had a cross-cutting aspect in 
the area of problem identification and resolution related to identification because Entergy did not implement the CAP 
with a low threshold for identifying issues. Specifically, Entergy had multiple opportunities to identify that relays 127-
509/1 & 2 undervoltage dropout settings were not being tested during establishment of the test setup or through 
periodic trending against similar relays in other systems [P.1]. 

Inspection Report# : 2015001 (pdf)

Significance:  Mar 20, 2015
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Past Operability Assessment of 'C' Safety Relief Valve
The team identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion 
V, “Instructions, Procedures, and Drawings,” when Entergy staff performed an inadequate past operability 
determination that assessed performance of the ‘C’ safety/relief valve (SRV), which did not open as expected when 
called upon to function. Specifically, following the January 27, 2015 reactor scram, operators placed an open demand 
for the ‘C’ SRV twice during post-scram recovery operations, but the valve did not respond as expected and did not 
perform its pressure reduction function on both occasions. Entergy’s subsequent past operability assessment for the 
valve’s operation incorrectly concluded that the valve was fully capable of performing its required functions during its 
installed service. In response to the team’s past operability concerns, Entergy subsequently re-evaluated the past 
operability of ‘C’ SRV and concluded that it was inoperable and placed the issue into the corrective action program 
(CAP) as CR-PNP-2015-02051. 

The team determined the failure to adequately assess past operability of the ‘C’ SRV was a performance deficiency 
that was reasonably within Entergy’s ability to foresee and correct. This NRC-identified performance deficiency is 
more 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 core damage. The team evaluated the finding using IMC 0609, Appendix 
0609.04, “Initial Characterization of Findings,” which directed the use of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power.” Using Exhibit 2, “Mitigating Systems Screening Questions,” of IMC 
0609, Appendix A, the team determined this finding was not a design or qualification deficiency and was not a 
potential or actual loss of system or safety function, and was therefore of very low safety significance (Green). 

The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because Entergy did not use 
decision making practices that emphasized prudent choices over those that are simply allowable. Specifically, Entergy 
did not appropriately evaluate unexpected and unsatisfactory performance of the ‘C’ SRV in consideration of the 
entire pressure range that the SRV, including its automatic depressurization system (ADS) function, was required to 
be operable [H.14]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. 

Entergy’s failure to identify, evaluate, and correct the condition of the ‘A’ SRV’s failure to open upon manual 
actuation during a plant cooldown on February 9, 2013, was a performance deficiency. In addition, the failure to take 
actions to preclude repetition resulted in the ‘C’ SRV failing to open due to a similar cause following the January 27, 
2015 LOOP event. The self-revealing finding was within Entergy’s ability to foresee and correct because indications 
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were available to determine that the ‘A’ SRV valve did not open upon manual actuation. This was discovered as a 
result of an extent of condition review of the ‘C’ SRV failing to open upon manual actuation following the January 
27, 2015 LOOP event. This performance deficiency is more than minor because it could reasonably be viewed as a 
precursor to a significant event if two of the four SRVs failed to open when demanded to depressurize the reactor, 
following the failure of high pressure injection systems or torus cooling, to allow low pressure injection systems to 
maintain reactor coolant system inventory following certain initiating events. In addition, it is associated with the 
Mitigating Systems cornerstone attribute of equipment performance and affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions,” issued June 19, 2012. The screening determined that a detailed risk 
evaluation was required because it was assumed that for a year period, two of the four SRVs were in a degraded state 
such that they potentially would not have functioned to open at some pressure lower than rated pressure and would not 
fulfill their safety function for greater than the TS allowed outage time. Specifically, the assumptions of failures to 
open were based on: a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’
SRV; examination of the valve internals at the testing vendor (National Technical Systems); and a previous failed 
actual opening demand at 114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. 

The staff determined that there wasn’t an existing SDP risk tool that is suitable to assess the significance of this 
finding with high confidence, mainly because of the uncertainties associated with: the degradation mechanism and it’s 
rate; the range of reactor pressure at which the degraded valves could be assumed to fully function; any potential 
benefit from an SRV lifting at rated pressure, such that the degradation would be less likely to occur and, therefore, 
prevent a subsequent failure at low pressure in the near-term; the time based nature of plant transient response relative 
to when high pressure injection sources fail and the associated impact of reduced decay heat on the SRV 
depressurization success criteria; and the ability to credit other high pressure sources of water. 
Based on the considerations above, the risk evaluation was performed using IMC 0609, Appendix M, “Significance 
Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made a preliminary determination 
that the finding was of low to moderate safety significance (White) based on quantitative and qualitative evaluations. 
The detailed risk evaluation is contained in Attachment 4 to this report. 

This finding does not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage 
following the January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis 
of the installed SRVs which concluded that a reasonable assurance of operability existed. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)
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Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Loss of Instrument Air Abnormal Operating Procedure
. A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because Entergy failed to include appropriate 
operator actions to both recognize the effects of and recover systems and components important to safety within 
Procedure 5.3.8, “Loss of Instrument Air,” abnormal operating procedure. Entergy entered this issue into the CAP as 
PNP-CR-2015 0888 and issued a revision to Procedure 5.3.8 to provide additional guidance to operators during a loss 
of instrument air. 

The inspectors determined that the level of detail in Procedure 5.3.8, “Loss of Instrument Air,” Revision 39, was 
inadequate to provide appropriate operator guidance to identify and mitigate key events of January 27, 2015. This 
self-revealing performance deficiency was reasonably within the ability of Entergy personnel to foresee and the issue 
should have been prevented. The finding was more than minor because it was associated with the procedure quality 
attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesired consequences. 
The lack of adequate instructions in the procedure adversely affected several operator actions and plant equipment on 
January 27, 2015, during the LOOP and loss of instrument air. 

The team evaluated the finding using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions.”
The team determined this finding was of very low safety significance (Green) because it was not a design or 
qualification deficiency, did not result in a loss of function of a TS required system, and did not represent an actual 
loss of function of one or more non-TS trains of equipment designated as a high safety-significant system. 

This finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy leaders did not 
ensure that personnel, equipment, procedures, and other resources were available and adequate to support nuclear 
safety [H.1]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow RCIC System Manual Restart Procedure
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because the operating crew failed to implement 
a procedure step to open the reactor core isolation cooling (RCIC) system cooling water supply valve during a manual 
startup of the system. As a result, the RCIC system was operated for over 2 ½ hours with no cooling water being 
supplied to the lubricating oil cooler or to the barometric condenser. Entergy entered the issue into the CAP as CR-
PNP-2015-0566, CR-PNP-2015-0570, and CR-PNP-2015-0952 and conducted a human performance review of the 
Control Room operators involved with the issue. 

The inspectors determined that the failure to implement Procedure 5.3.35.1, Attachment 29, “RCIC Injection –
Manual Alignment Checklist,” and the Vacuum Tank Pressure Hi Alarm, C904L-F3, alarm response procedure was a 
performance deficiency and was reasonably within the ability of Entergy personnel to foresee and prevent. This self-
revealing finding was more than minor because it was associated with the human performance attribute of the 
Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events to prevent undesired consequences. Specifically, on January 
27, 2015, reactor operators failed to open MO-1301-62, cooling water supply valve, during a manual restart of the 
RCIC system in accordance with procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist.” Additionally, 
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the operating crew failed to identify the valve was out of position even after the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, was received two minutes after the system was re-started and the alarm response procedure identified 
“Improper Valve Lineup” as a probable cause. 

The team evaluated the finding using IMC 0609, Appendix A, Exhibit 2, “Mitigating Systems Screening Questions.”
The team determined this finding was not a design or qualification deficiency and was not a potential or actual loss of 
system or safety function, and is therefore of very low safety significance (Green). During the period when the RCIC 
system was operated in this condition, no temperature limits were exceeded. The inspectors noted that in the event of 
a RCIC system automatic start, the cooling water supply valve would have opened automatically. 

This finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
licensed personnel did not implement procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist”, to open 
MO-1301-62. Additionally, Entergy licensed personnel did not implement the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, response procedure to check for an improper valve line-up [H.8]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Condition Adverse to Quality Associated with Core Spray Discharge Header Voiding
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
PNPS staff failed to identify and correct conditions adverse to quality associated with the partial voiding of the ‘A’
core spray (CS) discharge header on January 27, 2015, following the loss of the keepfill system due to a LOOP. PNPS 
entered the issue into the CAP as CR-PNP-2015-01406 and planned procedural changes that would provide guidance 
to operate the affected pumps in order to prevent pump discharge piping from voiding if keepfill pressure is lost. 

The failure to identify, evaluate, and correct the ‘A’ CS discharge header partial voiding following loss of keepfill on 
January 27, 2015, is a performance deficiency that was within Entergy’s ability to foresee and correct. Because the 
issue was not entered into the CAP, the condition was neither evaluated nor was corrective action taken or planned. 
This NRC- identified issue is more than minor because it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The inspectors evaluated 
the finding using IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” to IMC 
0609, “Significance Determination Process.” This finding was determined to be of very low safety significance 
(Green) because it was not a deficiency affecting the design or qualification of a mitigating system and did not 
represent an actual loss of at least a single train system or two separate safety systems for greater than the TS allowed 
outage time. 

The finding had a cross-cutting aspect in Problem Identification and Resolution, Identification, because PNPS 
personnel did not implement a CAP with a low threshold for identifying issues. Individuals did not identify the issue 
completely, accurately, and in a timely manner in accordance with the program [P.1]. 

Inspection Report# : 2015007 (pdf)

Barrier Integrity
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Significance: N/A Dec 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Modification to the Spent Fuel Pool Cask Area without Prior NRC Approval
The inspectors identified a Severity Level lV NCV of 10 CFR Part 50.59 in that Entergy did not obtain a licensee 
amendment prior to implementing a change to the plant that required a change to Technical Specifications. 
Specifically, Entergy removed the energy absorbing pad described in TS 4.3.4.b, “Design Features” and FSAR section 
10.3.6, “Consequences of a Dropped Fuel Cask” without receiving prior NRC approval. Entergy submitted a LAR 
supplement to the NRC on September 11, 2014 to remove the energy absorbing pad language from TS, and performed 
an extent of condition review on previous engineering changes and prohibited placing a cask in the spent fuel pool 
until receiving NRC approval for a change to TS 4.3.4.b. The issue was entered into the CAP as CR 2014-4109. 

The inspectors determined that Entergy did not perform an adequate 10 CFR 50.59 evaluation and obtain a license 
amendment prior to removing the spent fuel pool energy absorbing pad. The inspectors determined this was a 
performance deficiency that was within Entergy’s ability to foresee and correct and should have been prevented. 
Because the issue had the potential to affect the NRC’s ability to perform its regulatory function, the inspectors 
evaluated this performance deficiency in accordance with the traditional enforcement process. Using the Enforcement 
Manual, the inspectors determined that the violation was a Severity Level IV (a 10 CFR 50.59 violation that resulted 
in conditions that required NRC approval before implementation) violation. Because this violation involves the 
traditional enforcement process and does not have an underlying technical violation that would be considered more-
than-minor, inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612, Appendix 
B. 

Inspection Report# : 2014005 (pdf)

Emergency Preparedness

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Compensatory Measures for Out-of-Service Emergency Action Level Instrumentation
The inspectors identified a Green NCV of 10 CFR 50.54(q)(2) for failing to follow and maintain an emergency plan 
that meets the requirements of planning standards 10 CFR 50.47(b) and Appendix E. Specifically, on January 27, 
2015, following a loss of instrument air, the indications in the Control Room for Sea Water Bay level were lost, and 
Entergy did not implement compensatory measures, as directed by an Emergency Plan Implementing Procedure, to 
determine whether a Sea Water Bay level emergency action level (EAL) threshold had been exceeded. Entergy 
entered this issue into the CAP as CR-PNP-2015-00948 and initiated corrective actions to identify alternative means 
for assessing this EAL in the event of a loss of Sea Water Bay level instruments. 

The inspectors determined that Entergy’s failure to implement compensatory measures for out-of-service EAL 
instrumentation was a performance deficiency that was within Entergy’s ability to foresee and correct and should have 
been prevented. Specifically, Entergy did not implement the compensatory measure listed in Attachment 9.2 of EP-IP-
100.1, “Emergency Action Levels,” Revision 10. The inspectors determined that following a loss of instrument air, 
the indications for Sea Water Bay level EAL were lost, rendering those EALs ineffective such that Entergy was not 
able to determine whether a Sea Water Bay level EAL threshold had been exceeded and to declare an emergency 
based on the Sea Water Bay level. This NRC-identified performance deficiency was more than minor because it was 
associated with the emergency response organization performance (program elements not meeting 50.47(b) planning 
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standards) attribute of the Emergency Preparedness cornerstone and 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, the out-of-service Sea Water Bay level instrumentation could have led to an 
emergency not being declared in a timely manner. 

The inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Characterization of Findings,” issued 
June 19, 2012. The attachment instructs the inspectors to utilize IMC 0609, Appendix B, “Emergency Preparedness 
Significance Determination Process,” issued September 23, 2014, when the finding is in the licensee’s Emergency 
Preparedness cornerstone. The inspectors determined the finding was associated with risk significant planning 
standard 10 CFR 50.47(b)(4), “Emergency Classification System,” and corresponded to the following Green Finding 
example in Table 5.4-1: an EAL has been rendered ineffective such that any Alert or Unusual Event would not be 
declared, or declared in a degraded manner for a particular off-normal event. Therefore, using Figure 5.4-1, 
“Significance Determination for Ineffective EALs and Overclassification,” and the example in Table 5.4-1, the 
inspectors determined the finding was of very low safety significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Documentation, because Entergy did not 
maintain complete and accurate documentation. Specifically, compensatory measures associated with out-of-service 
EAL instrumentation are not governed by comprehensive and high-quality programs, processes, and procedures [H.7]. 

Inspection Report# : 2015007 (pdf)

Significance: N/A Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report a Major Loss of Emergency Assessment Capability
An NRC-identified SL IV NCV of 10 CFR Part 50.72(b)(3)(xiii) was identified when Entergy failed to make a 
required event notification within eight hours for a major loss of assessment capability. Specifically, an unplanned 
loss occurred of all emergency action level (EAL) instrumentation associated with Sea Water Bay level that resulted 
in an inability to evaluate all EALs for an abnormal water level condition. Entergy entered the issue into the corrective 
action program as CR-PNP-2015-00949. Compliance was restored on February 5, 2015, when Entergy reported the 
major loss of assessment capability under Event Notification (EN) 50790. 

The inspectors determined that Entergy’s failure to submit an event notification in accordance with 10 CFR 50.72 
within the required time was a performance deficiency that was reasonably within Entergy’s ability to foresee and 
correct, and should have been prevented. Since the failure to submit a required event report impacts the regulatory 
process, the violation was evaluated using Section 2.2.4 of the NRC’s Enforcement Policy, dated July 9, 2013, instead 
of the SDP. Using the example listed in Section 6.9.d.9, “A licensee fails to make a report required by 10 CFR 50.72 
or 10 CFR 50.73,” the issue was evaluated and determined to be a SL IV violation. The inspectors reviewed the 
condition for reactor oversight process significance. Because this NRC-identified violation involves the traditional 
enforcement process and does not have an underlying technical violation that would be considered more-than-minor, 
the inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612. 

Inspection Report# : 2015007 (pdf)

Occupational Radiation Safety
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Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with RWP Instructions to Contact RP Prior to Dogbone Gasket Removal
Green. The inspector identified a self-revealing Green non-cited violation (NCV) of Technical Specification 5.4.1, 
Regulatory Guide 1.33, Appendix “A” Procedures. Procedure EN RP 100 Radiation Worker Expectations, Section 5.4 
Radiological Work Permit (RWP), requires radiation workers to comply with verbal and written instructions. RWP 
2015530, Task 1 requires workers to “Contact Radiation Protection prior to entry to discuss work scope” and to allow 
for “RP survey when accessible surfaces are exposed.” Contrary to these requirements, on April 28, 2015, several 
workers failed to inform RP when performing condenser dogbone gasket removal activity, which resulted in Radiation 
Protection (RP) not conducting the necessary contamination surveys. Performing this work without notifying RP 
resulted in five workers receiving unintended internal exposures. When identified, Entergy immediately stopped work 
on this project, conducted a safety meeting between RP and the Entergy contractors, performed the RP surveys on the 
accessible surfaces and enforced the RWP respiratory protection requirements for the remaining work. This issue was 
entered into the Entergy corrective action program (CR-PNP-2015--07577). 

The inspectors determined that the performance deficiency was more than minor because it affected the Radiation 
Safety – Occupational Radiation Safety Cornerstone attribute of Program and Process associated with 
exposure/contamination controls and because it resulted in the unintended internal exposure of five workers. It was 
determined to be of very low safety significance (Green) because it was not related to ALARA, it did not involve an 
overexposure or a potential for an overexposure and because the licensees ability to assess dose was not compromised. 
A cross-cutting aspect of H.8 Procedure Adherence in the area of Human Performance was assigned for individuals 
failing to follow processes, procedures and work instructions, in that workers did not follow the verbal and written 
instructions on the RWP to discuss the scope of work with RP prior to beginning the work. (Section 2RS1) 

A cross-cutting aspect of H.8 Procedure Adherence in the area of Human Performance was assigned for individuals 
failing to follow processes, procedures and work instructions. Radiation workers did not follow the verbal and written 
instructions provided on the RWP to discuss the work scope work and for RP to survey newly accessible areas during 
the work. 

Inspection Report# : 2015003 (pdf)

Public Radiation Safety

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Conduct Operations to Miniimze the Introduction of Residual Radioactivity to the Site
Green. An NRC-identified Green NCV of Title 10 CFR 20.1406(c) was identified in that Entergy did not conduct 
operations to minimize the introduction of residual radioactivity on site. Entergy did not take action to reduce residual 
radioactive waste from the site in a timely manner over fourteen years. Entergy entered this issue into the corrective 
action program as CR-2015-05745 with actions to characterize and evaluate the adverse conditions identified by the 
inspector 

The failure to minimize residual radioactive waste is a performance deficiency within Entergy’s ability to foresee and 
correct, and should have been prevented. Specifically, radioactive waste was not minimized due to Entergy’s failure to 
address long standing issues of radioactive waste from overfill of tanks, drains, and the abandonment of the 
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concentrator resulting in the dispersal of highly radioactive material in those rooms over a fourteen year period. The 
issue is more than minor because it is associated with the program and process attribute of the Public Radiation Safety 
cornerstone and affected the cornerstone objective to ensure the licensee’s ability to prevent inadvertent release and/or 
loss of control of licensed material to an unrestricted area. In accordance with IMC 0609, Appendix D, "Public 
Radiation Safety Significance Determination Process," the finding was determined to be of very low safety 
significance (Green) because Entergy had an issue involving radioactive material control, but did not involve: (1) 
transportation; or (2) public exposure in excess of 0.005 Rem. The finding has a cross-cutting aspect in the area of 
problem identification and resolution, Resolution, in that Entergy did not adequately address the radioactive waste in a 
fourteen year time period (P.3). 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Ship Category 2 Radioactive Material - Quantity of Concern
Green. The inspectors identified a Green NCV of 10 CFR 71.5, “Transportation of Licensed Material,” and 49 CFR 
172, Subpart I, “Safety and Security Plans.” Specifically, Entergy shipped a category 2 RAM-QC on public highways 
to a waste processor without adhering to a transportation security plan. Prior to shipment, Entergy’s staff failed to 
recognize that the quantity of radioactive material met the definition RAM QC. Entergy entered the issue into their 
corrective action program as CR-2015-05746 to address changes in Department of Transportation requirements. 

The issue is more than minor because it is associated with the program and process attribute of the Public Radiation 
Safety cornerstone and affected the cornerstone objective to ensure the safe transport of radioactive material on public 
highways in accordance with regulations. The finding was determined to be of very low safety significance (Green) 
because Entergy had an issue involving transportation of radioactive material, but it did not involve: (1) a radiation 
limit that was exceeded; (2) a breach of package during transport; (3) a certificate of compliance issue; (4) a low level 
burial ground nonconformance; or (5) a failure to make notifications or provide emergency information. The finding 
had a cross-cutting aspect in the area of problem identification and resolution, Identification, in that the licensee did 
not have a low threshold for identifying issues. Specifically, the security transportation plan requirements became 
effective in March 2003, had not been effectively identified by Entergy (P.1). 

Inspection Report# : 2015002 (pdf)

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

Miscellaneous
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Significance: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit an LER
Severity Level IV: The inspectors identified a Severity Level IV non-cited violation (NCV) because Entergy 
personnel did not provide a written report to the NRC within 60 days after discovery of the event as required by 10 
CFR 50.73(a)(2)(i)(B) for a condition which was prohibited by TS 3.5.E, “Automatic Depressurization System 
(ADS).” Specifically, on January 27, 2015, Pilgrim experienced a loss of offsite power and reactor scram during a 
winter storm. While operators performed a reactor cooldown with manual operation of safety relief valves (SRVs), the 
3C SRV twice failed to open upon demand by the operations crew. Entergy staff initiated condition report CR-PNP-
2015-0561 to document SRV 3C’s failure to open, and the valve was immediately declared inoperable. The inspectors 
determined that the improper operation of SRV 3C was reportable in accordance with 10 CFR 50.73(a)(2)(i)(B). 
Entergy has captured this issue in condition report CR-2015-6191. 

The inspectors determined that Entergy’s failure to submit an event notification in accordance with 10 CFR 50.73 
within the required time was a performance deficiency that was reasonably within Entergy’s ability to forsee and 
correct, and should have been prevented. Because the issue had the potential to affect the NRC’s ability to perform its 
regulatory function, the inspectors evaluated this performance deficiency in accordance with the traditional 
enforcement process. Using example 6.9.d.9 from the Enforcement Policy, the inspectors determined that the violation 
was a Severity Level IV (a failure of a licensee to make a report required by 10 CFR 50.72 or 10 CFR 50.73) 
violation. Because this violation involves the traditional enforcement process and does not have an underlying 
technical violation, inspectors did not assign a cross-cutting aspect to this violation in accordance with IMC 0612, 
Appendix B. 

Inspection Report# : 2015002 (pdf)

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

Initiating Events

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Design Control of MSIV Nitrogen Supply Line Support leads to Scram
A self-revealing Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion III, 
“Design Control,” was identified because Entergy did not use the correct work planning and design controls to repair 
the support for the nitrogen supply line for the 1C inboard main steam isolation valve (MSIV). Specifically, 
inadequate design controls led to a failed horizontal unistrut support for the nitrogen supply line to the 1C MSIV, 
resulting in the header resting on the main steam line. This caused vibration-induced cyclic failure of the nitrogen 
supply line, closure of 1C MSIV, and a plant scram. The damaged line was modified and repaired using an additional 
unistrut for support as determined by the engineering change process. Entergy entered the issue into the corrective 
action program (CAP) under condition report (CR) 2015-07285. 

This finding is more than minor because it is associated with the Initiating Events cornerstone attribute of equipment 
performance 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 failure 
of the pneumatic supply header support resulted in a plant scram due to the vibration induced cyclic failure of the 
nitrogen supply line and subsequent closure of 1C MSIV. In accordance with IMC 0609.04 and Exhibit 1 of IMC 
0609, Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the complete or partial loss of a support system that contributes to the likelihood of, or cause, 
an initiating event and affect mitigation equipment. The inspectors determined this finding does not have a cross-
cutting aspect because the performance deficiency occurred in 2001 and is not indicative of current performance.
Inspection Report# : 2015004 (pdf)

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Procedures for Placing Main Turbine in Service
The inspectors identified a self-revealing Green non-cited violation of Technical Specification 5.4.1, “Procedures,”
because Entergy did not provide adequate procedures in that appropriate operator actions to recover systems and 
components important to safety were not included within operating procedures 2.1.1, “Startup from Shutdown,” and 
2.2.93, “Main Condenser Vacuum System,” as well as abnormal operating procedure 2.4.36, “Decreasing Condenser 
Vacuum.” Entergy entered this issue into their corrective action program as condition report CR-PNP-2015-5197. 

This finding was more than minor because it was associated with the procedure quality attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors evaluated 
the finding using IMC 0609, Appendix A, Exhibit 1, “Initiating Events Screening Questions.” The inspectors 
determined this finding was of very low safety significance (Green) because it did not cause a loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. This finding 
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had a cross-cutting aspect in the area of Human Performance, Design Margins, because Entergy did not operate 
equipment within design margins. Specifically, Entergy staff’s lack of awareness of the limitations of offgas system 
during startup and while placing the main turbine in service resulted in operators establishing conditions that were 
outside those limitations. [H.6]
Inspection Report# : 2015010 (pdf)

Significance:  Jun 30, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Ineffective Corrective Action Leads to of Cavitation of Residual Heat Removal Pump
A self-revealing Green finding was identified when residual heat removal pump (RHR) ‘B’ experienced cavitation 
during refueling and maintenance outage (RFO) 20 that was a result of inadequate corrective actions associated with 
equipment used to determine flow rate. Specifically, prior to placing augmented fuel pool cooling mode in service on 
April 26, 2015, Entergy did not ensure that the temporary flow transmitter was properly setup and calibrated because 
corrective actions from 2011 were not adequate to ensure proper setup in the future. As a result, when operators went 
to raise flow in accordance with their procedural requirement, residual heat removal pump ‘B’ experienced cavitation 
and operators secured the pump because the flow transmitter was inaccurately reading low. Entergy’s immediate 
corrective actions included entering the issue into the corrective action program (CAP) as CR-2015-3724, re-
calibrating and setting up the ultrasonic flow meter, and establishing a second ultrasonic flow meter to ensure proper 
flow. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the ‘B’ RHR pump was 
secured from AFPC mode 2 on April 26, 2015 when the installed ultrasonic flow meter did not read properly, leading 
to operation of the ‘B’ RHR pump outside of flow limits specified in procedure 2.2.85.2 and cavitation of the pump. 
This finding was evaluated in accordance with Exhibit 2, Section C.6 of IMC 0609 Appendix G, Attachment 1, 
“Shutdown Operations Significance Determination Process Phase 1 Initial Screening and Characterization of 
Findings." The inspectors determined that this finding is of very low safety significance (Green) because while the 
performance deficiency resulted in the ‘B’ RHR pump being secured due to cavitation, it did occur when the refuel 
canal/cavity was flooded and did not increase the likelihood of a fire or internal/external flood that could cause an 
shutdown initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, because Entergy staff did not thoroughly evaluate the issues associated with the ultrasonic flow meter in 
2011 and 2013 to ensure that resolutions address causes and extent of conditions commensurate with their safety 
significance. (P.2) 

Inspection Report# : 2015002 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Inadequate Testing of the Diesel-Driven Air Compressor
A self-revealing Green finding was identified for Entergy’s failure to verify that the diesel-driven air compressor (K-
117) was available for service prior to the January 27, 2015 winter storm. Specifically, although K-117 was tested 
prior to the winter storm, the test methodology did not reveal that the capacity of the starting battery was inadequate. 
Entergy entered the issue into the corrective action program as condition report (CR)-PNP-2015-00559 and initiated 
actions to supply instrument air with a temporary air compressor. Entergy also revised the operability test for K-117 
air compressor to remove the alternating current (AC) power source prior to starting the air compressor. 
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This issue was more than minor because it is associated with the procedure quality and design control attributes of the 
Initiating Events cornerstone and adversely impacted 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, 
failure of K-117 resulted in loss of instrument air, which adversely impacted the plant response during the January 27, 
2015 winter storm. Additionally, this issue is also associated with the procedure quality and design control attributes 
of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating event to prevent undesirable consequences. The inspectors screened the 
issue using Attachment 4 and Exhibit 1 of Appendix A to IMC 0609, “Significance Determination Process,” and 
concluded that a detailed risk evaluation would be required because the finding involved the complete loss of a 
support system (instrument air) that contributes to the likelihood of an initiating event and affects mitigation 
equipment. The issue was determined to be of very low risk significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Design Margins, because Entergy failed to 
ensure that the K-117 battery was designed with adequate margin. This finding is reflective of current performance 
because the inadequate design margin of the battery should have been discovered through proper testing [H.6]. 

Inspection Report# : 2015007 (pdf)

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Procedure Changes in accordance with TS 5.4.1a
The inspectors identified an NCV of TS 5.4.1, “Procedures,” because Entergy was not adequately maintaining 
procedures listed in Regulatory Guide (RG) 1.33, Revision 2, Appendix A, February 1978. Specifically, the inspectors 
identified several examples where Entergy staff inappropriately used Entergy procedure EN-OP-112, “Night and 
Standing Orders,” to implement procedure changes instead of PNPS quality assurance procedure NOP98A1, 
“Procedure Process.” Entergy entered the issue into the CAP as CR 2015-09233. 

The performance deficiency was determined to be more than minor because if left uncorrected it has the potential to 
lead to a more significant safety concern. Specifically, the inspectors determined the issue was similar to Example 4.a 
of IMC 0612, Appendix E, which states that an insignificant procedure error would be more than minor if the licensee 
routinely failed to adhere to the applicable procedure. The inspectors evaluated the finding using IMC 0609, 
Attachment 4 and Appendix A. Using Exhibit 2 of Appendix A, the inspectors determined this finding was of very 
low safety significance (Green) because it did not involve a design or qualification deficiency, it would not lead to a 
potential or actual loss of system or safety functions, it did not involve the loss or degradation of equipment or a 
function specifically designed to mitigate a seismic, flooding, or severe weather initiating event, and it did not involve 
the total loss of any safety function as identified in Exhibit 4. The inspectors determined that the finding had a cross-
cutting aspect in Problem Identification and Resolution, Resolution, because, contrary to station procedure 
requirements, the standing order (SO) process was consistently inappropriately used to implement procedure changes 
for degraded equipment without the required evaluations.
Inspection Report# : 2015004 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Identify the Cause of a Significant Condition Adverse to Quality
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” when 
Entergy did not determine the cause of a significant condition adverse to quality (SCAQ). Specifically, a causal 
evaluation was not performed for a failed safety-related relay that ensured the automatic operation of the low pressure 
coolant injection (LPCI) system injection valves in a degraded voltage condition. Entergy replaced the failed relay and 
restored LPCI to an operable status on May 10, 2015. Entergy entered the issue into the CAP as CR 2015-9762. 

This finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The failure to 
identify the cause and extent of condition of the relay failure as directed by site procedures could result in repeat 
events which adversely affect safety system availability. In accordance with IMC 0609.04 and Exhibit 2 of IMC 0609, 
Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the design of a mitigating structure, system, or component (SSC) or a loss of function of a 
train or system for greater than the technical specification (TS) allowed outage time. The inspectors determined this 
finding has a cross-cutting aspect in Human Performance, Procedure Adherence, because individuals did not 
recatergorize the CR to a higher level requiring a causal evaluation, as required by EN-LI-102 when a licensee event 
report (LER) was issued. The site also did not retain the failed safety-related part, as required by EN-MA-101-02.
Inspection Report# : 2015004 (pdf)

Significance:  Nov 19, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Analyze Reactor Recirculation System Motor Operated Valves for the Post-fire Cold Shutdown 
Function
The team identified a finding of very low safety significance involving a non-cited violation of Pilgrim Operating 
License Condition 3.F for failure to implement and maintain all aspects of the approved Fire Protection Program. 
Specifically, Entergy's post fire safe shutdown analysis did not adequately evaluate system requirements necessary to 
achieve cold shutdown conditions when the 'A' Reactor Recirculation System motor operated valves are damaged by 
fire. As a result, Entergy may not have been able to establish cold shutdown within 72 hours, as required by their safe 
shutdown analysis and regulatory requirements for this scenario. Entergy entered this issue into their corrective action 
program as condition reports CR-PNP-2015-09136 and CR-PNP-2015-09400, and implemented fire watches in the 
affected fire areas as an interim compensatory measure. 

The finding was more than minor because it was similar to example 3.k of the NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, "Examples of Minor Issues," and was associated with the Protection Against External Factors 
(e.g., fire) attribute of the Mitigating Systems Cornerstone and adversely affected the objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated this issue in accordance with IMC 0609, Appendix F, "Fire Protection SDP." This 
finding screened to very low safety significance (Green) because it did not affect the ability to reach and maintain a 
hot shutdown condition (i.e., it only affected the ability to reach or maintain cold shutdown conditions). This finding 
had a cross-cutting aspect in the area of Problem Identification & Resolution, Evaluation, because, in 2013, Entergy 
incorrectly assumed that the 'B' RRS MOVs would be available during any fire that could damage the 'A' MOV cables 
without thoroughly evaluating whether the routing for the 'B' MOV cables ensured they would remain undamaged and 
available. [P.2]
Inspection Report# : 2015008 (pdf)

Significance:  Sep 30, 2015
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Main Control Room Annunciators 10 CFR 50.65(a)(2) Not Met
Green. Inspectors identified a Green NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants, paragraph (a)(2), because Entergy did not adequately demonstrate that the main 
control room annunciators (a)(2) performance was effectively controlled through performance of appropriate 
preventative maintenance. Specifically, Entergy did not identify and properly account for functional failures of the 
main control room (MCR) annunciators in February 2015 and May 2015, and did not recognize that the train 
exceeded its performance criteria and required a Maintenance Rule (a)(1) evaluation. Entergy entered the issue into 
the corrective action program under condition report 2015-7986 and CR 2015-7988 and is performing the 
Maintenance Rule (a)(1) evaluation. 

The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and affects the cornerstone objective of ensuring the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, 
following the three failures of the main control annunciator panel in February 2015 and May 2015, Entergy did not 
identify the failures as functional failures, and consequently, did not establish goals and monitoring criteria in 
accordance with 10 CFR 50.65(a)(1). The inspectors evaluated the significance of this finding using IMC 0609 
Appendix A, The Significance Determination Process (SDP) for Findings at Power.” The finding is of very low safety 
significance because the finding was not a design or qualification deficiency and did not represent a loss of safety 
function. 

The inspectors determined that the finding has a cross cutting aspect in the area of Problem Identification and 
Resolution, Evaluation, in that the organization thoroughly evaluates issues to ensure that resolution addresses causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy identified all of the 
failures of the MCR annunciator system, however, Entergy did not include maintenance rule monitoring functions in 
the evaluation of the MCR annunciator system failures (P.2). 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate EDG Common Cause Determinations Result in TS Violation
Green. The inspectors identified a Green Non-Cited Violation (NCV) of TS 3.5.F, “Minimum Low Pressure Cooling 
and Diesel Generator Availability,” for failure to adequately perform technical specification (TS) surveillance 
requirement (SR) 4.5.F.1 to determine that the ‘B’ Emergency Diesel Generator (EDG) was not inoperable due to a 
common cause failure, or to perform the TS-specified EDG monthly surveillance test, within 24 hours of the time that 
operators determined that the ‘A’ EDG was inoperable. Specifically, on July 1, 2015 after the ‘A’ EDG was declared 
inoperable due to unexpected annunciator response during engine pre-start checks, and again on July 28, 2015, when 
the ‘A’ EDG was declared inoperable due to reactive load oscillations during a routine surveillance, Entergy 
performed an inadequate common cause failure determination that did not address the failure mechanism of the 
inoperable EDG, which had not yet been determined. This issue has been entered into the corrective action program as 
condition report CR-PNP-2015-8073, and additional guidance has been provided to the operations crew in the form of 
an operations section standing order, pending permanent corrective actions. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
operability of the ‘B’ EDG was not verified as required, either through determination that it was not inoperable due to 
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a common cause failure or through performance of the monthly TS-required surveillance. In accordance with Exhibit 
2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors 
determined that this finding was of very low safety significance (Green) because the performance deficiency was not a 
design or qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of 
function of a single train for greater than its technical specification allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. 

This finding had a cross-cutting aspect in the area of Human Performance, Conservative Bias, because Entergy did not 
use decision making practices that emphasized prudent choices over those that are simply allowed, or in this case 
those choices that were perceived to be allowed. Specifically, Entergy’s credited SR 4.5.F.1 based on an 
administrative review instead of more deliberate actions or evaluations that would be necessary to confirm that a 
common cause condition did not exist. (H.14) 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment of the Shutdown Transformer
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, “Instructions, Procedures, and Drawings,”
when Entergy failed to adequately assess the operability of the shutdown transformer as required by EN-OP-104, 
“Operability Evaluation Process”. Specifically, Entergy failed to evaluate changes to the 23KV line supplying the 
shutdown transformer that resulted in the shutdown transformer incorrectly being called operable. This issue has been 
entered into the corrective action program under CR 2015-7787. Entergy is conducting a causal analysis and operators 
have been given interim guidance to declare the shutdown transformer inoperable under similar conditions. 

This finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, a modification was made to the site, as 
described in the UFSAR that was unrecognized by Entergy during the operability determination process and resulted 
in the incorrect operability determination for the shutdown transformer. In accordance with Exhibit 2 of IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, and did not represent an actual loss of 
function of a single train for greater than its TS allowed outage time. 

This finding has a cross cutting aspect in the area of Human Performance, Avoid Complacency, in that individuals did 
not recognize and plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting 
successful outcomes. Specifically, personnel did not fully evaluate the change to the 23KV line, and instead relied on 
a previous incorrect operability determination to justify declaring the shutdown transformer operable. (H.12) 

Inspection Report# : 2015003 (pdf)

Significance: N/A Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Provide 10 CFR 50.59 Evaluation Associated with Offsite Power Alignment
Inspectors identified a Severity Level IV, NCV of 10CFR 50.59 “Changes, Tests and Experiments” in that Entergy 
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failed to perform a written evaluation to provide the basis for a change to the facility that required a license 
amendment. Specifically, the inspectors identified that contrary to 10 CFR 50.59, Entergy failed to evaluate whether 
the placement of a 23KV line aboveground required a license amendment pursuant to 10 CFR 50.59 (c)(1). Entergy is 
performing a causal analysis, updating required procedures, and issued a standing order to ensure the site remains in 
TS compliance with only the 23 kV line 108 able to supply power to maintain the shutdown transformer operable. 

The performance deficiency was dispositioned using the traditional enforcement process because it could potentially 
impede or impact the regulatory process. In accordance with the NRC Enforcement Manual, Revision 9, Part II, 
Enforcement of 10 CFR 50.59 and Related FSAR, Sections 2.1.3.E.1 and 2.1.3.E.6, this violation was determined to 
be more than minor because Entergy failed to conduct a safety evaluation when required and there was a reasonable 
likelihood that the change requiring 10 CFR 50.59 evaluation would have required Commission review and approval 
prior to implementation. Because this violation involves the traditional enforcement process and does not have an 
underlying technical violation that would be considered more than minor, the inspectors did not assign a cross-cutting 
aspect, in accordance with IMC 0612. 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Determination for the X-107B EDG Results in TS Violation
The inspectors identified a Green NCV 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” when Entergy staff performed an inadequate operability determination that assessed the X-107B 
emergency diesel generator (EDG) following cylinder head leakage indications during pre-start checks for a planned 
monthly operability run. Specifically, after engine coolant had been observed spraying from one of the open cylinder 
test cocks during X-107B EDG pre-start checks, operators determined that the EDG remained operable because the 
volume of leakage that had been observed would not have precluded a successful start of the engine. Operators did not 
consider that potential sources of leakage, such as a crack in the cylinder or cylinder head, could reasonably worsen 
during operation, such that the engine would not be able to complete its 30-day mission time, and therefore should be 
declared inoperable. Entergy’s immediate corrective actions included replacement of the X-107B EDG 9L cylinder 
head and sending out the damaged cylinder head for analysis by a vendor. The completion of the analysis by the 
vendor is being tracked by CR-2015-2109. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, Entergy staff 
inadequately determined that the X-107B EDG was operable, which resulted in the operability of the X-107A EDG 
not being verified, either through determination that it was not inoperable due to a common cause failure or 
performing TS SR 4.5.F.1 in its entirety. This finding was evaluated using Exhibit 2 of IMC 0609, Appendix A, “The 
Significance Determination Process for Findings At-Power.” The inspectors determined that this finding was of very 
low safety significance (Green) because the performance deficiency was not a design or qualification deficiency, did 
not involve an actual loss of safety function, did not represent actual loss of a safety function of a single train for 
greater than its TS allowed outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or 
severe weather initiating event. This finding had a cross-cutting aspect in the area of Human Performance, 
Conservative Bias, because Entergy staff did not use decision making practices that emphasized prudent choices over 
those that are simply allowed. Specifically, Entergy staff’s operability determination for the X-107B EDG was based 
on the conclusion that the asfound condition would not have caused the engine to be inoperable because it would not 
have created a hydraulic lock; they did not consider that the condition would likely worsen during EDG operation, nor 
did their operability determination consider EDG mission time [H.14].
Inspection Report# : 2015002 (pdf)
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Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Testing of Safety-Related Undervoltage Alarm Relays
The inspectors identified an NCV of very low safety significance (Green) of 10 CFR 50, Appendix B, Criterion XI, 
“Test Control,” because Entergy did not establish requirements in accordance with their test program for safety related 
4160 V degraded voltage relays in accordance with Updated Final Safety Analysis Report (UFSAR) Section 8.4.7. 
Specifically, 4160V switchgear relays 127-509/1 & 2 undervoltage setpoints were not tested for the first time until 
March 2015, which identified the relays were out of calibration by 23 percent. This impacted operators ability to 
perform alarm response procedure, ARP-C3L, which directs operators to trip the X107A emergency diesel generator 
(EDG) when the alarm for relay 127-509/1 & 2 is received. Entergy entered CR-PNP-2015-1614 and CR-PNP-2015-
1623 into the corrective action program to address the degraded condition. Corrective actions included an immediate 
operability determination and re-calibration of the relays to their required set points prior to restoration of the X107A 
EDG. 

This finding is more than minor because it impacted the equipment performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the reliability and capability of systems that 
respond to initiating events to prevent undesirable consequences. Additionally, the finding is similar to example 1.a in 
Appendix E of IMC 0612, because no record of testing had ever been recorded or performed; and that testing in 2015 
determined that relays 127-509/1 & 2 were degraded and would have impacted the operators ability to take alarm 
response procedure actions. In accordance with Exhibit 2 of IMC 0609 Appendix A, “The Significance Determination 
Process for Findings At-Power,” the inspectors determined that the finding was of very low safety significance 
(Green) because it did not represent a loss of a safety system, did not represent a loss of a safety function of a system 
or a single train greater than its allowed outage time, and did not screen as potentially risk significant due to external 
events. Specifically, although testing was not being performed to ensure proper relay response, inspectors confirmed 
relay protection was available to ensure that at a minimum ECCS injection valves would not have been impacted if 
the X107A EDG voltage regulator failed during a LOOP/LOCA. This finding had a cross-cutting aspect in the area of 
problem identification and resolution related to identification because Entergy did not implement the CAP with a low 
threshold for identifying issues. Specifically, Entergy had multiple opportunities to identify that relays 127-509/1 & 2 
undervoltage dropout settings were not being tested during establishment of the test setup or through periodic trending 
against similar relays in other systems [P.1]. 

Inspection Report# : 2015001 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Past Operability Assessment of 'C' Safety Relief Valve
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,”
when Entergy staff performed an inadequate past operability determination that assessed performance of the ‘C’
safety/relief valve (SRV), which did not open as expected when called upon to function. Specifically, following the 
January 27, 2015 reactor scram, operators placed an open demand for the ‘C’ SRV twice during post-scram recovery 
operations, but the valve did not respond as expected and did not perform its pressure reduction function on both 
occasions. Entergy’s subsequent past operability assessment for the valve’s operation incorrectly concluded that the 
valve was fully capable of performing its required functions during its installed service. In response to the team’s past 
operability concerns, Entergy subsequently re-evaluated the past operability of ‘C’ SRV and concluded that it was 
inoperable and placed the issue into the corrective action program as CR-PNP-2015-02051. 

This performance deficiency is more than minor because it is associated with the equipment performance attribute of 
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the Mitigating Systems cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent core damage. The team evaluated the finding using 
IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” Exhibit 2, and determined 
this finding was not a design or qualification deficiency and was not a potential or actual loss of system or safety 
function, and was therefore of very low safety significance (Green). 

The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because Entergy did not use 
decision making practices that emphasized prudent choices over those that are simply allowable. Specifically, Entergy 
did not appropriately evaluate unexpected and unsatisfactory performance of the ‘C’ SRV in consideration of the 
entire pressure range that the SRV, including its automatic depressurization system function, was required to be 
operable [H.14]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does 
not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage following the 
January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed 
SRVs which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions.” The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety 
function for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: 
a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’ SRV; examination of the 
valve internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 
114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. The risk evaluation was performed using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made 
a preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative 
and qualitative evaluations. 
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This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Loss of Instrument Air Abnormal Operating Procedure
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because Entergy failed to include appropriate 
operator actions to both recognize the effects of and recover systems and components important to safety within 
Procedure 5.3.8, “Loss of Instrument Air,” abnormal operating procedure. Entergy entered this issue into the CAP as 
PNP-CR-2015 0888 and issued a revision to Procedure 5.3.8 to provide additional guidance to operators during a loss 
of instrument air. 

The finding was more than minor because it was associated with the procedure quality attribute of the Mitigating 
System cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesired consequences. The lack of adequate 
instructions in the procedure adversely affected several operator actions and plant equipment on January 27, 2015, 
during the LOOP and loss of instrument air. The team evaluated the finding using IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions.” The team determined this finding was of very low safety significance 
(Green) because it was not a design or qualification deficiency, did not result in a loss of function of a TS required 
system, and did not represent an actual loss of function of one or more non-TS trains of equipment designated as a 
high safety-significant system. 

This finding had a cross-cutting aspect in the area of Human Performance, Resources, because Entergy leaders did not 
ensure that personnel, equipment, procedures, and other resources were available and adequate to support nuclear 
safety [H.1]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Follow RCIC System Manual Restart Procedure
A self-revealing Green NCV of TS 5.4.1, “Procedures,” was identified because the operating crew failed to implement 
a procedure step to open the reactor core isolation cooling (RCIC) system cooling water supply valve during a manual 
startup of the system. As a result, the RCIC system was operated for over 2 ½ hours with no cooling water being 

4Q/2015 Inspection Findings - Pilgrim 1

Page 10 of 17



supplied to the lubricating oil cooler or to the barometric condenser. Entergy entered the issue into the CAP as CR-
PNP-2015-0566, CR-PNP-2015-0570, and CR-PNP-2015-0952 and conducted a human performance review of the 
Control Room operators involved with the issue. 

This finding was more than minor because it was associated with the human performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesired consequences. Specifically, on January 27, 
2015, reactor operators failed to open MO-1301-62, cooling water supply valve, during a manual restart of the RCIC 
system in accordance with procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist.” Additionally, the 
operating crew failed to identify the valve was out of position even after the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, was received two minutes after the system was re-started and the alarm response procedure identified 
“Improper Valve Lineup” as a probable cause. The team evaluated the finding using IMC 0609, Appendix A, Exhibit 
2, “Mitigating Systems Screening Questions.” The team determined this finding was not a design or qualification 
deficiency and was not a potential or actual loss of system or safety function, and is therefore of very low safety 
significance (Green). During the period when the RCIC system was operated in this condition, no temperature limits 
were exceeded. In the event of a RCIC system automatic start, the cooling water supply valve would have opened 
automatically. 

This finding had a cross-cutting aspect in the area of Human Performance, Procedure Adherence, because Entergy 
licensed personnel did not implement procedure 5.3.35.1, “RCIC Injection – Manual Alignment Checklist”, to open 
MO-1301-62. Additionally, Entergy licensed personnel did not implement the Vacuum Tank Pressure Hi Alarm, 
C904L-F3, response procedure to check for an improper valve line-up [H.8]. 

Inspection Report# : 2015007 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify Condition Adverse to Quality Associated with Core Spray Discharge Header Voiding
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
PNPS staff failed to identify and correct conditions adverse to quality associated with the partial voiding of the ‘A’
core spray (CS) discharge header on January 27, 2015, following the loss of the keepfill system due to a LOOP. PNPS 
entered the issue into the CAP as CR-PNP-2015-01406 and planned procedural changes that would provide guidance 
to operate the affected pumps in order to prevent pump discharge piping from voiding if keepfill pressure is lost. 

This issue is more than minor because it is associated with the Mitigating Systems cornerstone attribute of equipment 
performance and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. The inspectors evaluated the finding using IMC 
0609, Appendix A, “The Significance Determination Process for Findings At-Power." This finding was determined to 
be of very low safety significance (Green) because it was not a deficiency affecting the design or qualification of a 
mitigating system and did not represent an actual loss of at least a single train system or two separate safety systems 
for greater than the TS allowed outage time. 

The finding had a cross-cutting aspect in Problem Identification and Resolution, Identification, because PNPS 
personnel did not implement a CAP with a low threshold for identifying issues. Individuals did not identify the issue 
completely, accurately, and in a timely manner in accordance with the program [P.1]. 

Inspection Report# : 2015007 (pdf)
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Barrier Integrity

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Implementation of Corrective Action following Winter Storm Juno
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because 
Entergy did not adequately implement corrective actions for an identified condition adverse to quality. Specifically, 
Entergy did not implement all of the procedure changes needed to ensure shutdown cooling was placed in service in a 
timely matter after plant shutdown in preparation for or during a severe winter storm. Entergy entered this issue into 
the CAP as CR 2016-0120 and updated procedure 2.1.42 to meet the requirements of the corrective actions in CR 
2015-0558. Inspectors verified that the new procedure revision included the required actions. 

The inspectors determined this performance deficiency is more than minor because it is associated with the procedure 
quality attribute of the Barrier Integrity cornerstone, and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
The inspectors determined that this finding is of very low safety significance (Green) in accordance with IMC 0609, 
Attachment 4 and Exhibit 3 of Appendix A, because it did not represent an actual open pathway in the physical 
integrity of reactor containment, containment isolation system, and heat removal components. The inspectors 
determined that this finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, 
because Entergy staff did not ensure procedure revisions were made in accordance with the requirements of EN-LI-
102, “Corrective Action Program.”
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Guidance and Invalid Compensatory Measures for Out-of-Service EAL Instrumentation
The inspectors identified a Green non-cited violation of 10 CFR 50.54(q)(2) because Entergy did not follow and 
maintain an emergency plan that meets the requirements of planning standards 10 CFR 50.47(b) and Appendix E. 
Specifically, the Emergency Plan Implementing Procedure specified insufficient equipment as the primary method of 
emergency action level assessment, and directed invalid compensatory measures to be used when the primary method 
of emergency action level assessment for reactor coolant system leakage was unavailable. Entergy entered these issues 
into the corrective action program as condition reports CR-PNP-2015-7183 and CR-PNP-2015-7394. Additionally, 
since the time of this inspection, Entergy completed and issued the new procedure governing equipment important to 
emergency response. 

This finding was more than minor because it was associated with the emergency response organization performance 
attribute of the Emergency Preparedness cornerstone and affected the cornerstone objective 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, the incomplete procedural guidance and the inadequate compensatory measure 
could have led to an emergency not being declared in a timely manner. The inspectors evaluated the finding using 
IMC 0609, Appendix B, “Emergency Preparedness Significance Determination Process,” and determined the finding 
was of very low safety significance (Green). The finding had a cross-cutting aspect in the area of Problem 
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Identification and Resolution, Identification, because Entergy did not ensure that the issues were promptly reported 
and documented in the corrective action program at a low threshold. Specifically, while performing the extent of 
condition review of emergency plan implementing procedure EP-IP-100.1, “Emergency Action Levels,” Entergy did 
not effectively utilize the corrective action program to identify and correct newly identified deficiencies with the 
guidance for emergency action level assessment and the invalid compensatory measures. This resulted in the 
associated degradation of the emergency plan assessment capability remaining in effect. [P.1]
Inspection Report# : 2015010 (pdf)

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: VIO Violation
NOV for Untimely Actions to Restore Station Meteorological Towers
The inspectors identified a Green cited violation 10 CFR 50.54(q)(2) because Entergy did not ensure that the Pilgrim 
Emergency Plan met the planning standards in 10 CFR 50.47(b). Specifically, in December 2011, Entergy cancelled 
preventative maintenance of the 160’ back-up meteorological tower, and that tower became non-functional. As a 
result, on eight occasions between March 18, 2012, and August 15, 2015, when the 220’ primary meteorological 
tower was also non-functional for various reasons, Pilgrim did not have instrumentation available on either tower for 
continuous reading of the wind speed, wind direction, air temperature, and delta air temperature. At the time of this 
inspection in August 2015, Entergy was in the process of obtaining necessary permits for construction of the new 
tower. 

This finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency 
Preparedness cornerstone and adversely affected the cornerstone objective of ensuring the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with IMC 0609, Appendix B, “Emergency Preparedness Significance Determination 
Process,” Table 5.8-1, the inspectors determined the finding to be of very low safety significance (Green) because the 
planning standard function was degraded. Specifically, a significant amount of equipment necessary to implement the 
emergency plan was not functional to the extent that an emergency response organization member could not perform 
assigned functions, in the absence of compensatory measures. However, Pilgrim was able to make adequate dose 
assessments at all times using the National Weather Service to obtain necessary data. This finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution, Resolution, because Pilgrim did not take effective 
corrective actions to address issues in a timely manner commensurate with their safety significance. Specifically, 
numerous delays and extensions of corrective actions resulted in a period of approximately two years in which the 
adverse condition identified by the inspectors had not been corrected, during which additional outages of the primary 
meteorological tower have resulted in additional unnecessary degradation of the Pilgrim Emergency Plan. [P.3] 

Inspection Report# : 2015010 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Compensatory Measures for Out-of-Service Emergency Action Level Instrumentation
The inspectors identified a Green NCV of 10 CFR 50.54(q)(2) for failing to follow and maintain an emergency plan 
that meets the requirements of planning standards 10 CFR 50.47(b) and Appendix E. Specifically, on January 27, 
2015, following a loss of instrument air, the indications in the Control Room for Sea Water Bay level were lost, and 
Entergy did not implement compensatory measures, as directed by an Emergency Plan Implementing Procedure, to 
determine whether a Sea Water Bay level emergency action level (EAL) threshold had been exceeded. Entergy 
entered this issue into the CAP as CR-PNP-2015-00948 and initiated corrective actions to identify alternative means 
for assessing this EAL in the event of a loss of Sea Water Bay level instruments. 
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This performance deficiency was more than minor because it was associated with the emergency response 
organization performance (program elements not meeting 50.47(b) planning standards) attribute of the Emergency 
Preparedness cornerstone and 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, the out-of-service Sea Water Bay level instrumentation could have led to an emergency not 
being declared in a timely manner. The inspectors evaluated the finding using IMC 0609, Appendix B, “Emergency 
Preparedness Significance Determination Process." The inspectors determined the finding was associated with risk 
significant planning standard 10 CFR 50.47(b)(4), “Emergency Classification System,” and corresponded to the 
following Green Finding example in Table 5.4-1: an EAL has been rendered ineffective such that any Alert or 
Unusual Event would not be declared, or declared in a degraded manner for a particular off-normal event. Therefore, 
using Figure 5.4-1, “Significance Determination for Ineffective EALs and Overclassification,” and the example in 
Table 5.4-1, the inspectors determined the finding was of very low safety significance (Green). 

The finding had a cross-cutting aspect in the area of Human Performance, Documentation, because Entergy did not 
maintain complete and accurate documentation. Specifically, compensatory measures associated with out-of-service 
EAL instrumentation are not governed by comprehensive and high-quality programs, processes, and procedures [H.7]. 

Inspection Report# : 2015007 (pdf)

Significance: N/A Mar 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report a Major Loss of Emergency Assessment Capability
The NRC identified a SL IV NCV of 10 CFR Part 50.72(b)(3)(xiii) when Entergy failed to make a required event 
notification within eight hours for a major loss of assessment capability. Specifically, an unplanned loss occurred of 
all emergency action level (EAL) instrumentation associated with Sea Water Bay level that resulted in an inability to 
evaluate all EALs for an abnormal water level condition. Entergy entered the issue into the corrective action program 
as CR-PNP-2015-00949. Compliance was restored on February 5, 2015, when Entergy reported the major loss of 
assessment capability under Event Notification (EN) 50790. 

Since the failure to submit a required event report impacts the regulatory process, the violation was evaluated using 
Section 2.2.4 of the NRC’s Enforcement Policy, dated July 9, 2013, instead of the SDP. Using the example listed in 
Section 6.9.d.9, “A licensee fails to make a report required by 10 CFR 50.72 or 10 CFR 50.73,” the issue was 
evaluated and determined to be a SL IV violation. The inspectors reviewed the condition for reactor oversight process 
significance. Because this NRC-identified violation involves the traditional enforcement process and does not have an 
underlying technical violation that would be considered more-than-minor, the inspectors did not assign a cross-cutting 
aspect to this violation in accordance with IMC 0612. 

Inspection Report# : 2015007 (pdf)

Occupational Radiation Safety

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Comply with RWP Instructions to Contact RP Prior to Dogbone Gasket Removal
The inspector identified a self-revealing Green NCV of Technical Specification 5.4.1, Regulatory Guide 1.33, 
Appendix “A” Procedures. Procedure EN RP 100 Radiation Worker Expectations, Section 5.4 Radiological Work 
Permit (RWP), requires radiation workers to comply with verbal and written instructions. RWP 2015530, Task 1 
requires workers to “Contact Radiation Protection prior to entry to discuss work scope” and to allow for “RP survey 
when accessible surfaces are exposed.” Contrary to these requirements, on April 28, 2015, several workers failed to 
inform RP when performing condenser dogbone gasket removal activity, which resulted in Radiation Protection (RP) 
not conducting the necessary contamination surveys. Performing this work without notifying RP resulted in five 
workers receiving unintended internal exposures. When identified, Entergy immediately stopped work on this project, 
conducted a safety meeting between RP and the Entergy contractors, performed the RP surveys on the accessible 
surfaces and enforced the RWP respiratory protection requirements for the remaining work. This issue was entered 
into the Entergy corrective action program (CR-PNP-2015-07577). 

The inspectors determined that the performance deficiency was more than minor because it affected the Radiation 
Safety – Occupational Radiation Safety Cornerstone attribute of Program and Process associated with 
exposure/contamination controls and because it resulted in the unintended internal exposure of five workers. It was 
determined to be of very low safety significance (Green) because it was not related to ALARA, it did not involve an 
overexposure or a potential for an overexposure and because the licensees ability to assess dose was not compromised. 
A cross-cutting aspect of Procedure Adherence in the area of Human Performance was assigned for individuals failing 
to follow processes, procedures and work instructions, in that workers did not follow the verbal and written 
instructions on the RWP to discuss the scope of work with RP prior to beginning the work. [H.8]
Inspection Report# : 2015003 (pdf)

Public Radiation Safety

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Conduct Operations to Miniimze the Introduction of Residual Radioactivity to the Site
The inspectors identified a Green NCV of 10 CFR 20.1406(c) in that Entergy did not conduct operations to minimize 
the introduction of residual radioactivity on site. Entergy did not take action to reduce residual radioactive waste from 
the site in a timely manner over fourteen years. Entergy entered this issue into the corrective action program as CR-
2015-05745 with actions to characterize and evaluate the adverse conditions identified by the inspector 

The issue is more than minor because it is associated with the program and process attribute of the Public Radiation 
Safety cornerstone and affected the cornerstone objective to ensure the licensee’s ability to prevent inadvertent release 
and/or loss of control of licensed material to an unrestricted area. In accordance with IMC 0609, Appendix D, "Public 
Radiation Safety Significance Determination Process," the finding was determined to be of very low safety 
significance (Green) because Entergy had an issue involving radioactive material control, but did not involve: (1) 
transportation; or (2) public exposure in excess of 0.005 Rem. The finding has a cross-cutting aspect in the area of 
problem identification and resolution, Resolution, in that Entergy did not adequately address the radioactive waste in a 
fourteen year time period (P.3). 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Ship Category 2 Radioactive Material - Quantity of Concern
The inspectors identified a Green NCV of 10 CFR 71.5, “Transportation of Licensed Material,” and 49 CFR 172, 
Subpart I, “Safety and Security Plans.” Specifically, Entergy shipped a category 2 RAM-QC on public highways to a 
waste processor without adhering to a transportation security plan. Prior to shipment, Entergy’s staff failed to 
recognize that the quantity of radioactive material met the definition RAM QC. Entergy entered the issue into their 
corrective action program as CR-2015-05746 to address changes in Department of Transportation requirements. 

The issue is more than minor because it is associated with the program and process attribute of the Public Radiation 
Safety cornerstone and affected the cornerstone objective to ensure the safe transport of radioactive material on public 
highways in accordance with regulations. The finding was determined to be of very low safety significance (Green) 
because Entergy had an issue involving transportation of radioactive material, but it did not involve: (1) a radiation 
limit that was exceeded; (2) a breach of package during transport; (3) a certificate of compliance issue; (4) a low level 
burial ground nonconformance; or (5) a failure to make notifications or provide emergency information. The finding 
had a cross-cutting aspect in the area of problem identification and resolution, Identification, in that the licensee did 
not have a low threshold for identifying issues. Specifically, the security transportation plan requirements became 
effective in March 2003, had not been effectively identified by Entergy (P.1). 

Inspection Report# : 2015002 (pdf)

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

Miscellaneous
Significance: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit an LER
The inspectors identified a Severity Level IV NCV because Entergy personnel did not provide a written report to the 
NRC within 60 days after discovery of the event as required by 10 CFR 50.73(a)(2)(i)(B) for a condition which was 
prohibited by TS 3.5.E, “Automatic Depressurization System (ADS).” Specifically, on January 27, 2015, Pilgrim 
experienced a loss of offsite power and reactor scram during a winter storm. While operators performed a reactor 
cooldown with manual operation of safety relief valves (SRVs), the 3C SRV twice failed to open upon demand by the 
operations crew. Entergy staff initiated condition report CR-PNP-2015-0561 to document SRV 3C’s failure to open, 
and the valve was immediately declared inoperable. The inspectors determined that the improper operation of SRV 3C 
was reportable in accordance with 10 CFR 50.73(a)(2)(i)(B). Entergy has captured this issue in condition report CR-
2015-6191. 
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Because this issue had the potential to affect the NRC’s ability to perform its regulatory function, the inspectors 
evaluated this performance deficiency in accordance with the traditional enforcement process. Using example 6.9.d.9 
from the Enforcement Policy, the inspectors determined that the violation was a Severity Level IV (a failure of a 
licensee to make a report required by 10 CFR 50.72 or 10 CFR 50.73) violation. Because this violation involves the 
traditional enforcement process and does not have an underlying technical violation, inspectors did not assign a cross-
cutting aspect to this violation in accordance with IMC 0612, Appendix B. 

Inspection Report# : 2015002 (pdf)

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

Initiating Events

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Design Control of MSIV Nitrogen Supply Line Support leads to Scram
A self-revealing Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion III, 
“Design Control,” was identified because Entergy did not use the correct work planning and design controls to repair 
the support for the nitrogen supply line for the 1C inboard main steam isolation valve (MSIV). Specifically, 
inadequate design controls led to a failed horizontal unistrut support for the nitrogen supply line to the 1C MSIV, 
resulting in the header resting on the main steam line. This caused vibration-induced cyclic failure of the nitrogen 
supply line, closure of 1C MSIV, and a plant scram. The damaged line was modified and repaired using an additional 
unistrut for support as determined by the engineering change process. Entergy entered the issue into the corrective 
action program (CAP) under condition report (CR) 2015-07285. 

This finding is more than minor because it is associated with the Initiating Events cornerstone attribute of equipment 
performance 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 failure 
of the pneumatic supply header support resulted in a plant scram due to the vibration induced cyclic failure of the 
nitrogen supply line and subsequent closure of 1C MSIV. In accordance with IMC 0609.04 and Exhibit 1 of IMC 
0609, Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the complete or partial loss of a support system that contributes to the likelihood of, or cause, 
an initiating event and affect mitigation equipment. The inspectors determined this finding does not have a cross-
cutting aspect because the performance deficiency occurred in 2001 and is not indicative of current performance.
Inspection Report# : 2015004 (pdf)

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Procedures for Placing Main Turbine in Service
The inspectors identified a self-revealing Green non-cited violation of Technical Specification 5.4.1, “Procedures,”
because Entergy did not provide adequate procedures in that appropriate operator actions to recover systems and 
components important to safety were not included within operating procedures 2.1.1, “Startup from Shutdown,” and 
2.2.93, “Main Condenser Vacuum System,” as well as abnormal operating procedure 2.4.36, “Decreasing Condenser 
Vacuum.” Entergy entered this issue into their corrective action program as condition report CR-PNP-2015-5197. 

This finding was more than minor because it was associated with the procedure quality attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors evaluated 
the finding using IMC 0609, Appendix A, Exhibit 1, “Initiating Events Screening Questions.” The inspectors 
determined this finding was of very low safety significance (Green) because it did not cause a loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. This finding 

1Q/2016 Inspection Findings - Pilgrim 1

Page 1 of 13



had a cross-cutting aspect in the area of Human Performance, Design Margins, because Entergy did not operate 
equipment within design margins. Specifically, Entergy staff’s lack of awareness of the limitations of offgas system 
during startup and while placing the main turbine in service resulted in operators establishing conditions that were 
outside those limitations. [H.6]
Inspection Report# : 2015010 (pdf)

Significance:  Jun 30, 2015
Identified By: Self-Revealing
Item Type: FIN Finding
Ineffective Corrective Action Leads to of Cavitation of Residual Heat Removal Pump
A self-revealing Green finding was identified when residual heat removal pump (RHR) ‘B’ experienced cavitation 
during refueling and maintenance outage (RFO) 20 that was a result of inadequate corrective actions associated with 
equipment used to determine flow rate. Specifically, prior to placing augmented fuel pool cooling mode in service on 
April 26, 2015, Entergy did not ensure that the temporary flow transmitter was properly setup and calibrated because 
corrective actions from 2011 were not adequate to ensure proper setup in the future. As a result, when operators went 
to raise flow in accordance with their procedural requirement, residual heat removal pump ‘B’ experienced cavitation 
and operators secured the pump because the flow transmitter was inaccurately reading low. Entergy’s immediate 
corrective actions included entering the issue into the corrective action program (CAP) as CR-2015-3724, re-
calibrating and setting up the ultrasonic flow meter, and establishing a second ultrasonic flow meter to ensure proper 
flow. 

The finding is more than minor because it is associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. Specifically, the ‘B’ RHR pump was 
secured from AFPC mode 2 on April 26, 2015 when the installed ultrasonic flow meter did not read properly, leading 
to operation of the ‘B’ RHR pump outside of flow limits specified in procedure 2.2.85.2 and cavitation of the pump. 
This finding was evaluated in accordance with Exhibit 2, Section C.6 of IMC 0609 Appendix G, Attachment 1, 
“Shutdown Operations Significance Determination Process Phase 1 Initial Screening and Characterization of 
Findings." The inspectors determined that this finding is of very low safety significance (Green) because while the 
performance deficiency resulted in the ‘B’ RHR pump being secured due to cavitation, it did occur when the refuel 
canal/cavity was flooded and did not increase the likelihood of a fire or internal/external flood that could cause an 
shutdown initiating event. This finding has a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, because Entergy staff did not thoroughly evaluate the issues associated with the ultrasonic flow meter in 
2011 and 2013 to ensure that resolutions address causes and extent of conditions commensurate with their safety 
significance. (P.2) 

Inspection Report# : 2015002 (pdf)

Mitigating Systems

Significance:  Jan 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct Core Spray System Leakage
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly correct a condition adverse to quality for the core spray system. Specifically, though 
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Entergy identified in March 2015 that core spray system leakage was the likely cause of voiding in the system, 
Entergy had not taken timely action to identify the source of the leakage and address the issue. Entergy’s immediate 
corrective actions included entering the issue into the CAP as CR-PNP-2016-00201 and generating a work order to 
repair seat leakage from the core spray test return line motor-operated valve, MO-1400-4A. 

This issue is more than minor because if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, an unmonitored increase in core spray system leakage could result 
in an unanalyzed condition where the operability of the core spray system cannot be assured. In accordance with IMC 
0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” the inspectors 
determined the finding was of very low safety significance (Green). This finding had a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, because Entergy did not thoroughly evaluate issues to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
Entergy failed to fully evaluate the source of core spray system leakage identified in CR-PNP-2015-01406 because 
they closed out the CR to another CR with a different focus. [P.2]
Inspection Report# : 2016008 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Procedure Changes in accordance with TS 5.4.1a
The inspectors identified an NCV of TS 5.4.1, “Procedures,” because Entergy was not adequately maintaining 
procedures listed in Regulatory Guide (RG) 1.33, Revision 2, Appendix A, February 1978. Specifically, the inspectors 
identified several examples where Entergy staff inappropriately used Entergy procedure EN-OP-112, “Night and 
Standing Orders,” to implement procedure changes instead of PNPS quality assurance procedure NOP98A1, 
“Procedure Process.” Entergy entered the issue into the CAP as CR 2015-09233. 

The performance deficiency was determined to be more than minor because if left uncorrected it has the potential to 
lead to a more significant safety concern. Specifically, the inspectors determined the issue was similar to Example 4.a 
of IMC 0612, Appendix E, which states that an insignificant procedure error would be more than minor if the licensee 
routinely failed to adhere to the applicable procedure. The inspectors evaluated the finding using IMC 0609, 
Attachment 4 and Appendix A. Using Exhibit 2 of Appendix A, the inspectors determined this finding was of very 
low safety significance (Green) because it did not involve a design or qualification deficiency, it would not lead to a 
potential or actual loss of system or safety functions, it did not involve the loss or degradation of equipment or a 
function specifically designed to mitigate a seismic, flooding, or severe weather initiating event, and it did not involve 
the total loss of any safety function as identified in Exhibit 4. The inspectors determined that the finding had a cross-
cutting aspect in Problem Identification and Resolution, Resolution, because, contrary to station procedure 
requirements, the standing order (SO) process was consistently inappropriately used to implement procedure changes 
for degraded equipment without the required evaluations.
Inspection Report# : 2015004 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify the Cause of a Significant Condition Adverse to Quality
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” when 
Entergy did not determine the cause of a significant condition adverse to quality (SCAQ). Specifically, a causal 
evaluation was not performed for a failed safety-related relay that ensured the automatic operation of the low pressure 
coolant injection (LPCI) system injection valves in a degraded voltage condition. Entergy replaced the failed relay and 
restored LPCI to an operable status on May 10, 2015. Entergy entered the issue into the CAP as CR 2015-9762. 
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This finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The failure to 
identify the cause and extent of condition of the relay failure as directed by site procedures could result in repeat 
events which adversely affect safety system availability. In accordance with IMC 0609.04 and Exhibit 2 of IMC 0609, 
Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the design of a mitigating structure, system, or component (SSC) or a loss of function of a 
train or system for greater than the technical specification (TS) allowed outage time. The inspectors determined this 
finding has a cross-cutting aspect in Human Performance, Procedure Adherence, because individuals did not 
recatergorize the CR to a higher level requiring a causal evaluation, as required by EN-LI-102 when a licensee event 
report (LER) was issued. The site also did not retain the failed safety-related part, as required by EN-MA-101-02.
Inspection Report# : 2015004 (pdf)

Significance:  Nov 19, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Analyze Reactor Recirculation System Motor Operated Valves for the Post-fire Cold Shutdown 
Function
The team identified a finding of very low safety significance involving a non-cited violation of Pilgrim Operating 
License Condition 3.F for failure to implement and maintain all aspects of the approved Fire Protection Program. 
Specifically, Entergy's post fire safe shutdown analysis did not adequately evaluate system requirements necessary to 
achieve cold shutdown conditions when the 'A' Reactor Recirculation System motor operated valves are damaged by 
fire. As a result, Entergy may not have been able to establish cold shutdown within 72 hours, as required by their safe 
shutdown analysis and regulatory requirements for this scenario. Entergy entered this issue into their corrective action 
program as condition reports CR-PNP-2015-09136 and CR-PNP-2015-09400, and implemented fire watches in the 
affected fire areas as an interim compensatory measure. 

The finding was more than minor because it was similar to example 3.k of the NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, "Examples of Minor Issues," and was associated with the Protection Against External Factors 
(e.g., fire) attribute of the Mitigating Systems Cornerstone and adversely affected the objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated this issue in accordance with IMC 0609, Appendix F, "Fire Protection SDP." This 
finding screened to very low safety significance (Green) because it did not affect the ability to reach and maintain a 
hot shutdown condition (i.e., it only affected the ability to reach or maintain cold shutdown conditions). This finding 
had a cross-cutting aspect in the area of Problem Identification & Resolution, Evaluation, because, in 2013, Entergy 
incorrectly assumed that the 'B' RRS MOVs would be available during any fire that could damage the 'A' MOV cables 
without thoroughly evaluating whether the routing for the 'B' MOV cables ensured they would remain undamaged and 
available. [P.2]
Inspection Report# : 2015008 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Main Control Room Annunciators 10 CFR 50.65(a)(2) Not Met
Green. Inspectors identified a Green NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants, paragraph (a)(2), because Entergy did not adequately demonstrate that the main 
control room annunciators (a)(2) performance was effectively controlled through performance of appropriate 
preventative maintenance. Specifically, Entergy did not identify and properly account for functional failures of the 
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main control room (MCR) annunciators in February 2015 and May 2015, and did not recognize that the train 
exceeded its performance criteria and required a Maintenance Rule (a)(1) evaluation. Entergy entered the issue into 
the corrective action program under condition report 2015-7986 and CR 2015-7988 and is performing the 
Maintenance Rule (a)(1) evaluation. 

The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and affects the cornerstone objective of ensuring the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, 
following the three failures of the main control annunciator panel in February 2015 and May 2015, Entergy did not 
identify the failures as functional failures, and consequently, did not establish goals and monitoring criteria in 
accordance with 10 CFR 50.65(a)(1). The inspectors evaluated the significance of this finding using IMC 0609 
Appendix A, The Significance Determination Process (SDP) for Findings at Power.” The finding is of very low safety 
significance because the finding was not a design or qualification deficiency and did not represent a loss of safety 
function. 

The inspectors determined that the finding has a cross cutting aspect in the area of Problem Identification and 
Resolution, Evaluation, in that the organization thoroughly evaluates issues to ensure that resolution addresses causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy identified all of the 
failures of the MCR annunciator system, however, Entergy did not include maintenance rule monitoring functions in 
the evaluation of the MCR annunciator system failures (P.2). 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate EDG Common Cause Determinations Result in TS Violation
Green. The inspectors identified a Green Non-Cited Violation (NCV) of TS 3.5.F, “Minimum Low Pressure Cooling 
and Diesel Generator Availability,” for failure to adequately perform technical specification (TS) surveillance 
requirement (SR) 4.5.F.1 to determine that the ‘B’ Emergency Diesel Generator (EDG) was not inoperable due to a 
common cause failure, or to perform the TS-specified EDG monthly surveillance test, within 24 hours of the time that 
operators determined that the ‘A’ EDG was inoperable. Specifically, on July 1, 2015 after the ‘A’ EDG was declared 
inoperable due to unexpected annunciator response during engine pre-start checks, and again on July 28, 2015, when 
the ‘A’ EDG was declared inoperable due to reactive load oscillations during a routine surveillance, Entergy 
performed an inadequate common cause failure determination that did not address the failure mechanism of the 
inoperable EDG, which had not yet been determined. This issue has been entered into the corrective action program as 
condition report CR-PNP-2015-8073, and additional guidance has been provided to the operations crew in the form of 
an operations section standing order, pending permanent corrective actions. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
operability of the ‘B’ EDG was not verified as required, either through determination that it was not inoperable due to 
a common cause failure or through performance of the monthly TS-required surveillance. In accordance with Exhibit 
2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors 
determined that this finding was of very low safety significance (Green) because the performance deficiency was not a 
design or qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of 
function of a single train for greater than its technical specification allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. 
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This finding had a cross-cutting aspect in the area of Human Performance, Conservative Bias, because Entergy did not 
use decision making practices that emphasized prudent choices over those that are simply allowed, or in this case 
those choices that were perceived to be allowed. Specifically, Entergy’s credited SR 4.5.F.1 based on an 
administrative review instead of more deliberate actions or evaluations that would be necessary to confirm that a 
common cause condition did not exist. (H.14) 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment of the Shutdown Transformer
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, “Instructions, Procedures, and Drawings,”
when Entergy failed to adequately assess the operability of the shutdown transformer as required by EN-OP-104, 
“Operability Evaluation Process”. Specifically, Entergy failed to evaluate changes to the 23KV line supplying the 
shutdown transformer that resulted in the shutdown transformer incorrectly being called operable. This issue has been 
entered into the corrective action program under CR 2015-7787. Entergy is conducting a causal analysis and operators 
have been given interim guidance to declare the shutdown transformer inoperable under similar conditions. 

This finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, a modification was made to the site, as 
described in the UFSAR that was unrecognized by Entergy during the operability determination process and resulted 
in the incorrect operability determination for the shutdown transformer. In accordance with Exhibit 2 of IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, and did not represent an actual loss of 
function of a single train for greater than its TS allowed outage time. 

This finding has a cross cutting aspect in the area of Human Performance, Avoid Complacency, in that individuals did 
not recognize and plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting 
successful outcomes. Specifically, personnel did not fully evaluate the change to the 23KV line, and instead relied on 
a previous incorrect operability determination to justify declaring the shutdown transformer operable. (H.12) 

Inspection Report# : 2015003 (pdf)

Significance: N/A Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Provide 10 CFR 50.59 Evaluation Associated with Offsite Power Alignment
Inspectors identified a Severity Level IV, NCV of 10CFR 50.59 “Changes, Tests and Experiments” in that Entergy 
failed to perform a written evaluation to provide the basis for a change to the facility that required a license 
amendment. Specifically, the inspectors identified that contrary to 10 CFR 50.59, Entergy failed to evaluate whether 
the placement of a 23KV line aboveground required a license amendment pursuant to 10 CFR 50.59 (c)(1). Entergy is 
performing a causal analysis, updating required procedures, and issued a standing order to ensure the site remains in 
TS compliance with only the 23 kV line 108 able to supply power to maintain the shutdown transformer operable. 

The performance deficiency was dispositioned using the traditional enforcement process because it could potentially 
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impede or impact the regulatory process. In accordance with the NRC Enforcement Manual, Revision 9, Part II, 
Enforcement of 10 CFR 50.59 and Related FSAR, Sections 2.1.3.E.1 and 2.1.3.E.6, this violation was determined to 
be more than minor because Entergy failed to conduct a safety evaluation when required and there was a reasonable 
likelihood that the change requiring 10 CFR 50.59 evaluation would have required Commission review and approval 
prior to implementation. Because this violation involves the traditional enforcement process and does not have an 
underlying technical violation that would be considered more than minor, the inspectors did not assign a cross-cutting 
aspect, in accordance with IMC 0612. 

Inspection Report# : 2015003 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Determination for the X-107B EDG Results in TS Violation
The inspectors identified a Green NCV 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” when Entergy staff performed an inadequate operability determination that assessed the X-107B 
emergency diesel generator (EDG) following cylinder head leakage indications during pre-start checks for a planned 
monthly operability run. Specifically, after engine coolant had been observed spraying from one of the open cylinder 
test cocks during X-107B EDG pre-start checks, operators determined that the EDG remained operable because the 
volume of leakage that had been observed would not have precluded a successful start of the engine. Operators did not 
consider that potential sources of leakage, such as a crack in the cylinder or cylinder head, could reasonably worsen 
during operation, such that the engine would not be able to complete its 30-day mission time, and therefore should be 
declared inoperable. Entergy’s immediate corrective actions included replacement of the X-107B EDG 9L cylinder 
head and sending out the damaged cylinder head for analysis by a vendor. The completion of the analysis by the 
vendor is being tracked by CR-2015-2109. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, Entergy staff 
inadequately determined that the X-107B EDG was operable, which resulted in the operability of the X-107A EDG 
not being verified, either through determination that it was not inoperable due to a common cause failure or 
performing TS SR 4.5.F.1 in its entirety. This finding was evaluated using Exhibit 2 of IMC 0609, Appendix A, “The 
Significance Determination Process for Findings At-Power.” The inspectors determined that this finding was of very 
low safety significance (Green) because the performance deficiency was not a design or qualification deficiency, did 
not involve an actual loss of safety function, did not represent actual loss of a safety function of a single train for 
greater than its TS allowed outage time, and did not screen as potentially risk-significant due to a seismic, flooding, or 
severe weather initiating event. This finding had a cross-cutting aspect in the area of Human Performance, 
Conservative Bias, because Entergy staff did not use decision making practices that emphasized prudent choices over 
those that are simply allowed. Specifically, Entergy staff’s operability determination for the X-107B EDG was based 
on the conclusion that the asfound condition would not have caused the engine to be inoperable because it would not 
have created a hydraulic lock; they did not consider that the condition would likely worsen during EDG operation, nor 
did their operability determination consider EDG mission time [H.14].
Inspection Report# : 2015002 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
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“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does 
not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage following the 
January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed 
SRVs which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions.” The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety 
function for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: 
a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’ SRV; examination of the 
valve internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 
114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. The risk evaluation was performed using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made 
a preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative 
and qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)

Barrier Integrity
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Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Implementation of Corrective Action following Winter Storm Juno
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because 
Entergy did not adequately implement corrective actions for an identified condition adverse to quality. Specifically, 
Entergy did not implement all of the procedure changes needed to ensure shutdown cooling was placed in service in a 
timely matter after plant shutdown in preparation for or during a severe winter storm. Entergy entered this issue into 
the CAP as CR 2016-0120 and updated procedure 2.1.42 to meet the requirements of the corrective actions in CR 
2015-0558. Inspectors verified that the new procedure revision included the required actions. 

The inspectors determined this performance deficiency is more than minor because it is associated with the procedure 
quality attribute of the Barrier Integrity cornerstone, and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
The inspectors determined that this finding is of very low safety significance (Green) in accordance with IMC 0609, 
Attachment 4 and Exhibit 3 of Appendix A, because it did not represent an actual open pathway in the physical 
integrity of reactor containment, containment isolation system, and heat removal components. The inspectors 
determined that this finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, 
because Entergy staff did not ensure procedure revisions were made in accordance with the requirements of EN-LI-
102, “Corrective Action Program.”
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Guidance and Invalid Compensatory Measures for Out-of-Service EAL Instrumentation
The inspectors identified a Green non-cited violation of 10 CFR 50.54(q)(2) because Entergy did not follow and 
maintain an emergency plan that meets the requirements of planning standards 10 CFR 50.47(b) and Appendix E. 
Specifically, the Emergency Plan Implementing Procedure specified insufficient equipment as the primary method of 
emergency action level assessment, and directed invalid compensatory measures to be used when the primary method 
of emergency action level assessment for reactor coolant system leakage was unavailable. Entergy entered these issues 
into the corrective action program as condition reports CR-PNP-2015-7183 and CR-PNP-2015-7394. Additionally, 
since the time of this inspection, Entergy completed and issued the new procedure governing equipment important to 
emergency response. 

This finding was more than minor because it was associated with the emergency response organization performance 
attribute of the Emergency Preparedness cornerstone and affected the cornerstone objective 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, the incomplete procedural guidance and the inadequate compensatory measure 
could have led to an emergency not being declared in a timely manner. The inspectors evaluated the finding using 
IMC 0609, Appendix B, “Emergency Preparedness Significance Determination Process,” and determined the finding 
was of very low safety significance (Green). The finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Identification, because Entergy did not ensure that the issues were promptly reported 
and documented in the corrective action program at a low threshold. Specifically, while performing the extent of 
condition review of emergency plan implementing procedure EP-IP-100.1, “Emergency Action Levels,” Entergy did 
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not effectively utilize the corrective action program to identify and correct newly identified deficiencies with the 
guidance for emergency action level assessment and the invalid compensatory measures. This resulted in the 
associated degradation of the emergency plan assessment capability remaining in effect. [P.1]
Inspection Report# : 2015010 (pdf)

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: VIO Violation
NOV for Untimely Actions to Restore Station Meteorological Towers
The inspectors identified a Green cited violation 10 CFR 50.54(q)(2) because Entergy did not ensure that the Pilgrim 
Emergency Plan met the planning standards in 10 CFR 50.47(b). Specifically, in December 2011, Entergy cancelled 
preventative maintenance of the 160’ back-up meteorological tower, and that tower became non-functional. As a 
result, on eight occasions between March 18, 2012, and August 15, 2015, when the 220’ primary meteorological 
tower was also non-functional for various reasons, Pilgrim did not have instrumentation available on either tower for 
continuous reading of the wind speed, wind direction, air temperature, and delta air temperature. At the time of this 
inspection in August 2015, Entergy was in the process of obtaining necessary permits for construction of the new 
tower. 

This finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency 
Preparedness cornerstone and adversely affected the cornerstone objective of ensuring the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with IMC 0609, Appendix B, “Emergency Preparedness Significance Determination 
Process,” Table 5.8-1, the inspectors determined the finding to be of very low safety significance (Green) because the 
planning standard function was degraded. Specifically, a significant amount of equipment necessary to implement the 
emergency plan was not functional to the extent that an emergency response organization member could not perform 
assigned functions, in the absence of compensatory measures. However, Pilgrim was able to make adequate dose 
assessments at all times using the National Weather Service to obtain necessary data. This finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution, Resolution, because Pilgrim did not take effective 
corrective actions to address issues in a timely manner commensurate with their safety significance. Specifically, 
numerous delays and extensions of corrective actions resulted in a period of approximately two years in which the 
adverse condition identified by the inspectors had not been corrected, during which additional outages of the primary 
meteorological tower have resulted in additional unnecessary degradation of the Pilgrim Emergency Plan. [P.3] 

Inspection Report# : 2015010 (pdf)

Occupational Radiation Safety

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with RWP Instructions to Contact RP Prior to Dogbone Gasket Removal
The inspector identified a self-revealing Green NCV of Technical Specification 5.4.1, Regulatory Guide 1.33, 
Appendix “A” Procedures. Procedure EN RP 100 Radiation Worker Expectations, Section 5.4 Radiological Work 
Permit (RWP), requires radiation workers to comply with verbal and written instructions. RWP 2015530, Task 1 
requires workers to “Contact Radiation Protection prior to entry to discuss work scope” and to allow for “RP survey 
when accessible surfaces are exposed.” Contrary to these requirements, on April 28, 2015, several workers failed to 
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inform RP when performing condenser dogbone gasket removal activity, which resulted in Radiation Protection (RP) 
not conducting the necessary contamination surveys. Performing this work without notifying RP resulted in five 
workers receiving unintended internal exposures. When identified, Entergy immediately stopped work on this project, 
conducted a safety meeting between RP and the Entergy contractors, performed the RP surveys on the accessible 
surfaces and enforced the RWP respiratory protection requirements for the remaining work. This issue was entered 
into the Entergy corrective action program (CR-PNP-2015-07577). 

The inspectors determined that the performance deficiency was more than minor because it affected the Radiation 
Safety – Occupational Radiation Safety Cornerstone attribute of Program and Process associated with 
exposure/contamination controls and because it resulted in the unintended internal exposure of five workers. It was 
determined to be of very low safety significance (Green) because it was not related to ALARA, it did not involve an 
overexposure or a potential for an overexposure and because the licensees ability to assess dose was not compromised. 
A cross-cutting aspect of Procedure Adherence in the area of Human Performance was assigned for individuals failing 
to follow processes, procedures and work instructions, in that workers did not follow the verbal and written 
instructions on the RWP to discuss the scope of work with RP prior to beginning the work. [H.8]
Inspection Report# : 2015003 (pdf)

Public Radiation Safety

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Conduct Operations to Miniimze the Introduction of Residual Radioactivity to the Site
The inspectors identified a Green NCV of 10 CFR 20.1406(c) in that Entergy did not conduct operations to minimize 
the introduction of residual radioactivity on site. Entergy did not take action to reduce residual radioactive waste from 
the site in a timely manner over fourteen years. Entergy entered this issue into the corrective action program as CR-
2015-05745 with actions to characterize and evaluate the adverse conditions identified by the inspector 

The issue is more than minor because it is associated with the program and process attribute of the Public Radiation 
Safety cornerstone and affected the cornerstone objective to ensure the licensee’s ability to prevent inadvertent release 
and/or loss of control of licensed material to an unrestricted area. In accordance with IMC 0609, Appendix D, "Public 
Radiation Safety Significance Determination Process," the finding was determined to be of very low safety 
significance (Green) because Entergy had an issue involving radioactive material control, but did not involve: (1) 
transportation; or (2) public exposure in excess of 0.005 Rem. The finding has a cross-cutting aspect in the area of 
problem identification and resolution, Resolution, in that Entergy did not adequately address the radioactive waste in a 
fourteen year time period (P.3). 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Ship Category 2 Radioactive Material - Quantity of Concern
The inspectors identified a Green NCV of 10 CFR 71.5, “Transportation of Licensed Material,” and 49 CFR 172, 
Subpart I, “Safety and Security Plans.” Specifically, Entergy shipped a category 2 RAM-QC on public highways to a 
waste processor without adhering to a transportation security plan. Prior to shipment, Entergy’s staff failed to 
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recognize that the quantity of radioactive material met the definition RAM QC. Entergy entered the issue into their 
corrective action program as CR-2015-05746 to address changes in Department of Transportation requirements. 

The issue is more than minor because it is associated with the program and process attribute of the Public Radiation 
Safety cornerstone and affected the cornerstone objective to ensure the safe transport of radioactive material on public 
highways in accordance with regulations. The finding was determined to be of very low safety significance (Green) 
because Entergy had an issue involving transportation of radioactive material, but it did not involve: (1) a radiation 
limit that was exceeded; (2) a breach of package during transport; (3) a certificate of compliance issue; (4) a low level 
burial ground nonconformance; or (5) a failure to make notifications or provide emergency information. The finding 
had a cross-cutting aspect in the area of problem identification and resolution, Identification, in that the licensee did 
not have a low threshold for identifying issues. Specifically, the security transportation plan requirements became 
effective in March 2003, had not been effectively identified by Entergy (P.1). 

Inspection Report# : 2015002 (pdf)

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

Miscellaneous
Significance: N/A Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Submit an LER
The inspectors identified a Severity Level IV NCV because Entergy personnel did not provide a written report to the 
NRC within 60 days after discovery of the event as required by 10 CFR 50.73(a)(2)(i)(B) for a condition which was 
prohibited by TS 3.5.E, “Automatic Depressurization System (ADS).” Specifically, on January 27, 2015, Pilgrim 
experienced a loss of offsite power and reactor scram during a winter storm. While operators performed a reactor 
cooldown with manual operation of safety relief valves (SRVs), the 3C SRV twice failed to open upon demand by the 
operations crew. Entergy staff initiated condition report CR-PNP-2015-0561 to document SRV 3C’s failure to open, 
and the valve was immediately declared inoperable. The inspectors determined that the improper operation of SRV 3C 
was reportable in accordance with 10 CFR 50.73(a)(2)(i)(B). Entergy has captured this issue in condition report CR-
2015-6191. 

Because this issue had the potential to affect the NRC’s ability to perform its regulatory function, the inspectors 
evaluated this performance deficiency in accordance with the traditional enforcement process. Using example 6.9.d.9 
from the Enforcement Policy, the inspectors determined that the violation was a Severity Level IV (a failure of a 
licensee to make a report required by 10 CFR 50.72 or 10 CFR 50.73) violation. Because this violation involves the 
traditional enforcement process and does not have an underlying technical violation, inspectors did not assign a cross-
cutting aspect to this violation in accordance with IMC 0612, Appendix B. 
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Pilgrim 1
2Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: FIN Finding
DRAFT: Inadequate Design Verification of the Traveling Screens System
DRAFT: Green. A Green self-revealing finding was identified for the inadequate design verification of the travelling 
screens system in accordance with EN-DC-149. Specifically, Pilgrim replaced travelling screens C and D without 
identifying that the replacement shear pins installed were not adequately sized, leading to a 50% rapid reduction in 
power. The licensee entered the finding into the corrective action program as Condition Report CR-2016-3202. 
Furthermore, Entergy took corrective actions to install the modified shear pin assembly in the C and D travelling 
screens, revise system drawings to more clearly depict the changes made per FRN 85-80C-26, and initiate an apparent 
cause evaluation. 

The inspectors determined that Entergy did not perform an adequate design verification of the travelling screens 
system in accordance with EN-DC-149. This is a performance deficiency that was reasonably within Entergy’s ability 
to foresee and correct and should have been prevented. Specifically, Entergy’s review and acceptance of vendor 
fabrication drawings did not identify that the shear pins to be installed were inadequately sized, resulting in a reduced 
loading capacity of the traveling screens. This finding is more than minor because it is associated with the Initiating 
Events cornerstone attribute of Design Control and 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 failure of the C and D travelling screens shear pins resulted in an unplanned 50% reduction in power. 
In accordance IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
inspectors determined that this finding was of very low safety significance (Green) because the finding did not cause a 
reactor trip and the loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable 
shutdown condition. The inspectors determined that the finding had a cross-cutting aspect in Human Performance, 
Avoid Complacency, because Entergy did not recognize and plan for the possibility of mistakes, latent issues, and 
inherent risk. Specifically, Pilgrim did not identify that vendor supplied documentation and part numbers did not 
match Pilgrim’s updated documentation. [H.12] (Section)
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Design Control of MSIV Nitrogen Supply Line Support leads to Scram
A self-revealing Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion III, 
“Design Control,” was identified because Entergy did not use the correct work planning and design controls to repair 
the support for the nitrogen supply line for the 1C inboard main steam isolation valve (MSIV). Specifically, 
inadequate design controls led to a failed horizontal unistrut support for the nitrogen supply line to the 1C MSIV, 
resulting in the header resting on the main steam line. This caused vibration-induced cyclic failure of the nitrogen 
supply line, closure of 1C MSIV, and a plant scram. The damaged line was modified and repaired using an additional 
unistrut for support as determined by the engineering change process. Entergy entered the issue into the corrective 
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action program (CAP) under condition report (CR) 2015-07285. 

This finding is more than minor because it is associated with the Initiating Events cornerstone attribute of equipment 
performance 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 failure 
of the pneumatic supply header support resulted in a plant scram due to the vibration induced cyclic failure of the 
nitrogen supply line and subsequent closure of 1C MSIV. In accordance with IMC 0609.04 and Exhibit 1 of IMC 
0609, Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the complete or partial loss of a support system that contributes to the likelihood of, or cause, 
an initiating event and affect mitigation equipment. The inspectors determined this finding does not have a cross-
cutting aspect because the performance deficiency occurred in 2001 and is not indicative of current performance.
Inspection Report# : 2015004 (pdf)

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Procedures for Placing Main Turbine in Service
The inspectors identified a self-revealing Green non-cited violation of Technical Specification 5.4.1, “Procedures,”
because Entergy did not provide adequate procedures in that appropriate operator actions to recover systems and 
components important to safety were not included within operating procedures 2.1.1, “Startup from Shutdown,” and 
2.2.93, “Main Condenser Vacuum System,” as well as abnormal operating procedure 2.4.36, “Decreasing Condenser 
Vacuum.” Entergy entered this issue into their corrective action program as condition report CR-PNP-2015-5197. 

This finding was more than minor because it was associated with the procedure quality attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors evaluated 
the finding using IMC 0609, Appendix A, Exhibit 1, “Initiating Events Screening Questions.” The inspectors 
determined this finding was of very low safety significance (Green) because it did not cause a 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 in the area of Human Performance, Design Margins, because Entergy did not operate 
equipment within design margins. Specifically, Entergy staff’s lack of awareness of the limitations of offgas system 
during startup and while placing the main turbine in service resulted in operators establishing conditions that were 
outside those limitations. [H.6]
Inspection Report# : 2015010 (pdf)

Mitigating Systems

Significance:  Jun 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Correct Degraded SSW Pump Discharge Piping Supports that Called into Question the 
Operability of Both SSW Loops)
Green. The team identified a violation of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, 
Criterion XVI, “Corrective Action,” because Entergy did not promptly identify and correct a condition adverse to 
quality. Specifically, Entergy did not identify degraded salt service water (SSW) pump discharge piping supports that 
called into question the operability of both SSW loops. Entergy’s short-term corrective actions included replacing 
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support bracket H29-1-9SG, repairing SSW support H29-1-11SG, refurbishing several corroded SSW supports, and 
implementing a permanent plant modification to restore the ‘D’ SSW pump to an operable condition. 

The finding is considered more than minor because it is associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated the significance of this finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The team 
determined the finding screened as very low safety significance (Green) because the finding did not result in the loss 
of system functionality. 

The finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Resolution, because 
Entergy did not take effective corrective actions to address issues in a timely manner commensurate with their safety 
significance. Specifically, Entergy did not effectively resolve and correct SSW support corrosion issues identified in 
October 2015, including causes and extent-of-condition, in a timely manner to preclude an adverse impact on system 
reliability in May 2016. [P.3] (Section 1R17.2.1.b.1)
Inspection Report# : 2016007 (pdf)

Significance:  Jun 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Translate SSW Support Design Drawings into the Installation Work Orders to Ensure 
SSW Discharge Piping was Adequately Supported)
Green. The team documented a self-revealing violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” as 
Entergy failed to verify the adequacy of the design to assure that applicable regulatory requirements and the design 
basis were correctly translated into safety-related SSW pump discharge piping support installation instructions. 
Specifically, Entergy did not assure that the SSW pump discharge piping supports were installed in accordance with 
design drawings which called into question the operability of both SSW loops. Entergy’s short-term corrective actions 
included implementing a permanent plant modification for the ‘D’ SSW pump support and temporary modifications 
on the ‘A’, ‘B’, and ‘E’ SSW pump discharge piping supports. 

The finding is considered more than minor because it is associated with the design control (initial design) attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated the significance of this finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The team 
determined the finding screened as very low safety significance (Green) because the finding was a design deficiency 
which did not result in a loss of functionality of the SSW pump supports. 

This finding did not have a cross-cutting aspect because the most significant contributor of the performance deficiency 
occurred during initial construction and, thus, was not reflective of current Entergy performance. (Section 
1R17.2.1.b.2)
Inspection Report# : 2016007 (pdf)

Significance:  Apr 08, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with the Salt Service Water System)
Green. The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix 
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B, Criterion XVI, “Corrective Action,” because Entergy did not ensure that an identified condition adverse to quality 
related to maintenance work on the salt service water (SSW) pumps was corrected. Specifically, Entergy did not 
implement a procedure change to require installation of additional anti-rotation pins. This procedure change was 
specified as a corrective action in an equipment apparent cause evaluation (E-ACE) [condition report (CR)-2015-
09189], and addressed the assembly of a pump component relied upon to maintain operability of the SSW system. As 
immediate corrective action, Entergy captured this issue in their CAP as CR-2016-02401, CR-2016-02446, and CR-
2016-02454. Additionally, Entergy implemented the necessary procedure change and ensured additional anti-rotation 
pins were installed during the most recent rebuilds of the ‘A’ and ‘B’ SSW pumps. 

The finding was more than minor because it was associated with the procedure quality 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 absence 
of additional anti-rotation pins contributed to the failure of the spider bearings, which led Entergy to declare the ‘A’
SSW pump inoperable on November 7, 2015. Absent a procedure change identified as a corrective action for this 
condition that required installation of additional anti-rotational pins, this vulnerability continued to exist, which could 
contribute to subsequent spider bearing failure, thereby rendering a SSW pump inoperable. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” the inspectors determined that this finding was of very low safety significance 
(Green) because the performance deficiency was not a design or qualification deficiency, and did not involve an actual 
loss of a safety function of a single train for greater than its technical specification allowed outage time. The 
inspectors determined that this finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because Entergy failed to ensure that established corrective actions adequately resolved and corrected the 
identified issues in a manner commensurate with their safety significance. Specifically, Entergy did not ensure that the 
corrective action taken adequately captured the intent of the corrective action as prescribed in the E-ACE. 
Furthermore, four CR closeout barriers within Entergy’s CAP failed to recognize and correct the issue. [P.3] (Section 
4OA4.c) 

Inspection Report# : 2016009 (pdf)

Significance:  Jan 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct Core Spray System Leakage
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly correct a condition adverse to quality for the core spray system. Specifically, though 
Entergy identified in March 2015 that core spray system leakage was the likely cause of voiding in the system, 
Entergy had not taken timely action to identify the source of the leakage and address the issue. Entergy’s immediate 
corrective actions included entering the issue into the CAP as CR-PNP-2016-00201 and generating a work order to 
repair seat leakage from the core spray test return line motor-operated valve, MO-1400-4A. 

This issue is more than minor because if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, an unmonitored increase in core spray system leakage could result 
in an unanalyzed condition where the operability of the core spray system cannot be assured. In accordance with IMC 
0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” the inspectors 
determined the finding was of very low safety significance (Green). This finding had a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, because Entergy did not thoroughly evaluate issues to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
Entergy failed to fully evaluate the source of core spray system leakage identified in CR-PNP-2015-01406 because 
they closed out the CR to another CR with a different focus. [P.2]
Inspection Report# : 2016008 (pdf)
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Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Procedure Changes in accordance with TS 5.4.1a
The inspectors identified an NCV of TS 5.4.1, “Procedures,” because Entergy was not adequately maintaining 
procedures listed in Regulatory Guide (RG) 1.33, Revision 2, Appendix A, February 1978. Specifically, the inspectors 
identified several examples where Entergy staff inappropriately used Entergy procedure EN-OP-112, “Night and 
Standing Orders,” to implement procedure changes instead of PNPS quality assurance procedure NOP98A1, 
“Procedure Process.” Entergy entered the issue into the CAP as CR 2015-09233. 

The performance deficiency was determined to be more than minor because if left uncorrected it has the potential to 
lead to a more significant safety concern. Specifically, the inspectors determined the issue was similar to Example 4.a 
of IMC 0612, Appendix E, which states that an insignificant procedure error would be more than minor if the licensee 
routinely failed to adhere to the applicable procedure. The inspectors evaluated the finding using IMC 0609, 
Attachment 4 and Appendix A. Using Exhibit 2 of Appendix A, the inspectors determined this finding was of very 
low safety significance (Green) because it did not involve a design or qualification deficiency, it would not lead to a 
potential or actual loss of system or safety functions, it did not involve the loss or degradation of equipment or a 
function specifically designed to mitigate a seismic, flooding, or severe weather initiating event, and it did not involve 
the total loss of any safety function as identified in Exhibit 4. The inspectors determined that the finding had a cross-
cutting aspect in Problem Identification and Resolution, Resolution, because, contrary to station procedure 
requirements, the standing order (SO) process was consistently inappropriately used to implement procedure changes 
for degraded equipment without the required evaluations.
Inspection Report# : 2015004 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify the Cause of a Significant Condition Adverse to Quality
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” when 
Entergy did not determine the cause of a significant condition adverse to quality (SCAQ). Specifically, a causal 
evaluation was not performed for a failed safety-related relay that ensured the automatic operation of the low pressure 
coolant injection (LPCI) system injection valves in a degraded voltage condition. Entergy replaced the failed relay and 
restored LPCI to an operable status on May 10, 2015. Entergy entered the issue into the CAP as CR 2015-9762. 

This finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The failure to 
identify the cause and extent of condition of the relay failure as directed by site procedures could result in repeat 
events which adversely affect safety system availability. In accordance with IMC 0609.04 and Exhibit 2 of IMC 0609, 
Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the design of a mitigating structure, system, or component (SSC) or a loss of function of a 
train or system for greater than the technical specification (TS) allowed outage time. The inspectors determined this 
finding has a cross-cutting aspect in Human Performance, Procedure Adherence, because individuals did not 
recatergorize the CR to a higher level requiring a causal evaluation, as required by EN-LI-102 when a licensee event 
report (LER) was issued. The site also did not retain the failed safety-related part, as required by EN-MA-101-02.
Inspection Report# : 2015004 (pdf)

Significance:  Nov 19, 2015
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Analyze Reactor Recirculation System Motor Operated Valves for the Post-fire Cold Shutdown 
Function
The team identified a finding of very low safety significance involving a non-cited violation of Pilgrim Operating 
License Condition 3.F for failure to implement and maintain all aspects of the approved Fire Protection Program. 
Specifically, Entergy's post fire safe shutdown analysis did not adequately evaluate system requirements necessary to 
achieve cold shutdown conditions when the 'A' Reactor Recirculation System motor operated valves are damaged by 
fire. As a result, Entergy may not have been able to establish cold shutdown within 72 hours, as required by their safe 
shutdown analysis and regulatory requirements for this scenario. Entergy entered this issue into their corrective action 
program as condition reports CR-PNP-2015-09136 and CR-PNP-2015-09400, and implemented fire watches in the 
affected fire areas as an interim compensatory measure. 

The finding was more than minor because it was similar to example 3.k of the NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, "Examples of Minor Issues," and was associated with the Protection Against External Factors 
(e.g., fire) attribute of the Mitigating Systems Cornerstone and adversely affected the objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated this issue in accordance with IMC 0609, Appendix F, "Fire Protection SDP." This 
finding screened to very low safety significance (Green) because it did not affect the ability to reach and maintain a 
hot shutdown condition (i.e., it only affected the ability to reach or maintain cold shutdown conditions). This finding 
had a cross-cutting aspect in the area of Problem Identification & Resolution, Evaluation, because, in 2013, Entergy 
incorrectly assumed that the 'B' RRS MOVs would be available during any fire that could damage the 'A' MOV cables 
without thoroughly evaluating whether the routing for the 'B' MOV cables ensured they would remain undamaged and 
available. [P.2]
Inspection Report# : 2015008 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Main Control Room Annunciators 10 CFR 50.65(a)(2) Not Met
Green. Inspectors identified a Green NCV of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants, paragraph (a)(2), because Entergy did not adequately demonstrate that the main 
control room annunciators (a)(2) performance was effectively controlled through performance of appropriate 
preventative maintenance. Specifically, Entergy did not identify and properly account for functional failures of the 
main control room (MCR) annunciators in February 2015 and May 2015, and did not recognize that the train 
exceeded its performance criteria and required a Maintenance Rule (a)(1) evaluation. Entergy entered the issue into 
the corrective action program under condition report 2015-7986 and CR 2015-7988 and is performing the 
Maintenance Rule (a)(1) evaluation. 

The finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and affects the cornerstone objective of ensuring the availability, reliability and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, 
following the three failures of the main control annunciator panel in February 2015 and May 2015, Entergy did not 
identify the failures as functional failures, and consequently, did not establish goals and monitoring criteria in 
accordance with 10 CFR 50.65(a)(1). The inspectors evaluated the significance of this finding using IMC 0609 
Appendix A, The Significance Determination Process (SDP) for Findings at Power.” The finding is of very low safety 
significance because the finding was not a design or qualification deficiency and did not represent a loss of safety 
function. 

The inspectors determined that the finding has a cross cutting aspect in the area of Problem Identification and 
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Resolution, Evaluation, in that the organization thoroughly evaluates issues to ensure that resolution addresses causes 
and extent of conditions commensurate with their safety significance. Specifically, Entergy identified all of the 
failures of the MCR annunciator system, however, Entergy did not include maintenance rule monitoring functions in 
the evaluation of the MCR annunciator system failures (P.2). 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate EDG Common Cause Determinations Result in TS Violation
Green. The inspectors identified a Green Non-Cited Violation (NCV) of TS 3.5.F, “Minimum Low Pressure Cooling 
and Diesel Generator Availability,” for failure to adequately perform technical specification (TS) surveillance 
requirement (SR) 4.5.F.1 to determine that the ‘B’ Emergency Diesel Generator (EDG) was not inoperable due to a 
common cause failure, or to perform the TS-specified EDG monthly surveillance test, within 24 hours of the time that 
operators determined that the ‘A’ EDG was inoperable. Specifically, on July 1, 2015 after the ‘A’ EDG was declared 
inoperable due to unexpected annunciator response during engine pre-start checks, and again on July 28, 2015, when 
the ‘A’ EDG was declared inoperable due to reactive load oscillations during a routine surveillance, Entergy 
performed an inadequate common cause failure determination that did not address the failure mechanism of the 
inoperable EDG, which had not yet been determined. This issue has been entered into the corrective action program as 
condition report CR-PNP-2015-8073, and additional guidance has been provided to the operations crew in the form of 
an operations section standing order, pending permanent corrective actions. 

The finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the 
operability of the ‘B’ EDG was not verified as required, either through determination that it was not inoperable due to 
a common cause failure or through performance of the monthly TS-required surveillance. In accordance with Exhibit 
2 of IMC 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors 
determined that this finding was of very low safety significance (Green) because the performance deficiency was not a 
design or qualification deficiency, did not involve an actual loss of safety function, did not represent actual loss of 
function of a single train for greater than its technical specification allowed outage time, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event. 

This finding had a cross-cutting aspect in the area of Human Performance, Conservative Bias, because Entergy did not 
use decision making practices that emphasized prudent choices over those that are simply allowed, or in this case 
those choices that were perceived to be allowed. Specifically, Entergy’s credited SR 4.5.F.1 based on an 
administrative review instead of more deliberate actions or evaluations that would be necessary to confirm that a 
common cause condition did not exist. (H.14) 

Inspection Report# : 2015003 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment of the Shutdown Transformer
Green. The inspectors identified a Green NCV of 10 CFR 50, Appendix B, “Instructions, Procedures, and Drawings,”
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when Entergy failed to adequately assess the operability of the shutdown transformer as required by EN-OP-104, 
“Operability Evaluation Process”. Specifically, Entergy failed to evaluate changes to the 23KV line supplying the 
shutdown transformer that resulted in the shutdown transformer incorrectly being called operable. This issue has been 
entered into the corrective action program under CR 2015-7787. Entergy is conducting a causal analysis and operators 
have been given interim guidance to declare the shutdown transformer inoperable under similar conditions. 

This finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, a modification was made to the site, as 
described in the UFSAR that was unrecognized by Entergy during the operability determination process and resulted 
in the incorrect operability determination for the shutdown transformer. In accordance with Exhibit 2 of IMC 0609, 
Appendix A, “The Significance Determination Process for Findings At-Power,” the inspectors determined that this 
finding is of very low safety significance (Green) because the performance deficiency was not a design or 
qualification deficiency, did not involve an actual loss of safety function, and did not represent an actual loss of 
function of a single train for greater than its TS allowed outage time. 

This finding has a cross cutting aspect in the area of Human Performance, Avoid Complacency, in that individuals did 
not recognize and plan for the possibility of mistakes, latent problems, or inherent risk, even while expecting 
successful outcomes. Specifically, personnel did not fully evaluate the change to the 23KV line, and instead relied on 
a previous incorrect operability determination to justify declaring the shutdown transformer operable. (H.12) 

Inspection Report# : 2015003 (pdf)

Significance: N/A Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Provide 10 CFR 50.59 Evaluation Associated with Offsite Power Alignment
Inspectors identified a Severity Level IV, NCV of 10CFR 50.59 “Changes, Tests and Experiments” in that Entergy 
failed to perform a written evaluation to provide the basis for a change to the facility that required a license 
amendment. Specifically, the inspectors identified that contrary to 10 CFR 50.59, Entergy failed to evaluate whether 
the placement of a 23KV line aboveground required a license amendment pursuant to 10 CFR 50.59 (c)(1). Entergy is 
performing a causal analysis, updating required procedures, and issued a standing order to ensure the site remains in 
TS compliance with only the 23 kV line 108 able to supply power to maintain the shutdown transformer operable. 

The performance deficiency was dispositioned using the traditional enforcement process because it could potentially 
impede or impact the regulatory process. In accordance with the NRC Enforcement Manual, Revision 9, Part II, 
Enforcement of 10 CFR 50.59 and Related FSAR, Sections 2.1.3.E.1 and 2.1.3.E.6, this violation was determined to 
be more than minor because Entergy failed to conduct a safety evaluation when required and there was a reasonable 
likelihood that the change requiring 10 CFR 50.59 evaluation would have required Commission review and approval 
prior to implementation. Because this violation involves the traditional enforcement process and does not have an 
underlying technical violation that would be considered more than minor, the inspectors did not assign a cross-cutting 
aspect, in accordance with IMC 0612. 

Inspection Report# : 2015003 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
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“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does 
not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage following the 
January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed 
SRVs which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions.” The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety 
function for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: 
a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’ SRV; examination of the 
valve internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 
114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. The risk evaluation was performed using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made 
a preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative 
and qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)

Barrier Integrity
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Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Implementation of Corrective Action following Winter Storm Juno
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because 
Entergy did not adequately implement corrective actions for an identified condition adverse to quality. Specifically, 
Entergy did not implement all of the procedure changes needed to ensure shutdown cooling was placed in service in a 
timely matter after plant shutdown in preparation for or during a severe winter storm. Entergy entered this issue into 
the CAP as CR 2016-0120 and updated procedure 2.1.42 to meet the requirements of the corrective actions in CR 
2015-0558. Inspectors verified that the new procedure revision included the required actions. 

The inspectors determined this performance deficiency is more than minor because it is associated with the procedure 
quality attribute of the Barrier Integrity cornerstone, and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
The inspectors determined that this finding is of very low safety significance (Green) in accordance with IMC 0609, 
Attachment 4 and Exhibit 3 of Appendix A, because it did not represent an actual open pathway in the physical 
integrity of reactor containment, containment isolation system, and heat removal components. The inspectors 
determined that this finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, 
because Entergy staff did not ensure procedure revisions were made in accordance with the requirements of EN-LI-
102, “Corrective Action Program.”
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Guidance and Invalid Compensatory Measures for Out-of-Service EAL Instrumentation
The inspectors identified a Green non-cited violation of 10 CFR 50.54(q)(2) because Entergy did not follow and 
maintain an emergency plan that meets the requirements of planning standards 10 CFR 50.47(b) and Appendix E. 
Specifically, the Emergency Plan Implementing Procedure specified insufficient equipment as the primary method of 
emergency action level assessment, and directed invalid compensatory measures to be used when the primary method 
of emergency action level assessment for reactor coolant system leakage was unavailable. Entergy entered these issues 
into the corrective action program as condition reports CR-PNP-2015-7183 and CR-PNP-2015-7394. Additionally, 
since the time of this inspection, Entergy completed and issued the new procedure governing equipment important to 
emergency response. 

This finding was more than minor because it was associated with the emergency response organization performance 
attribute of the Emergency Preparedness cornerstone and affected the cornerstone objective 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, the incomplete procedural guidance and the inadequate compensatory measure 
could have led to an emergency not being declared in a timely manner. The inspectors evaluated the finding using 
IMC 0609, Appendix B, “Emergency Preparedness Significance Determination Process,” and determined the finding 
was of very low safety significance (Green). The finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Identification, because Entergy did not ensure that the issues were promptly reported 
and documented in the corrective action program at a low threshold. Specifically, while performing the extent of 
condition review of emergency plan implementing procedure EP-IP-100.1, “Emergency Action Levels,” Entergy did 
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not effectively utilize the corrective action program to identify and correct newly identified deficiencies with the 
guidance for emergency action level assessment and the invalid compensatory measures. This resulted in the 
associated degradation of the emergency plan assessment capability remaining in effect. [P.1]
Inspection Report# : 2015010 (pdf)

Significance:  Aug 20, 2015
Identified By: NRC
Item Type: VIO Violation
NOV for Untimely Actions to Restore Station Meteorological Towers
The inspectors identified a Green cited violation 10 CFR 50.54(q)(2) because Entergy did not ensure that the Pilgrim 
Emergency Plan met the planning standards in 10 CFR 50.47(b). Specifically, in December 2011, Entergy cancelled 
preventative maintenance of the 160’ back-up meteorological tower, and that tower became non-functional. As a 
result, on eight occasions between March 18, 2012, and August 15, 2015, when the 220’ primary meteorological 
tower was also non-functional for various reasons, Pilgrim did not have instrumentation available on either tower for 
continuous reading of the wind speed, wind direction, air temperature, and delta air temperature. At the time of this 
inspection in August 2015, Entergy was in the process of obtaining necessary permits for construction of the new 
tower. 

This finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency 
Preparedness cornerstone and adversely affected the cornerstone objective of ensuring the licensee is capable of 
implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with IMC 0609, Appendix B, “Emergency Preparedness Significance Determination 
Process,” Table 5.8-1, the inspectors determined the finding to be of very low safety significance (Green) because the 
planning standard function was degraded. Specifically, a significant amount of equipment necessary to implement the 
emergency plan was not functional to the extent that an emergency response organization member could not perform 
assigned functions, in the absence of compensatory measures. However, Pilgrim was able to make adequate dose 
assessments at all times using the National Weather Service to obtain necessary data. This finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution, Resolution, because Pilgrim did not take effective 
corrective actions to address issues in a timely manner commensurate with their safety significance. Specifically, 
numerous delays and extensions of corrective actions resulted in a period of approximately two years in which the 
adverse condition identified by the inspectors had not been corrected, during which additional outages of the primary 
meteorological tower have resulted in additional unnecessary degradation of the Pilgrim Emergency Plan. [P.3] 

Inspection Report# : 2015010 (pdf)

Occupational Radiation Safety

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Comply with RWP Instructions to Contact RP Prior to Dogbone Gasket Removal
The inspector identified a self-revealing Green NCV of Technical Specification 5.4.1, Regulatory Guide 1.33, 
Appendix “A” Procedures. Procedure EN RP 100 Radiation Worker Expectations, Section 5.4 Radiological Work 
Permit (RWP), requires radiation workers to comply with verbal and written instructions. RWP 2015530, Task 1 
requires workers to “Contact Radiation Protection prior to entry to discuss work scope” and to allow for “RP survey 
when accessible surfaces are exposed.” Contrary to these requirements, on April 28, 2015, several workers failed to 
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inform RP when performing condenser dogbone gasket removal activity, which resulted in Radiation Protection (RP) 
not conducting the necessary contamination surveys. Performing this work without notifying RP resulted in five 
workers receiving unintended internal exposures. When identified, Entergy immediately stopped work on this project, 
conducted a safety meeting between RP and the Entergy contractors, performed the RP surveys on the accessible 
surfaces and enforced the RWP respiratory protection requirements for the remaining work. This issue was entered 
into the Entergy corrective action program (CR-PNP-2015-07577). 

The inspectors determined that the performance deficiency was more than minor because it affected the Radiation 
Safety – Occupational Radiation Safety Cornerstone attribute of Program and Process associated with 
exposure/contamination controls and because it resulted in the unintended internal exposure of five workers. It was 
determined to be of very low safety significance (Green) because it was not related to ALARA, it did not involve an 
overexposure or a potential for an overexposure and because the licensees ability to assess dose was not compromised. 
A cross-cutting aspect of Procedure Adherence in the area of Human Performance was assigned for individuals failing 
to follow processes, procedures and work instructions, in that workers did not follow the verbal and written 
instructions on the RWP to discuss the scope of work with RP prior to beginning the work. [H.8]
Inspection Report# : 2015003 (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 : August 29, 2016
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Pilgrim 1
3Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: FIN Finding
Inadequate Review of Vendor Documents Results in Shear Pin Failure
A Green self-revealing finding was identified for the inadequate design verification of the travelling screens system in 
accordance with EN-DC-149, “Acceptance of Vendor Documents.” Specifically, Entergy replaced travelling screens 
‘C’ and ‘D’ during the May 2015 refueling outage, but did not identify that the installed shear pins did not meet the 
plant design during engineering reviews of the modification. This caused the shear pins in the ‘C’ and ‘D’ traveling 
screens to prematurely fail during a large seaweed intrusion event on May 5, 2016, which lead to a 50 percent rapid 
reduction in power. Entergy installed the modified shear pin assembly into the ‘C’ and ‘D’ travelling screens per the 
plant design and restored the screens to service on May 6, 2016. The finding was entered into the corrective action 
program (CAP) as CR-2016-3202. 

This finding is more than minor because it is associated with the Initiating Events cornerstone attribute of Design 
Control and 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 failure of the ‘C’ and 
‘D’ travelling screens shear pins resulted in an unplanned 50 percent reduction in power. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and Exhibit 1 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined that this finding was of very low safety 
significance (Green) because the finding did not cause a reactor trip and the loss of mitigation equipment relied upon 
to transition the plant from the onset of the trip to a stable shutdown condition. The inspectors determined that the 
finding had a cross-cutting aspect in Human Performance, Avoid Complacency, because Entergy did not recognize 
and plan for the possibility of mistakes, latent issues, and inherent risk. Specifically, Entergy did not identify that 
vendor supplied documentation and part numbers did not match Entergy’s updated documentation.
Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Design Control of MSIV Nitrogen Supply Line Support leads to Scram
A self-revealing Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, Criterion III, 
“Design Control,” was identified because Entergy did not use the correct work planning and design controls to repair 
the support for the nitrogen supply line for the 1C inboard main steam isolation valve (MSIV). Specifically, 
inadequate design controls led to a failed horizontal unistrut support for the nitrogen supply line to the 1C MSIV, 
resulting in the header resting on the main steam line. This caused vibration-induced cyclic failure of the nitrogen 
supply line, closure of 1C MSIV, and a plant scram. The damaged line was modified and repaired using an additional 
unistrut for support as determined by the engineering change process. Entergy entered the issue into the corrective 
action program (CAP) under condition report (CR) 2015-07285. 

This finding is more than minor because it is associated with the Initiating Events cornerstone attribute of equipment 
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performance 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 failure 
of the pneumatic supply header support resulted in a plant scram due to the vibration induced cyclic failure of the 
nitrogen supply line and subsequent closure of 1C MSIV. In accordance with IMC 0609.04 and Exhibit 1 of IMC 
0609, Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the complete or partial loss of a support system that contributes to the likelihood of, or cause, 
an initiating event and affect mitigation equipment. The inspectors determined this finding does not have a cross-
cutting aspect because the performance deficiency occurred in 2001 and is not indicative of current performance.
Inspection Report# : 2015004 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment on EDG ‘B’
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” in that Entergy did not perform an adequate operability 
evaluation in accordance with EN-OP-104, “Operability Determination Process,” Revision 10. Specifically, during an 
instrumented run of emergency diesel generator (EDG) ‘B’, the cabinet door was opened, resulting in a non-
seismically qualified configuration of protective relays for EDG ‘B’. Inspectors determined that Entergy did not 
adequately assess the operability of EDG ‘B’ as required by EN-OP-104, “Operability Determination Process.”
Specifically, Entergy did not evaluate the operability of EDG ‘B’ when opening a cabinet door containing relays that 
serve a safety function. Entergy entered this issue into the corrective action program (CAP) as condition report (CR)-
2016-5779 and CR-2016-7877. Entergy has issued a standing order to assess operability of equipment tested with 
cabinet doors open prior to performing work or declare the equipment being tested inoperable. 

This is a performance deficiency that was within Entergy’s ability to foresee and correct. This finding is more than 
minor because it is associated with the protection against external factors attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, relays were no longer in a 
configuration known to operate as required during a seismic event with the cabinet door open. In accordance with 
IMC 0609.04, “initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” issued June 19, 2013, the inspectors determined that this finding is of 
very low safety significance (Green) because the performance was not a design or qualification deficiency, did not 
involve an actual loss of safety function, and did not represent actual loss of safety function of a single train for 
greater than its technical specification (TS) allowed outage time. This finding has a cross-cutting aspect in the area of 
Problem Identification and Resolution, Operating Experience, in that the organization did not systematically and 
effectively collect, evaluate, and implement relevant internal and external operating experience in a timely manner. 
Specifically, Entergy did not evaluate industry operating experience on control of cabinet doors containing safety-
related equipment, which led to operability concerns.
Inspection Report# : 2016003 (pdf)

Significance:  Jun 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Identify and Correct Degraded SSW Pump Discharge Piping Supports that Called into Question the 
Operability of Both SSW Loops)
Green. The team identified a violation of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, 
Criterion XVI, “Corrective Action,” because Entergy did not promptly identify and correct a condition adverse to 
quality. Specifically, Entergy did not identify degraded salt service water (SSW) pump discharge piping supports that 
called into question the operability of both SSW loops. Entergy’s short-term corrective actions included replacing 
support bracket H29-1-9SG, repairing SSW support H29-1-11SG, refurbishing several corroded SSW supports, and 
implementing a permanent plant modification to restore the ‘D’ SSW pump to an operable condition. 

The finding is considered more than minor because it is associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated the significance of this finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The team 
determined the finding screened as very low safety significance (Green) because the finding did not result in the loss 
of system functionality. 

The finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Resolution, because 
Entergy did not take effective corrective actions to address issues in a timely manner commensurate with their safety 
significance. Specifically, Entergy did not effectively resolve and correct SSW support corrosion issues identified in 
October 2015, including causes and extent-of-condition, in a timely manner to preclude an adverse impact on system 
reliability in May 2016. [P.3] (Section 1R17.2.1.b.1)
Inspection Report# : 2016007 (pdf)

Significance:  Jun 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Translate SSW Support Design Drawings into the Installation Work Orders to Ensure 
SSW Discharge Piping was Adequately Supported)
Green. The team documented a self-revealing violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” as 
Entergy failed to verify the adequacy of the design to assure that applicable regulatory requirements and the design 
basis were correctly translated into safety-related SSW pump discharge piping support installation instructions. 
Specifically, Entergy did not assure that the SSW pump discharge piping supports were installed in accordance with 
design drawings which called into question the operability of both SSW loops. Entergy’s short-term corrective actions 
included implementing a permanent plant modification for the ‘D’ SSW pump support and temporary modifications 
on the ‘A’, ‘B’, and ‘E’ SSW pump discharge piping supports. 

The finding is considered more than minor because it is associated with the design control (initial design) attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated the significance of this finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The team 
determined the finding screened as very low safety significance (Green) because the finding was a design deficiency 
which did not result in a loss of functionality of the SSW pump supports. 

This finding did not have a cross-cutting aspect because the most significant contributor of the performance deficiency 
occurred during initial construction and, thus, was not reflective of current Entergy performance. (Section 
1R17.2.1.b.2)
Inspection Report# : 2016007 (pdf)

3Q/2016 Inspection Findings - Pilgrim 1

Page 3 of 11



Significance:  Apr 08, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with the Salt Service Water System)
Green. The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix 
B, Criterion XVI, “Corrective Action,” because Entergy did not ensure that an identified condition adverse to quality 
related to maintenance work on the salt service water (SSW) pumps was corrected. Specifically, Entergy did not 
implement a procedure change to require installation of additional anti-rotation pins. This procedure change was 
specified as a corrective action in an equipment apparent cause evaluation (E-ACE) [condition report (CR)-2015-
09189], and addressed the assembly of a pump component relied upon to maintain operability of the SSW system. As 
immediate corrective action, Entergy captured this issue in their CAP as CR-2016-02401, CR-2016-02446, and CR-
2016-02454. Additionally, Entergy implemented the necessary procedure change and ensured additional anti-rotation 
pins were installed during the most recent rebuilds of the ‘A’ and ‘B’ SSW pumps. 

The finding was more than minor because it was associated with the procedure quality 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 absence 
of additional anti-rotation pins contributed to the failure of the spider bearings, which led Entergy to declare the ‘A’
SSW pump inoperable on November 7, 2015. Absent a procedure change identified as a corrective action for this 
condition that required installation of additional anti-rotational pins, this vulnerability continued to exist, which could 
contribute to subsequent spider bearing failure, thereby rendering a SSW pump inoperable. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” the inspectors determined that this finding was of very low safety significance 
(Green) because the performance deficiency was not a design or qualification deficiency, and did not involve an actual 
loss of a safety function of a single train for greater than its technical specification allowed outage time. The 
inspectors determined that this finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because Entergy failed to ensure that established corrective actions adequately resolved and corrected the 
identified issues in a manner commensurate with their safety significance. Specifically, Entergy did not ensure that the 
corrective action taken adequately captured the intent of the corrective action as prescribed in the E-ACE. 
Furthermore, four CR closeout barriers within Entergy’s CAP failed to recognize and correct the issue. [P.3] (Section 
4OA4.c) 

Inspection Report# : 2016009 (pdf)

Significance:  Jan 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct Core Spray System Leakage
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly correct a condition adverse to quality for the core spray system. Specifically, though 
Entergy identified in March 2015 that core spray system leakage was the likely cause of voiding in the system, 
Entergy had not taken timely action to identify the source of the leakage and address the issue. Entergy’s immediate 
corrective actions included entering the issue into the CAP as CR-PNP-2016-00201 and generating a work order to 
repair seat leakage from the core spray test return line motor-operated valve, MO-1400-4A. 

This issue is more than minor because if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, an unmonitored increase in core spray system leakage could result 
in an unanalyzed condition where the operability of the core spray system cannot be assured. In accordance with IMC 
0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” the inspectors 
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determined the finding was of very low safety significance (Green). This finding had a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, because Entergy did not thoroughly evaluate issues to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
Entergy failed to fully evaluate the source of core spray system leakage identified in CR-PNP-2015-01406 because 
they closed out the CR to another CR with a different focus. [P.2]
Inspection Report# : 2016008 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Procedure Changes in accordance with TS 5.4.1a
The inspectors identified an NCV of TS 5.4.1, “Procedures,” because Entergy was not adequately maintaining 
procedures listed in Regulatory Guide (RG) 1.33, Revision 2, Appendix A, February 1978. Specifically, the inspectors 
identified several examples where Entergy staff inappropriately used Entergy procedure EN-OP-112, “Night and 
Standing Orders,” to implement procedure changes instead of PNPS quality assurance procedure NOP98A1, 
“Procedure Process.” Entergy entered the issue into the CAP as CR 2015-09233. 

The performance deficiency was determined to be more than minor because if left uncorrected it has the potential to 
lead to a more significant safety concern. Specifically, the inspectors determined the issue was similar to Example 4.a 
of IMC 0612, Appendix E, which states that an insignificant procedure error would be more than minor if the licensee 
routinely failed to adhere to the applicable procedure. The inspectors evaluated the finding using IMC 0609, 
Attachment 4 and Appendix A. Using Exhibit 2 of Appendix A, the inspectors determined this finding was of very 
low safety significance (Green) because it did not involve a design or qualification deficiency, it would not lead to a 
potential or actual loss of system or safety functions, it did not involve the loss or degradation of equipment or a 
function specifically designed to mitigate a seismic, flooding, or severe weather initiating event, and it did not involve 
the total loss of any safety function as identified in Exhibit 4. The inspectors determined that the finding had a cross-
cutting aspect in Problem Identification and Resolution, Resolution, because, contrary to station procedure 
requirements, the standing order (SO) process was consistently inappropriately used to implement procedure changes 
for degraded equipment without the required evaluations.
Inspection Report# : 2015004 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify the Cause of a Significant Condition Adverse to Quality
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” when 
Entergy did not determine the cause of a significant condition adverse to quality (SCAQ). Specifically, a causal 
evaluation was not performed for a failed safety-related relay that ensured the automatic operation of the low pressure 
coolant injection (LPCI) system injection valves in a degraded voltage condition. Entergy replaced the failed relay and 
restored LPCI to an operable status on May 10, 2015. Entergy entered the issue into the CAP as CR 2015-9762. 

This finding is more than minor because it is associated with the Mitigating System cornerstone attribute of equipment 
performance and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The failure to 
identify the cause and extent of condition of the relay failure as directed by site procedures could result in repeat 
events which adversely affect safety system availability. In accordance with IMC 0609.04 and Exhibit 2 of IMC 0609, 
Appendix A, the inspectors determined that this finding was of very low safety significance (Green) because the 
finding did not involve the design of a mitigating structure, system, or component (SSC) or a loss of function of a 
train or system for greater than the technical specification (TS) allowed outage time. The inspectors determined this 
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finding has a cross-cutting aspect in Human Performance, Procedure Adherence, because individuals did not 
recatergorize the CR to a higher level requiring a causal evaluation, as required by EN-LI-102 when a licensee event 
report (LER) was issued. The site also did not retain the failed safety-related part, as required by EN-MA-101-02.
Inspection Report# : 2015004 (pdf)

Significance:  Nov 19, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Analyze Reactor Recirculation System Motor Operated Valves for the Post-fire Cold Shutdown 
Function
The team identified a finding of very low safety significance involving a non-cited violation of Pilgrim Operating 
License Condition 3.F for failure to implement and maintain all aspects of the approved Fire Protection Program. 
Specifically, Entergy's post fire safe shutdown analysis did not adequately evaluate system requirements necessary to 
achieve cold shutdown conditions when the 'A' Reactor Recirculation System motor operated valves are damaged by 
fire. As a result, Entergy may not have been able to establish cold shutdown within 72 hours, as required by their safe 
shutdown analysis and regulatory requirements for this scenario. Entergy entered this issue into their corrective action 
program as condition reports CR-PNP-2015-09136 and CR-PNP-2015-09400, and implemented fire watches in the 
affected fire areas as an interim compensatory measure. 

The finding was more than minor because it was similar to example 3.k of the NRC Inspection Manual Chapter (IMC) 
0612, Appendix E, "Examples of Minor Issues," and was associated with the Protection Against External Factors 
(e.g., fire) attribute of the Mitigating Systems Cornerstone and adversely affected the objective to ensure the 
availability and reliability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated this issue in accordance with IMC 0609, Appendix F, "Fire Protection SDP." This 
finding screened to very low safety significance (Green) because it did not affect the ability to reach and maintain a 
hot shutdown condition (i.e., it only affected the ability to reach or maintain cold shutdown conditions). This finding 
had a cross-cutting aspect in the area of Problem Identification & Resolution, Evaluation, because, in 2013, Entergy 
incorrectly assumed that the 'B' RRS MOVs would be available during any fire that could damage the 'A' MOV cables 
without thoroughly evaluating whether the routing for the 'B' MOV cables ensured they would remain undamaged and 
available. [P.2]
Inspection Report# : 2015008 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does 
not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage following the 
January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed 
SRVs which concluded that a reasonable assurance of operability existed. 
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This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions.” The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety 
function for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: 
a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’ SRV; examination of the 
valve internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 
114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. The risk evaluation was performed using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made 
a preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative 
and qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)

Barrier Integrity

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Agastat Control Relays Preventive Maintenance Procedure in Accordance with 
TS 5.4.1
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, “Procedures,” because Entergy did not 
implement procedures recommended in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Entergy did 
not implement preventive maintenance procedural requirements to periodically replace six high critical, normally 
energized Agastat EGP relays every 10 years. Entergy’s immediate corrective actions included replacing all six relays 
and performing an equipment apparent cause evaluation. Entergy entered this issue into their CAP as CR-2016-04243. 
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The performance deficiency was more than minor because it was associated with the structures, systems, and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and adversely affected the 
cornerstone objective of providing reasonable assurance that physical design barriers (containment) protect the public 
from radionuclide releases caused by accidents or events. The failure to replace the relays in accordance with 
preventative maintenance requirements increased the likelihood of failure for safety systems that relied on these relays 
for operation. The inspectors determined that this finding is of very low safety significance (Green) in accordance 
with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” issued June 19, 2013, because the performance deficiency did not 
result in an actual open pathway in the physical integrity of reactor containment and did not involve an actual 
reduction in function of hydrogen igniters in the reactor containment. The inspectors determined that this finding had 
no cross-cutting aspect because the most significant causal factor, the failure to include the relays in the preventative 
maintenance program database, did not reflect current licensee performance. There was no indication that this specific 
performance deficiency occurred in the last three years.
Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Evaluate the Effect of Degraded Normally Energized Agastat Relays on PCIVs 
Operability
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, “Procedures,” because Entergy did not 
implement procedures recommended in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Entergy did 
not implement preventive maintenance procedural requirements to periodically replace six high critical, normally 
energized Agastat EGP relays every 10 years. Entergy’s immediate corrective actions included replacing all six relays 
and performing an equipment apparent cause evaluation. Entergy entered this issue into their CAP as CR-2016-04243. 

The performance deficiency was more than minor because it was associated with the structures, systems, and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and adversely affected the 
cornerstone objective of providing reasonable assurance that physical design barriers (containment) protect the public 
from radionuclide releases caused by accidents or events. The failure to replace the relays in accordance with 
preventative maintenance requirements increased the likelihood of failure for safety systems that relied on these relays 
for operation. The inspectors determined that this finding is of very low safety significance (Green) in accordance 
with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” issued June 19, 2013, because the performance deficiency did not 
result in an actual open pathway in the physical integrity of reactor containment and did not involve an actual 
reduction in function of hydrogen igniters in the reactor containment. The inspectors determined that this finding had 
no cross-cutting aspect because the most significant causal factor, the failure to include the relays in the preventative 
maintenance program database, did not reflect current licensee performance. There was no indication that this specific 
performance deficiency occurred in the last three years.
Inspection Report# : 2016003 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Implementation of Corrective Action following Winter Storm Juno
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” because 
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Entergy did not adequately implement corrective actions for an identified condition adverse to quality. Specifically, 
Entergy did not implement all of the procedure changes needed to ensure shutdown cooling was placed in service in a 
timely matter after plant shutdown in preparation for or during a severe winter storm. Entergy entered this issue into 
the CAP as CR 2016-0120 and updated procedure 2.1.42 to meet the requirements of the corrective actions in CR 
2015-0558. Inspectors verified that the new procedure revision included the required actions. 

The inspectors determined this performance deficiency is more than minor because it is associated with the procedure 
quality attribute of the Barrier Integrity cornerstone, and adversely affected its objective to provide reasonable 
assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. 
The inspectors determined that this finding is of very low safety significance (Green) in accordance with IMC 0609, 
Attachment 4 and Exhibit 3 of Appendix A, because it did not represent an actual open pathway in the physical 
integrity of reactor containment, containment isolation system, and heat removal components. The inspectors 
determined that this finding has a cross-cutting aspect in the area of Human Performance, Procedure Adherence, 
because Entergy staff did not ensure procedure revisions were made in accordance with the requirements of EN-LI-
102, “Corrective Action Program.”
Inspection Report# : 2015004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Process Radiation Monitor Subsystems 10 CFR 50.65(a)(2) Not Met
Inspectors identified a Green NCV of 10 CFR 50.65 (a)(2), because Entergy did not adequately demonstrate that the 
performance of the process radiation monitors (PRMs) was effectively controlled through performance of appropriate 
preventive maintenance. Specifically, Entergy did not identify and properly account for functional failures of four 
PRM subsystems in July 2014 and February, April, and July 2015; and did not recognize that the subsystems had 
exceeded their performance criteria and required a Maintenance Rule (a)(1) evaluation. Entergy entered the issue into 
the CAP under CR-2016-05564. Entergy performed the Maintenance Rule (a)(1) evaluation, and placed them into (a)
(1) where they will be monitored against specific goals. 

The finding is more than minor because it is associated with the Plant Facilities/Equipment and Instrumentation 
attribute of the Public Radiation Safety cornerstone and affects the cornerstone objective of ensuring the adequate 
protection of public health and safety from exposure to radioactive materials released into the public domain as a 
result of routine civilian nuclear reactor operation. Specifically, following the failures of the Main Stack Normal 
Range subsystem in July 2014, the Reactor Building Closed Cooling Water (RBCCW) subsystem in February 2015, 
the Shared Components subsystem in April 2015, and the Torus Containment High Radiation Monitoring System 
(CHRMS) subsystem in July 2015, Entergy did not identify the failures as functional failures, and consequently, did 
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not establish goals and monitoring criteria in accordance with 10 CFR 50.65(a)(1). The inspectors determined that the 
failures demonstrated that the performance of the subsystems was not being effectively controlled through appropriate 
preventive maintenance, because the incorrect screenings resulted in exceedance of the subsystem’s performance 
criteria and placement in (a)(1) status. The inspectors evaluated the significance of this finding using IMC 0609, 
Appendix D, “Public Radiation Safety Significance Determination Process.” The finding is of very low safety 
significance (Green) because the finding was in the Effluent Release Program, but did not result in a failure to 
implement the Effluent Release Program, and did not result in dose to the public in excess of 10 CFR 50, Appendix I 
criterion or 10 CFR 20.1301(e) limits. The inspectors determined that the finding has a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, in that the organization did not thoroughly evaluate issues to 
ensure that resolution addressed causes and extent of conditions commensurate with their safety significance. 
Specifically, Entergy identified all of the failures of the PRM subsystems, however, Entergy did not thoroughly 
evaluate the failures as maintenance rule functional failures. [P.2]
Inspection Report# : 2016003 (pdf)

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

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

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Pilgrim 1
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: FIN Finding
Inadequate Review of Vendor Documents Results in Shear Pin Failure
A Green self-revealing finding was identified for the inadequate design verification of the travelling screens system in 
accordance with EN-DC-149, “Acceptance of Vendor Documents.” Specifically, Entergy replaced travelling screens 
‘C’ and ‘D’ during the May 2015 refueling outage, but did not identify that the installed shear pins did not meet the 
plant design during engineering reviews of the modification. This caused the shear pins in the ‘C’ and ‘D’ traveling 
screens to prematurely fail during a large seaweed intrusion event on May 5, 2016, which lead to a 50 percent rapid 
reduction in power. Entergy installed the modified shear pin assembly into the ‘C’ and ‘D’ travelling screens per the 
plant design and restored the screens to service on May 6, 2016. The finding was entered into the corrective action 
program (CAP) as CR-2016-3202. 

This finding is more than minor because it is associated with the Initiating Events cornerstone attribute of Design 
Control and 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 failure of the ‘C’ and 
‘D’ travelling screens shear pins resulted in an unplanned 50 percent reduction in power. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and Exhibit 1 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” the inspectors determined that this finding was of very low safety 
significance (Green) because the finding did not cause a reactor trip and the loss of mitigation equipment relied upon 
to transition the plant from the onset of the trip to a stable shutdown condition. The inspectors determined that the 
finding had a cross-cutting aspect in Human Performance, Avoid Complacency, because Entergy did not recognize 
and plan for the possibility of mistakes, latent issues, and inherent risk. Specifically, Entergy did not identify that 
vendor supplied documentation and part numbers did not match Entergy’s updated documentation.
Inspection Report# : 2016002 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment on EDG ‘B’
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” in that Entergy did not perform an adequate operability 
evaluation in accordance with EN-OP-104, “Operability Determination Process,” Revision 10. Specifically, during an 
instrumented run of emergency diesel generator (EDG) ‘B’, the cabinet door was opened, resulting in a non-
seismically qualified configuration of protective relays for EDG ‘B’. Inspectors determined that Entergy did not 
adequately assess the operability of EDG ‘B’ as required by EN-OP-104, “Operability Determination Process.”
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Specifically, Entergy did not evaluate the operability of EDG ‘B’ when opening a cabinet door containing relays that 
serve a safety function. Entergy entered this issue into the corrective action program (CAP) as condition report (CR)-
2016-5779 and CR-2016-7877. Entergy has issued a standing order to assess operability of equipment tested with 
cabinet doors open prior to performing work or declare the equipment being tested inoperable. 

This is a performance deficiency that was within Entergy’s ability to foresee and correct. This finding is more than 
minor because it is associated with the protection against external factors attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, relays were no longer in a 
configuration known to operate as required during a seismic event with the cabinet door open. In accordance with 
IMC 0609.04, “initial Characterization of Findings,” and Exhibit 2 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” issued June 19, 2013, the inspectors determined that this finding is of 
very low safety significance (Green) because the performance was not a design or qualification deficiency, did not 
involve an actual loss of safety function, and did not represent actual loss of safety function of a single train for 
greater than its technical specification (TS) allowed outage time. This finding has a cross-cutting aspect in the area of 
Problem Identification and Resolution, Operating Experience, in that the organization did not systematically and 
effectively collect, evaluate, and implement relevant internal and external operating experience in a timely manner. 
Specifically, Entergy did not evaluate industry operating experience on control of cabinet doors containing safety-
related equipment, which led to operability concerns.
Inspection Report# : 2016003 (pdf)

Significance:  Jun 29, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Correct Degraded SSW Pump Discharge Piping Supports that Called into Question the 
Operability of Both SSW Loops)
Green. The team identified a violation of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix B, 
Criterion XVI, “Corrective Action,” because Entergy did not promptly identify and correct a condition adverse to 
quality. Specifically, Entergy did not identify degraded salt service water (SSW) pump discharge piping supports that 
called into question the operability of both SSW loops. Entergy’s short-term corrective actions included replacing 
support bracket H29-1-9SG, repairing SSW support H29-1-11SG, refurbishing several corroded SSW supports, and 
implementing a permanent plant modification to restore the ‘D’ SSW pump to an operable condition. 

The finding is considered more than minor because it is associated with the equipment performance attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated the significance of this finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The team 
determined the finding screened as very low safety significance (Green) because the finding did not result in the loss 
of system functionality. 

The finding has a cross-cutting aspect in the area of Problem Identification and Resolution, Resolution, because 
Entergy did not take effective corrective actions to address issues in a timely manner commensurate with their safety 
significance. Specifically, Entergy did not effectively resolve and correct SSW support corrosion issues identified in 
October 2015, including causes and extent-of-condition, in a timely manner to preclude an adverse impact on system 
reliability in May 2016. [P.3] (Section 1R17.2.1.b.1)
Inspection Report# : 2016007 (pdf)

Significance:  Jun 29, 2016
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Translate SSW Support Design Drawings into the Installation Work Orders to Ensure 
SSW Discharge Piping was Adequately Supported)
Green. The team documented a self-revealing violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” as 
Entergy failed to verify the adequacy of the design to assure that applicable regulatory requirements and the design 
basis were correctly translated into safety-related SSW pump discharge piping support installation instructions. 
Specifically, Entergy did not assure that the SSW pump discharge piping supports were installed in accordance with 
design drawings which called into question the operability of both SSW loops. Entergy’s short-term corrective actions 
included implementing a permanent plant modification for the ‘D’ SSW pump support and temporary modifications 
on the ‘A’, ‘B’, and ‘E’ SSW pump discharge piping supports. 

The finding is considered more than minor because it is associated with the design control (initial design) attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of ensuring the reliability, 
availability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The team evaluated the significance of this finding using IMC 0609, Appendix A, “The Significance 
Determination Process for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The team 
determined the finding screened as very low safety significance (Green) because the finding was a design deficiency 
which did not result in a loss of functionality of the SSW pump supports. 

This finding did not have a cross-cutting aspect because the most significant contributor of the performance deficiency 
occurred during initial construction and, thus, was not reflective of current Entergy performance. (Section 
1R17.2.1.b.2)
Inspection Report# : 2016007 (pdf)

Significance:  Apr 08, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with the Salt Service Water System)
Green. The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50, Appendix 
B, Criterion XVI, “Corrective Action,” because Entergy did not ensure that an identified condition adverse to quality 
related to maintenance work on the salt service water (SSW) pumps was corrected. Specifically, Entergy did not 
implement a procedure change to require installation of additional anti-rotation pins. This procedure change was 
specified as a corrective action in an equipment apparent cause evaluation (E-ACE) [condition report (CR)-2015-
09189], and addressed the assembly of a pump component relied upon to maintain operability of the SSW system. As 
immediate corrective action, Entergy captured this issue in their CAP as CR-2016-02401, CR-2016-02446, and CR-
2016-02454. Additionally, Entergy implemented the necessary procedure change and ensured additional anti-rotation 
pins were installed during the most recent rebuilds of the ‘A’ and ‘B’ SSW pumps. 

The finding was more than minor because it was associated with the procedure quality 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 absence 
of additional anti-rotation pins contributed to the failure of the spider bearings, which led Entergy to declare the ‘A’
SSW pump inoperable on November 7, 2015. Absent a procedure change identified as a corrective action for this 
condition that required installation of additional anti-rotational pins, this vulnerability continued to exist, which could 
contribute to subsequent spider bearing failure, thereby rendering a SSW pump inoperable. In accordance with IMC 
0609.04, “Initial Characterization of Findings,” and IMC 0609, Appendix A, “The Significance Determination 
Process for Findings At-Power,” the inspectors determined that this finding was of very low safety significance 
(Green) because the performance deficiency was not a design or qualification deficiency, and did not involve an actual 
loss of a safety function of a single train for greater than its technical specification allowed outage time. The 
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inspectors determined that this finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because Entergy failed to ensure that established corrective actions adequately resolved and corrected the 
identified issues in a manner commensurate with their safety significance. Specifically, Entergy did not ensure that the 
corrective action taken adequately captured the intent of the corrective action as prescribed in the E-ACE. 
Furthermore, four CR closeout barriers within Entergy’s CAP failed to recognize and correct the issue. [P.3] (Section 
4OA4.c) 

Inspection Report# : 2016009 (pdf)

Significance:  Jan 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify and Correct Core Spray System Leakage
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” because 
Entergy did not promptly correct a condition adverse to quality for the core spray system. Specifically, though 
Entergy identified in March 2015 that core spray system leakage was the likely cause of voiding in the system, 
Entergy had not taken timely action to identify the source of the leakage and address the issue. Entergy’s immediate 
corrective actions included entering the issue into the CAP as CR-PNP-2016-00201 and generating a work order to 
repair seat leakage from the core spray test return line motor-operated valve, MO-1400-4A. 

This issue is more than minor because if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, an unmonitored increase in core spray system leakage could result 
in an unanalyzed condition where the operability of the core spray system cannot be assured. In accordance with IMC 
0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” the inspectors 
determined the finding was of very low safety significance (Green). This finding had a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, because Entergy did not thoroughly evaluate issues to ensure 
that resolutions address causes and extent of conditions commensurate with their safety significance. Specifically, 
Entergy failed to fully evaluate the source of core spray system leakage identified in CR-PNP-2015-01406 because 
they closed out the CR to another CR with a different focus. [P.2]
Inspection Report# : 2016008 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” and Technical Specification (TS) 3.5.E, “Automatic Depressurization System,” was identified 
for the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the ‘A’ SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the ‘A’ SRV’s failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the ‘C’ SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the ‘A’ and ‘C’ SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does 
not present a current safety concern because the ‘A’ and ‘C’ SRVs were replaced during the outage following the 
January 27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed 
SRVs which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
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event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
“Mitigating Systems Screening Questions.” The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety 
function for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: 
a failed actual opening demand at 200 psig reactor pressure on January 27, 2015, for the ‘C’ SRV; examination of the 
valve internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 
114 psig reactor pressure on February 9, 2013, for the ‘A’ SRV. The risk evaluation was performed using IMC 0609, 
Appendix M, “Significance Determination Process Using Qualitative Criteria,” issued April 12, 2012. The NRC made 
a preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative 
and qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the ‘A’ SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the ‘A’ SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)

Barrier Integrity

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Agastat Control Relays Preventive Maintenance Procedure in Accordance with 
TS 5.4.1
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, “Procedures,” because Entergy did not 
implement procedures recommended in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Entergy did 
not implement preventive maintenance procedural requirements to periodically replace six high critical, normally 
energized Agastat EGP relays every 10 years. Entergy’s immediate corrective actions included replacing all six relays 
and performing an equipment apparent cause evaluation. Entergy entered this issue into their CAP as CR-2016-04243. 
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The performance deficiency was more than minor because it was associated with the structures, systems, and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and adversely affected the 
cornerstone objective of providing reasonable assurance that physical design barriers (containment) protect the public 
from radionuclide releases caused by accidents or events. The failure to replace the relays in accordance with 
preventative maintenance requirements increased the likelihood of failure for safety systems that relied on these relays 
for operation. The inspectors determined that this finding is of very low safety significance (Green) in accordance 
with IMC 0609.04, “Initial Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” issued June 19, 2013, because the performance deficiency did not 
result in an actual open pathway in the physical integrity of reactor containment and did not involve an actual 
reduction in function of hydrogen igniters in the reactor containment. The inspectors determined that this finding had 
no cross-cutting aspect because the most significant causal factor, the failure to include the relays in the preventative 
maintenance program database, did not reflect current licensee performance. There was no indication that this specific 
performance deficiency occurred in the last three years.
Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Evaluate the Effect of Degraded Normally Energized Agastat Relays on PCIVs 
Operability
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” because Entergy did not perform an immediate 
operability determination and adequately evaluate the operability of primary containment 
isolation valves (PCIVs) in accordance with procedure EN-OP-104, “Operability 
Determinations/Functionality Assessments,” Revision 10. Entergy’s immediate corrective 
actions included electrically deactivating two relays, 16A-K17X11 and 16AK18X11. 
Subsequently, two PCIVs, CV-5065-91 and CV-5065-92, were closed until all six relays were 
replaced. Entergy entered this issue into the CAP as CR-2016-04753. 

The inspectors determined that the performance deficiency was more than minor because it 
was associated with the Human Performance attribute of the Barrier Integrity cornerstone 
and adversely affected the objective of providing reasonable assurance that physical design 
barriers protect the public from postulated radionuclide releases caused by accidents or 
events. Specifically, Entergy did not perform a timely and adequate operability 
determination as required by procedure. It took Entergy 74 days and four different 
operability determinations upon discovery of the degraded relays to finally conclude that 
PCIVs CV-5065-91 and CV-5065-92 were operable. The inspectors determined that this 
finding is of very low safety significance (Green) in accordance with IMC 0609.04, “initial 
Characterization of Findings,” and Exhibit 3 of IMC 0609, Appendix A, “The Significance 
Determination Process for Findings At-Power,” issued June 19, 2013, because it did not 
result in an actual open pathway in the physical integrity of reactor containment and did not 
involve an actual reduction in function of hydrogen igniters in the reactor containment. 

The inspectors determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because Entergy did not initially evaluate the 
operability of the Agastat relays thoroughly as prescribed in EN-OP-104. Furthermore, 
Entergy failed to adequately evaluate the effect of the aging Agastat relays pertaining to the 
PCIV’s operability.
Inspection Report# : 2016003 (pdf)
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Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Process Radiation Monitor Subsystems 10 CFR 50.65(a)(2) Not Met
Inspectors identified a Green NCV of 10 CFR 50.65 (a)(2), because Entergy did not adequately demonstrate that the 
performance of the process radiation monitors (PRMs) was effectively controlled through performance of appropriate 
preventive maintenance. Specifically, Entergy did not identify and properly account for functional failures of four 
PRM subsystems in July 2014 and February, April, and July 2015; and did not recognize that the subsystems had 
exceeded their performance criteria and required a Maintenance Rule (a)(1) evaluation. Entergy entered the issue into 
the CAP under CR-2016-05564. Entergy performed the Maintenance Rule (a)(1) evaluation, and placed them into (a)
(1) where they will be monitored against specific goals. 

The finding is more than minor because it is associated with the Plant Facilities/Equipment and Instrumentation 
attribute of the Public Radiation Safety cornerstone and affects the cornerstone objective of ensuring the adequate 
protection of public health and safety from exposure to radioactive materials released into the public domain as a 
result of routine civilian nuclear reactor operation. Specifically, following the failures of the Main Stack Normal 
Range subsystem in July 2014, the Reactor Building Closed Cooling Water (RBCCW) subsystem in February 2015, 
the Shared Components subsystem in April 2015, and the Torus Containment High Radiation Monitoring System 
(CHRMS) subsystem in July 2015, Entergy did not identify the failures as functional failures, and consequently, did 
not establish goals and monitoring criteria in accordance with 10 CFR 50.65(a)(1). The inspectors determined that the 
failures demonstrated that the performance of the subsystems was not being effectively controlled through appropriate 
preventive maintenance, because the incorrect screenings resulted in exceedance of the subsystem’s performance 
criteria and placement in (a)(1) status. The inspectors evaluated the significance of this finding using IMC 0609, 
Appendix D, “Public Radiation Safety Significance Determination Process.” The finding is of very low safety 
significance (Green) because the finding was in the Effluent Release Program, but did not result in a failure to 
implement the Effluent Release Program, and did not result in dose to the public in excess of 10 CFR 50, Appendix I 
criterion or 10 CFR 20.1301(e) limits. The inspectors determined that the finding has a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, in that the organization did not thoroughly evaluate issues to 
ensure that resolution addressed causes and extent of conditions commensurate with their safety significance. 
Specifically, Entergy identified all of the failures of the PRM subsystems, however, Entergy did not thoroughly 
evaluate the failures as maintenance rule functional failures. [P.2]
Inspection Report# : 2016003 (pdf)

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

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

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

Miscellaneous
Last modified : February 01, 2017

4Q/2016 Inspection Findings - Pilgrim 1

Page 8 of 8



Home > Nuclear Reactors > Operating Reactors > Reactor Oversight Process > Plant Summaries > Pilgrim 1 > 
Quarterly Plant Inspection Findings 

Pilgrim 1 – Quarterly Plant Inspection Findings
2Q/2017 – Plant Inspection Findings
On this page:

• Initiating Events
• Mitigating Systems
• Barrier Integrity
• Emergency Preparedness
• Occupational Radiation Safety
• Public Radiation Safety
• Security

Initiating Events

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Issue Appropriate Corrective Actions to Preclude Repetition for the Causes of the September 2016 
Scram
The NRC team identified a Green finding because Entergy did not issue appropriate CAPRs in accordance with 
Entergy procedure EN-LI-102, "Corrective Action Process," Revision 28. Specifically, Entergy did not issue adequate 
CAPRs associated with Root Cause 1 of the feedwater regulating valve failure in September 2016 that resulted in a 
manual scram. As a result of the NRC team's questions, Entergy issued procedure 1.13.2, "Vendor and Technical 
Information Reviews," Revision 0, as "continuous use" to ensure that planners will always have the checklist in-hand 
when planning work to ensure that appropriate vendor technical information is always included in applicable work 
instructions. Entergy entered the NRC team's concerns in the corrective action program as CR-PNP-2017-00687 and 
CR-PNP-2017-00936. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Initiating Events cornerstone and if left uncorrected, the performance deficiency would have the potential to lead to 
a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the potential 
to result in repetition of a significant condition adverse to quality, loss of control of feedwater regulating valve 642A 
and a manual scram. The NRC team evaluated the finding using Exhibit 1, "Initiating Events Screening Questions," of 
IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did 
not cause a reactor trip or the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to 
a stable shutdown condition. Therefore, the NRC team determined the finding was of very low safety significance 
(Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. Specifically, 
Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a corrective action and 
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states, in part, that the corrective action descriptions must be worded to ensure that the adverse condition or 
cause/factor is addressed.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Feedwater Regulating Valve Failure Results in Reactor Scram
A self-revealing Green finding was identified for the inadequate implementation of a work order on the 'A' feedwater 
regulating valve (FRV) encoder as required by EN-WM-102. Specifically, Entergy did not install a wire assembly on 
the 'A' FRV encoder as required by the work instructions located in the vendor manual. The wire loosened, resulting in 
the 'A' FRV failing open and the operators inserting a manual scram. In response to the loose connection, Entergy 
added a sealant to the connector to ensure all wires remain in place on both FRVs. Entergy entered the issue into the 
corrective action program (CAP) under condition report (CR) 2016-6635. 

The inspectors determined that the finding is more than minor because it is associated with the equipment performance 
attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during a shutdown as well as power operations. 
Specifically, the performance deficiency affected the reliability and capability of the 'A' FRV which led to a plant 
scram, tripping of the reactor feed pumps, and closure of the main steam isolation valves (MSIVs). The inspectors 
evaluated this finding using IMC 0609.04, "Initial Characterization of Findings," issued October 7, 2016, and IMC 
0609, Appendix A, Exhibit 1, "Initiating Events Screening Questions," issued June 19, 2012, and determined a detailed 
risk evaluation was required because the 'A' FRV failure caused a reactor trip and partial loss of feedwater (power 
conversion system). 
A Region I senior reactor analyst (SRA) used the Standardized Plant Analysis Risk (SPAR) model for Pilgrim, Version 
8.24, and SAPHIRE, Version 8.1.4, to complete the detailed risk evaluation. The estimated increase in core damage 
frequency (CDF) was calculated to be 4E-7/year, or very low safety significance (Green). For issues resulting in an 
increase in CDF > 1E-7, IMC 0609 requires an evaluation of large early release frequency (LERF) using the guidance 
of NUREG-1765, "Basis Document for LERF Significance Determination Process," and IMC 0609, Appendix H, 
"Containment Integrity Significance Determination Process," issued May 6, 2004. The performance deficiency 
associated with the failure of the 'A' FRV and resultant reactor trip would be considered a Type A finding and, as such, 
the calculated increase in CDF value is used in conjunction with an appropriate LERF factor (multiplier) to determine 
the estimated increase in LERF associated with the issue. In the absence of early core damage sequences for this event, 
LERF is not a significance risk contributor and the safety significance of this performance deficiency is defined by the 
estimated increase in CDF (4E-7/year) or Green. This finding has a cross-cutting aspect of Human Performance, Work 
Management, in that Entergy did not adequately implement the process of planning, controlling, and executing work 
activities such that nuclear safety is the overriding priority. Specifically, maintenance staff were provided a work order 
that did not meet station requirements to ensure the work could be adequately performed. Specific steps of the vendor 
manual were not used to direct work by staff and led to an installation error. The work planning process also did not 
implement the engineering recommendation to perform a practice installation on the equipment prior to installing 
equipment in the field.
Inspection Report# : 2016004 (pdf)

Mitigating Systems

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Follow Procedures for Controlled Shutdown
The inspectors identified a Green NCV of TS 5.4.1 "Procedures," when Entergy did 
not follow the site procedures for limiting condition for operation (LCO) entries, Technical 
Specification (TS) usage, and procedure adherence. Specifically, on March 1, 2017, 
Entergy did not implement procedure 1.3.6, "Technical Specifications-Adherence and 
Clarifications," and perform the procedural required preparation steps to commence a 
controlled and orderly shutdown when required by TS LCOs. Additionally, Entergy did not 
properly exit a TS LCO, based on procedure 1.3.34.2, "Limiting Conditions for Operation 
Log," requirements. Entergy entered the issue into the corrective action program (CAP) as 
condition report (CR) 2017-3724. 

The performance deficiency is more than minor because if left uncorrected, would have the 
potential to lead to a more significant safety concern. Specifically, the Entergy operations 
staff exited the LPCI LCO without personal observation by the senior reactor operator (SRO) 
signing off the work order (WO) that the maintenance postwork testing was complete and 
failed to implement the procedural required preparation steps to perform a controlled and 
orderly shutdown when required by TS LCOs. Inspectors evaluated this finding using IMC 
0609.04, "Initial Characterization of Findings," and IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," issued June 19, 2012, and determined that 
the finding was of very low safety significance (Green), because the finding was not a 
design or qualification deficiency, did not represent a loss of safety system function, and did 
not screen as potentially risk significant due to external initiating events. The inspectors 
determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, in that individuals follow processes, procedures, and work 
instructions. Specifically, Entergy did not use procedural guidance explicitly put in place to 
provide operators clear direction on how to prepare and perform an orderly shutdown upon 
entering a TS LCO with shutdown requirements.
Inspection Report# : 2017001 (pdf)

Significance:  Mar 21, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Monitor the Performance of Maintenance Rule Scoped Components
The NRC team identified a Green non-cited violation of 10 CFR 50.65(a)(2), "Requirements for monitoring the 
effectiveness of maintenance at nuclear power plants." Specifically, Entergy did not demonstrate that the performance 
of 18 maintenance rule scoped components was effectively controlled through the performance of appropriate 
preventive maintenance, and did not establish goals and monitoring in accordance with 
10 CFR 50.65(a)(1). Entergy's immediate corrective action was to initiate a CR to evaluate moving the affected systems 
to 10 CFR 50.65(a)(1) monitoring requirements. Entergy entered this issue in the corrective action program as CR-PNP
-2017-00401. 

The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, Entergy failed 
to demonstrate that the performance of the 18 maintenance rule scoped components was being effectively controlled 
through the performance of appropriate preventive maintenance which adversely impacts the reliability of those 
systems. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 
0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did not 
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affect the design or qualification of a mitigating structure, system, or component; represent a loss of system and/or 
function; involve an actual loss of function of at least a single train or two separate safety systems for greater than its 
technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Evaluation, in that Entergy failed to thoroughly evaluate and ensure that resolution of the 
identified issue, maintenance not being performed on maintenance rule scoped components, included reclassifying the 
components as necessary. Specifically, Entergy failed to demonstrate that the performance of 18 maintenance rule 
scoped components was effectively controlled through the performance of appropriate preventive maintenance, or 
through performance goals and monitoring.
Inspection Report# : 2016011 (pdf)

Significance: TBD Mar 12, 2017
Identified By: NRC
Item Type: AV Apparent Violation
Design Change Not Appropriately Reviewed by Entergy
The NRC team identified a preliminary greater than Green finding and apparent violation of 10 CFR Part 50, Appendix 
B, Criterion III, "Design Control," associated with Entergy's failure to ensure that design changes were subject to 
design control measures commensurate with those applied to the original design and were approved by the designated 
responsible organization. Specifically, Entergy received a new style right angle drive for the 'A' emergency diesel 
generator radiator blower fan from a vendor but failed to adequately review the differences in the design of the drives 
to identify potential new failure mechanisms for the part or the need for related preventive measures. Entergy entered 
this issue into the corrective action program as CR-PNP-2016-07443. 

The performance deficiency was more than minor because it was associated with the design control attribute of the 
Mitigating Systems cornerstone, and affected the associated cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 
0609.04, "Initial Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," the team screened the finding for safety significance and determined 
that a detailed risk evaluation was required based on the 'A' emergency diesel generator being inoperable for greater 
than the technical specification allowed outage time. 

Region I senior reactor analysts performed a detailed risk evaluation. The finding was preliminarily determined to be of 
greater than very low safety significance (greater than Green). The risk important sequences were dominated by 
external fire risk. Specifically, a postulated fire in the 'B' 4 kilovolt (KV) switchgear room with a consequential loss of 
the unit auxiliary generator power supply, non-recoverable loss of off-site power (LOOP) to both safety buses A5 and 
A6, loss of the 'B' emergency diesel generator with the conditional failure of the 'A' emergency diesel generator, along 
with the loss of bus A8 feed (from the shutdown transformer or station blackout (SBO) diesel generator) to safety buses 
A5 and A6. The internal event risk was dominated by weather related LOOPs, failure of the 'A' emergency diesel 
generator, with failure of the 'B' emergency diesel generator and SBO diesel generator to run, along with failure to 
recover offsite power or the emergency diesel generators. See Attachment 1, "'A' Emergency Diesel Generator Cooling 
Water System Degradation Detailed Risk Evaluation," for a detailed review of the quantitative criteria considered in the 
preliminary risk determination. 

The NRC team did not assign a cross-cutting aspect to this finding because the performance deficiency occurred in 
May 2000. Entergy's program has undergone changes since May 2000, and the NRC team did not identify any recent 
examples of this performance deficiency. Other aspects of Entergy's performance related to this issue are further 
discussed in Sections 5.10.3 and 6.3.4.
Inspection Report# : 2016011 (pdf)
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Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify All Root Causes of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, 
Appendix B, Criterion XVI, "Corrective Action," because Entergy did not adequately determine all root causes 
associated with a significant condition adverse to quality related to the failure to identify, evaluate, and correct the 'A' 
SRV's failure to open upon manual actuation during a plant cooldown on February 9, 2013. Specifically, Entergy did 
not establish adequate measures to assure that the cause of a significant condition adverse to quality, inadequate shift 
manager operability determination rigor and its associated causes, were adequately determined and corrective action 
taken to preclude repetition. Entergy's immediate corrective actions included planning to conduct operations 
management face-to-face conversations with shift manager qualified individuals to reinforce the shift manager's 
responsibility for operability and functionality determination accuracy and rigor. Entergy entered this issue into the 
corrective action program as CR-PNP-2017-00363 and CR-PNP-2017-00828. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the 
potential to result in repetition of a failure to identify, evaluate, and correct an SRV's failure to open or a similar 
significant condition adverse to quality. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems 
Screening Questions," of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and 
determined this finding did not affect the design or qualification of a mitigating structure, system, or component; 
represent a loss of system and/or function; involve an actual loss of function of at least a single train or two separate 
safety systems for greater than its technical specification-allowed outage time; or represent an actual loss of function of 
one or more non-technical specification trains of equipment designated as high safety-significant. Therefore, the NRC 
team determined the finding was of very low safety significance (Green). The NRC team determined that the finding 
had a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because individuals did not 
recognize and plan for the possibility of mistakes, latent issues, and inherent risk, even while expecting successful 
outcomes. Specifically, Entergy incorrectly assumed that CR-PNP-2013-00825 contained inadequate information to 
determine that the 'A' SRV had not opened, and this assumption ultimately impacted the root cause results documented 
in CR-PNP-2016-01621.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Preclude Repetition of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not implement CAPRs for a significant condition adverse to quality identified in root 
cause evaluation CR-PNP-2016-00716, "Implementation of the Corrective Action Program," Revision 2. Specifically, 
the team identified that CAPRs for Entergy's continued weaknesses in the implementation of the corrective action 
program were inadequate. Entergy entered this issue into their corrective action program for further evaluation as CR-
PNP-2017-00053, CR-PNP-2017-00410, and CR-PNP-2017-01134. 

The performance deficiency was more than minor because if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically, the failure to preclude repetition of this significant condition adverse to quality 
could result in continuing weaknesses in implementation of the corrective action program, which was designated as a 
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fundamental problem, and thus a contributing factor for PNPS Column 4 performance. Additionally, weaknesses with 
corrective action program implementation could result in equipment issues where operability is not maintained. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. 
Specifically, Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a 
corrective action and states, in part, that the corrective action descriptions must be worded to ensure that the adverse 
condition or cause/factor is addressed.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Programmatic Issue with Implementation of the Operability Determination Process
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, 
Procedures, and Drawings." Specifically, the NRC team identified a programmatic issue because in some cases, 
Entergy did not enter the operability determination process when appropriate, and, when the process was entered, did 
not adequately document the basis for operability, in accordance with Procedure EN-OP-104, "Operability 
Determination Process," Revision 11. In each of the examples discussed, though the basis for operability was not 
adequate, all components were determined to be operable upon further evaluation. Entergy entered this issue into their 
corrective action program as CR-PNP-2017-00626. 

The performance deficiency was more than minor because if left uncorrected, could lead to a more significant safety 
issue. Specifically, the failure to enter and document a basis for operability could lead to not recognizing inoperable 
safety-related equipment, and place the reactor at a higher risk of core damage in a design basis accident. The NRC 
team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, 
"Significance Determination Process for Findings At-Power," and determined this finding did not affect the design or 
qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). This finding had a cross-cutting aspect in the area of Human Performance, Teamwork. 
Specifically, the operations and engineering departments did not demonstrate a strong sense of collaboration and 
cooperation with respect to holding each other accountable when performing operability determinations to ensure 
nuclear safety is maintained.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Address Scope of Procedure Quality Issues
The NRC team identified a Green non cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy implemented inadequate corrective actions to address the procedure quality issues identified 
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in CR-PNP-2016 02058. Specifically, Entergy inappropriately limited their corrective actions to those procedures that 
increased integrated risk above normal, and did not include other types of safety related procedures that did not meet 
their procedure quality standards and resulted in procedure quality being a problem area. Entergy entered this issue into 
their corrective action program for further evaluation as CR-PNP-2017-00400. 

The performance deficiency was more than minor because it affected the procedure quality attribute of the Mitigating 
Systems cornerstone, and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Entergy limited 
corrective actions to procedures that increased integrated risk above normal or trip sensitive and failed to include other 
procedures associated with safety related components that reflected the broader population reviewed during the 
collective evaluation. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," 
of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding 
did not affect the design or qualification of a mitigating structure, system, or component; represent a loss of system 
and/or function; involve an actual loss of function of at least a single train or two separate safety systems for greater 
than its technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The NRC team determined that this finding had a cross-cutting aspect 
related to Human Performance, Resources, because the leaders failed to ensure that personnel, equipment, procedures, 
and other resources are available and adequate to support nuclear safety. Specifically, based on available resources, 
Entergy chose to limit the scope of safety related procedures being revised to only those that resulted in high integrated 
risk or were trip sensitive.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality for the Residual Heat Removal System
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not take timely corrective action for a previously identified condition adverse to quality. 
Specifically, Entergy failed to adequately resolve, through repair or adequate evaluation, gasket leakage on the 'B' 
residual heat removal heat exchanger, which resulted in continued degradation and leakage for the heat exchanger 
gasket. Entergy did not consider this leakage as a degraded condition, with the potential to impact both the operability 
of the residual heat removal system, and PNPS's licensing basis with regards to leakage of a closed loop system outside 
of containment. After the NRC team raised the issue, Entergy performed an operability determination that established a 
reasonable expectation of operability pending implementation of corrective actions. Entergy entered this issue into their 
corrective action program as CR-PNP-2016-09725. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure 
to correct identified gasket leakage resulted in continued degradation and leakage of the heat exchanger gasket. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because 
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Entergy failed to use decision making practices that emphasize prudent choices over those that are simply allowable.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Adequaely Develop and Implement Targeted Performance Improvement Plans
The NRC team identified a Green finding because Entergy did not adequately develop and implement a CAPR of a root 
cause related to a Category 'A' CR, as required by Entergy Procedure EN-LI-102, "Corrective Action Program." 
Specifically, Entergy did not adequately develop and implement the Targeted Performance Improvement Plans, which 
were designated as a CAPR for the root cause for the Nuclear Safety Culture Fundamental Problem. Entergy 
documented this issue in the corrective action program for further evaluation as CR-PNP-2017-00406. 

The performance deficiency was more than minor because if left uncorrected, it could lead to a more significant safety 
concern. Specifically, inadequate implementation of the Targeted Performance Improvement Plans could result in 
recurrence of a culture in which leaders are not holding themselves and their subordinates accountable to high 
standards of performance, resulting in continuing performance issues at the station. The NRC team evaluated the 
finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, "Significance 
Determination Process for Findings At-Power," and determined this finding did not affect the design or qualification of 
a mitigating structure, system, or component; represent a loss of system and/or function; involve an actual loss of 
function of at least a single train or two separate safety systems for greater than its technical specification-allowed 
outage time; or represent an actual loss of function of one or more non-technical specification trains of equipment 
designated as high safety-significant. Therefore, the NRC team determined the finding was of very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of Human Resources, Change Management, 
because leaders did not use a systematic process for evaluating and implementing change so that nuclear safety remains 
the overriding priority. In this case, PNPS leaders did not apply sufficient rigor in development and implementation of 
the Targeted Performance Improvement Plans such that they would be an adequate method to drive and sustain positive 
changes in the station's safety culture.
Inspection Report# : 2016011 (pdf)

Significance: N/A Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Condition Prohibited by Technical Specifications and a Safety System Functional Failure
The NRC team identified a Severity Level IV non-cited violation of 10 CFR 50.73, "Licensee Event Report System," 
associated with Entergy's failure to submit a licensee event report within 60 days following discovery of an event 
meeting the reportability criteria. Specifically, on September 28, 2016, Entergy identified the 'A' emergency diesel 
generator was inoperable. The NRC team determined that the condition was prohibited by technical specifications and 
the inoperability of the 'A' emergency diesel generator existed for a period of time longer than allowed by Technical 
Specification 3.5.F, "Core and Containment Cooling Systems." This was also reportable as a safety system functional 
failure. Entergy entered this issue into the corrective action program as CR-PNP-2016-09552. 

Because this performance deficiency had the potential to impact the NRC's ability to perform its regulatory function, 
the NRC team evaluated the performance deficiency using traditional enforcement. The violation was evaluated using 
Section 2.3.11 of the NRC Enforcement Policy, because the failure to submit a required licensee event report may 
impact the ability of the NRC to perform its regulatory oversight function. In accordance with Section 6.9.d, Example 
9, of the NRC Enforcement Policy, this violation was determined to be a Severity Level IV non-cited violation. 

Because this violation involves the traditional enforcement process and does not have an underlying technical violation, 
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the NRC team did not assign a cross-cutting aspect to this violation, in accordance with IMC 0612, Appendix B.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Perform an Operability Evaluation for a Recirculation Flow Converter
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, "Instructions, Procedures, and Drawings," because Entergy did not perform a prompt operability 
determination and adequately evaluate the operability of a recirculation flow converter in a timely manner in 
accordance with procedure EN-OP-104, "Operability Determination Process." As a result, Entergy allowed this flow 
converter to remain in service, without reasonable assurance of its capability to perform its required safety function, 
from the time the adverse condition was discovered on October 3, 2016, until the component was declared inoperable 
and replaced on October 21, 2016. Entergy entered the initial equipment failure into the CAP as CR 2016-07622 and 
CR 2017-0854. Entergy took corrective actions to replace the inoperable flow converter. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and it adversely affected the cornerstone 
objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The issue is also similar to the more than minor example in IMC 0612, Appendix E, "Examples of 
Minor Issues," issued August 11, 2009, Example 3j because the flow converter's capability to perform its required 
safety function could not be reasonably assured. The inspectors screened this finding in accordance with IMC 0609, 
Appendix A, "The Significance Determination Process for Findings At-Power," issued June 19, 2012, Exhibit 2, 
"Mitigating Systems Screening Questions," and determined that this finding was of very low safety significance 
(Green) because the finding affected a single reactor protection system (RPS) trip signal to initiate a reactor scram, but 
did not affect the function of other redundant trips or diverse methods of reactor shutdown, did not involve control 
manipulations that unintentionally added positive reactivity, and did not result in a mismanagement of reactivity by 
operator. The inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Conservative Bias, because Entergy did not use decision making-practices that emphasize prudent choices over those 
that are simply allowable. Specifically, Entergy did not take a conservative approach in making the decision to keep the 
'A' recirculation flow converter in service when available information regarding its operability was incomplete. 
Operators continued to act based on the assumption that the flow converter would remain operable, without reasonable 
assurance. Management did not adequately prioritize the completion of the operability evaluation for this safety-related 
component. Instead, the completion of the evaluation was delayed due to a heavy workload on the available staff who 
were qualified to provide the necessary input.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Ineffective Corrective Actions to Correct High Pressure Coolant Injection System Vibrations
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified in 
that Entergy did not identify and correct a condition adverse to quality related to high pressure coolant injection (HPCI) 
pump degraded performance, as required by EN-LI-102, "Corrective Action Program." EN-LI-102, requires, in part, 
that "individuals closing corrective actions verify that the required action has been taken ensuring that the response is 
adequate, answers all aspects of the assigned action, and the intent of the action is met." Specifically, vibrations on the 
HPCI main pump to speed reducer coupling were not addressed during HPCI system maintenance, despite a degrading 
trend starting May 21, 2015. This led to the HPCI system being declared inoperable on November 7, 2016, after 
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vibration levels exceeded the in-service testing (IST) action range threshold. Entergy's corrective actions included 
modeling vibrations of the HPCI system during operation and installing a stiffening plate on the HPCI pump support 
pedestal in order to dampen vibrations associated with the system. Entergy has entered this into their CAP as CR 2016-
8657. 

The inspectors determined that this performance deficiency was more than minor because it is associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected its objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage.) Specifically, Entergy did not address the increase in HPCI pump vibrations from 
May 21, 2015, to November 7, 2016, when the vibrations increased into the IST Action range and resulted in pump 
inoperability. In accordance with IMC 0609.04, "Initial Characterization of Findings," issued October 7, 2016, and 
IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," issued June 19, 2012, the 
inspectors determined that the finding was of very low safety significance (Green) because the finding did not affect the 
design or qualification of a mitigating structure, system, or component (SSC), represent a loss of system and/or 
function, involve an actual loss of a function of at least a single train or two separate safety systems for a greater time 
than allowed by technical specifications (TS), or represent an actual loss of function of one or more non-TS trains of 
equipment designated as high safety-significant in accordance with the licensee's maintenance rule program. The 
inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, Design Margins, 
in that the organization operates and maintains equipment within design margins, and margins are carefully guarded 
and changed only through a systematic and rigorous process. Specifically, Entergy did not demonstrate that the work 
process supports nuclear safety and maintenance of design margins by minimizing long-standing equipment issues, 
preventive maintenance (PM) deferrals, and maintenance and engineering backlogs. Entergy's failure to effectively 
manage design margins regarding HPCI system vibrations led to a continuing degradation of the system, and the 
eventual need to declare the HPCI system inoperable on November 7, 2016.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Assess and Manage Risk Associated with Shutdown Transformer Protective Relay Testing
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4), "Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants," for Entergy's failure to properly assess and manage the increase in risk due to 
performing protective relay calibration and functional testing associated with the shutdown transformer (SDT) on seven 
occasions from December 9, 2005, through August 27, 2014. Specifically, Entergy did not identify that the 
performance of calibration and functional testing of protective relays associated with the SDT would prevent the 4160V 
safety buses from being automatically powered by other required sources, and consequently, did not properly assess 
and manage the increase in risk. Entergy's corrective action requires the unit to be in an outage to perform the tests. 
Entergy entered the issue into the CAP under CR 2017-0856. 

The inspectors determined that this performance deficiency was more than minor because it is associated with the 
configuration control attribute of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Additionally, the finding was similar to Example 7e of NRC IMC 0612, Appendix E, "Examples of 
Minor Issues," in that the overall elevated plant risk would have put the plant into a higher licensee-established risk 
category and would have required additional risk mitigating actions (RMAs). The inspectors evaluated the finding 
using the Significance Determination Process, Attachment 0609.04, "Initial Characterization of Findings," issued 
October 7, 2016. Because the finding involved a maintenance rule risk assessment, it was screened through IMC 0609, 
Appendix K, "Maintenance Risk Assessment and Risk Management Significance Determination Process," issued May 
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19, 2005. The finding screened as very low safety significance (Green) using Flowchart 1 of Appendix K because the 
incremental core damage probability deficit (ICDPD) was determined to be greater than 1E-6 and less than 1E-5, and 
three or more RMAs were taken. The inspectors concluded this finding had a cross-cutting aspect in the area of Human 
Performance, Avoid Complacency, in that individuals did not recognize and plan for the possibility of mistakes, latent 
issues, and inherent risk, even while expecting successful outcomes. Specifically, the unavailability of the startup 
transformer (SUT) and emergency diesel generators (EDGs) during portions of testing was a latent issue that Entergy 
did not identify, and the associated increase in risk was not assessed and managed.
Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment on EDG 'B'
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, "Instructions, Procedures, and Drawings," in that Entergy did not perform an adequate operability 
evaluation in accordance with EN-OP-104, "Operability Determination Process," Revision 10. Specifically, during an 
instrumented run of emergency diesel generator (EDG) 'B', the cabinet door was opened, resulting in a non-seismically 
qualified configuration of protective relays for EDG 'B'. Inspectors determined that Entergy did not adequately assess 
the operability of EDG 'B' as required by EN-OP-104, "Operability Determination Process." Specifically, Entergy did 
not evaluate the operability of EDG 'B' when opening a cabinet door containing relays that serve a safety function. 
Entergy entered this issue into the corrective action program (CAP) as condition report (CR)-2016-5779 and CR-2016-
7877. Entergy has issued a standing order to assess operability of equipment tested with cabinet doors open prior to 
performing work or declare the equipment being tested inoperable. 

This is a performance deficiency that was within Entergy's ability to foresee and correct. This finding is more than 
minor because it is associated with the protection against external factors attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, relays were no longer in a configuration 
known to operate as required during a seismic event with the cabinet door open. In accordance with IMC 0609.04, 
"initial Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance Determination 
Process for Findings At-Power," issued June 19, 2013, the inspectors determined that this finding is of very low safety 
significance (Green) because the performance was not a design or qualification deficiency, did not involve an actual 
loss of safety function, and did not represent actual loss of safety function of a single train for greater than its technical 
specification (TS) allowed outage time. This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, Operating Experience, in that the organization did not systematically and effectively collect, evaluate, and 
implement relevant internal and external operating experience in a timely manner. Specifically, Entergy did not 
evaluate industry operating experience on control of cabinet doors containing safety-related equipment, which led to 
operability concerns.
Inspection Report# : 2016003 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action," and Technical Specification (TS) 3.5.E, "Automatic Depressurization System," was identified for 
the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the 'A' SRV. 
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Specifically, Entergy failed to identify, evaluate, and correct the 'A' SRV's failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the 'C' SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the 'A' and 'C' SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does not 
present a current safety concern because the 'A' and 'C' SRVs were replaced during the outage following the January 
27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed SRVs 
which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
"Mitigating Systems Screening Questions." The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety function 
for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: a failed 
actual opening demand at 200 psig reactor pressure on January 27, 2015, for the 'C' SRV; examination of the valve 
internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 114 psig 
reactor pressure on February 9, 2013, for the 'A' SRV. The risk evaluation was performed using IMC 0609, Appendix 
M, "Significance Determination Process Using Qualitative Criteria," issued April 12, 2012. The NRC made a 
preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative and 
qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the 'A' SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the 'A' SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)

Barrier Integrity

Significance:  Mar 31, 2017
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Untimely Corrective Actions Associated with Boraflex Degradation in the Spent Fuel Pool
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Actions," when 
Entergy did not take timely corrective action to correct a condition adverse to quality. Specifically, when BADGER 
testing results revealed gaps in neutron absorber material that exceeded spent fuel storage design feature assumptions 
and therefore did not ensure compliance with TSs, the station did not establish corrective actions 
to ensure configurations and limitations would meet subcriticality analysis beyond September 2017. Entergy entered 
this into the CAP as CR 2017-1650 and is performing a root cause evaluation to evaluate options and establish 
corrective actions to ensure compliance is met beyond this timeframe. 

The performance deficiency was more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of configuration control (reactivity control) and adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 
0609, Appendix A, "The Significance Determination Process for Findings At-Power," the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not adversely affect any of the barrier 
integrity screening questions. The inspectors determined this finding had a cross-cutting aspect in Problem 
Identification and Resolution, Evaluation, because the organization did not thoroughly evaluate issues to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
Specifically, the casual evaluation written to address the boraflex degradation was focused on restoring compliance and 
correcting immediate condition, and did not include longer term corrective actions to mitigate the likelihood of 
recurrence.
Inspection Report# : 2017001 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Ineffective Corrective Actions to Address Conditions Adverse to Quality Regarding Components in Contact 
with or Close Proximity to the Drywell Liner
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," associated with Entergy's failure to correct a condition adverse to quality affecting safety-related equipment. 
Specifically, during a previous NRC inspection in August 2016, inspectors identified numerous locations in the drywell 
where non-seismic equipment was either in contact, or close proximity, with the drywell liner and had caused damage. 
Entergy initiated CRs and performed an operability evaluation for the identified issues. However, following a review of 
these CRs, the NRC team determined that Entergy failed to take corrective actions to address the condition adverse to 
quality. Entergy entered this issue into the corrective action program as CR-PNP-2016-09346 and CR-PNP-2016-
09377 to perform an extent of condition review, secure the loose grating that had caused damage to the liner, and 
evaluate the need for a clearance criteria between components such as floor grating and support structures and the 
containment liner. 

The performance deficiency was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. Using IMC 0609, Appendix A, "The Significance Determination Process for Findings At
-Power," Exhibit 3, "Barrier Integrity Screening Questions," the NRC team determined that this finding was of very 
low safety significance (Green) because the finding did not represent an actual open pathway in the physical integrity 
of reactor containment (valves, airlocks, etc.), containment isolation system (logic and instrumentation), and heat 
removal components. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
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Evaluation, because the engineering evaluation of the degraded condition identified by the inspectors did not 
thoroughly evaluate the containment liner issues to ensure that resolutions address causes and extents of condition 
commensurate with their safety significance.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with Main Steam Isolation Valve
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified in 
that Entergy did not promptly correct a condition adverse to quality associated with the operability of a MSIV. 
Specifically, Entergy did not take timely corrective actions to inspect and remove debris from air tubing that supplied 
air to a valve actuator after the associated MSIV failed a surveillance test on March 29, 2016. This uncorrected 
condition subsequently led to a repeat failure of the valve on August 16, 2016. Entergy entered these issues into their 
CAP as CR 2016 2250 and CR 2016 5987 and developed corrective actions to revise associated procedures as needed, 
replaced the affected MSIV air pack manifold, cleared loose debris from the affected air tubing, and scheduled the 
replacement of affected air tubing during the next refueling outage. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
barrier performance attribute of the Barrier Integrity cornerstone and it adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (fuel cladding, reactor coolant system, and containment) 
protect the public from radionuclide releases caused by accidents or events. Specifically, when MSIV-1C failed to meet 
its surveillance requirements on March 29, 2016, Entergy did not take corrective actions necessary to adequately 
identify and resolve the underlying issue of system debris being present in air tubing, which affected the valve actuator 
and caused a slow closing time for the valve. This inaction led to continued valve inoperability, for a duration greater 
than that allowed by TS, which presented itself during a subsequent operability test on August 16, 2016. The inspectors 
screened this finding in accordance with IMC 0609, Appendix A, "The Significance Determination Process for 
Findings At-Power;" using Exhibit 3, "Barrier Integrity Screening Questions." The inspectors determined that this 
finding was of very low safety significance (Green) because the finding did not involve an actual open pathway in the 
physical integrity of reactor containment or involve an actual reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined that this issue had a cross-cutting aspect in the area of Human Performance, 
Conservative Bias, because Entergy did not use decision-making practices that emphasize prudent choices over those 
that were simply allowable. Specifically, when the MSIV initially failed its surveillance in March 2016, Entergy did not 
take a conservative approach in their operability determination and immediate response to the issue. This was 
demonstrated by the fact that, following the March 2016 valve failure, when a cause evaluation identified the likelihood 
of debris in air tubing affecting valve operability, individuals rationalized that the degraded condition had been 
resolved on its own and would not recur. Entergy acted on this assumption, rather than making the conservative 
determination that the effect of present debris could impact continued operability in an unpredictable manner, as it did 
during the subsequent failed surveillance test in August 2016.
Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Agastat Control Relays Preventive Maintenance Procedure in Accordance with 
TS 5.4.1
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, "Procedures," because Entergy did not 
implement procedures recommended in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Entergy did 
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not implement preventive maintenance procedural requirements to periodically replace six high critical, normally 
energized Agastat EGP relays every 10 years. Entergy's immediate corrective actions included replacing all six relays 
and performing an equipment apparent cause evaluation. Entergy entered this issue into their CAP as CR-2016-04243. 

The performance deficiency was more than minor because it was associated with the structures, systems, and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and adversely affected the 
cornerstone objective of providing reasonable assurance that physical design barriers (containment) protect the public 
from radionuclide releases caused by accidents or events. The failure to replace the relays in accordance with 
preventative maintenance requirements increased the likelihood of failure for safety systems that relied on these relays 
for operation. The inspectors determined that this finding is of very low safety significance (Green) in accordance with 
IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," issued June 19, 2013, because the performance deficiency did not result 
in an actual open pathway in the physical integrity of reactor containment and did not involve an actual reduction in 
function of hydrogen igniters in the reactor containment. The inspectors determined that this finding had no cross-
cutting aspect because the most significant causal factor, the failure to include the relays in the preventative 
maintenance program database, did not reflect current licensee performance. There was no indication that this specific 
performance deficiency occurred in the last three years.
Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Evaluate the Effect of Degraded Normally Energized Agastat Relays on PCIVs 
Operability
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," because Entergy did not perform an immediate 
operability determination and adequately evaluate the operability of primary containment 
isolation valves (PCIVs) in accordance with procedure EN-OP-104, "Operability 
Determinations/Functionality Assessments," Revision 10. Entergy's immediate corrective 
actions included electrically deactivating two relays, 16A-K17X11 and 16AK18X11. 
Subsequently, two PCIVs, CV-5065-91 and CV-5065-92, were closed until all six relays were 
replaced. Entergy entered this issue into the CAP as CR-2016-04753. 

The inspectors determined that the performance deficiency was more than minor because it 
was associated with the Human Performance attribute of the Barrier Integrity cornerstone 
and adversely affected the objective of providing reasonable assurance that physical design 
barriers protect the public from postulated radionuclide releases caused by accidents or 
events. Specifically, Entergy did not perform a timely and adequate operability 
determination as required by procedure. It took Entergy 74 days and four different 
operability determinations upon discovery of the degraded relays to finally conclude that 
PCIVs CV-5065-91 and CV-5065-92 were operable. The inspectors determined that this 
finding is of very low safety significance (Green) in accordance with IMC 0609.04, "initial 
Characterization of Findings," and Exhibit 3 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," issued June 19, 2013, because it did not 
result in an actual open pathway in the physical integrity of reactor containment and did not 
involve an actual reduction in function of hydrogen igniters in the reactor containment. 

The inspectors determined that this finding had a cross-cutting aspect in the area of Human 
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Performance, Procedure Adherence, because Entergy did not initially evaluate the 
operability of the Agastat relays thoroughly as prescribed in EN-OP-104. Furthermore, 
Entergy failed to adequately evaluate the effect of the aging Agastat relays pertaining to the 
PCIV's operability.
Inspection Report# : 2016003 (pdf)

Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Process Radiation Monitor Subsystems 10 CFR 50.65(a)(2) Not Met
Inspectors identified a Green NCV of 10 CFR 50.65 (a)(2), because Entergy did not adequately demonstrate that the 
performance of the process radiation monitors (PRMs) was effectively controlled through performance of appropriate 
preventive maintenance. Specifically, Entergy did not identify and properly account for functional failures of four PRM 
subsystems in July 2014 and February, April, and July 2015; and did not recognize that the subsystems had exceeded 
their performance criteria and required a Maintenance Rule (a)(1) evaluation. Entergy entered the issue into the CAP 
under CR-2016-05564. Entergy performed the Maintenance Rule (a)(1) evaluation, and placed them into (a)(1) where 
they will be monitored against specific goals. 

The finding is more than minor because it is associated with the Plant Facilities/Equipment and Instrumentation 
attribute of the Public Radiation Safety cornerstone and affects the cornerstone objective of ensuring the adequate 
protection of public health and safety from exposure to radioactive materials released into the public domain as a result 
of routine civilian nuclear reactor operation. Specifically, following the failures of the Main Stack Normal Range 
subsystem in July 2014, the Reactor Building Closed Cooling Water (RBCCW) subsystem in February 2015, the 
Shared Components subsystem in April 2015, and the Torus Containment High Radiation Monitoring System 
(CHRMS) subsystem in July 2015, Entergy did not identify the failures as functional failures, and consequently, did not 
establish goals and monitoring criteria in accordance with 10 CFR 50.65(a)(1). The inspectors determined that the 
failures demonstrated that the performance of the subsystems was not being effectively controlled through appropriate 
preventive maintenance, because the incorrect screenings resulted in exceedance of the subsystem's performance 
criteria and placement in (a)(1) status. The inspectors evaluated the significance of this finding using IMC 0609, 
Appendix D, "Public Radiation Safety Significance Determination Process." The finding is of very low safety 
significance (Green) because the finding was in the Effluent Release Program, but did not result in a failure to 
implement the Effluent Release Program, and did not result in dose to the public in excess of 10 CFR 50, Appendix I 
criterion or 10 CFR 20.1301(e) limits. The inspectors determined that the finding has a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, in that the organization did not thoroughly evaluate issues to 
ensure that resolution addressed causes and extent of conditions commensurate with their safety significance. 
Specifically, Entergy identified all of the failures of the PRM subsystems, however, Entergy did not thoroughly 
evaluate the failures as maintenance rule functional failures. [P.2]
Inspection Report# : 2016003 (pdf)

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 
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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:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inaccurate Suppression Pool Water Level Instrument not Identified during Post-Event Prompt Investigation
An NRC-identified Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion XVI, "Corrective Action," was identified because Entergy staff did not identify and correct a condition 
adverse to quality related to suppression pool water level indication when the 'A' suppression pool wide range 
instrument provided inaccurate level indication during the inadvertent suppression pool water level increase event on 
March 31, 2017. As corrective actions, Entergy entered Technical Specification (TS) 3.2.F, "Protective Instrumentation 
- Surveillance Information Readouts," and repaired the instrument. This issue was entered into Entergy's corrective 
action program (CAP) as condition report (CR) 2017-2965. 

The performance deficiency is more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, inaccurate level indication during off-normal 
changing level conditions in the suppression pool could result in operator actions not warranted by plant conditions. 
The finding is also associated with the Initiating Events cornerstone. Using IMC 0609, Appendix A, Exhibit 1, issued 
June 19, 2012, "The Significance Determination Process for Findings At-Power," the inspectors determined the finding 
was of very low safety significance (Green) because the finding did not cause a reactor trip and a loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. This finding has 
a cross-cutting aspect in the area of Problem Identification and Resolution - Identification, because the Entergy 
organization did not demonstrate an appropriately low threshold for entering problems into their CAP. Specifically, 
Entergy's prompt investigation of the inadvertent suppression pool level increase event did not identify that the 'A' 
suppression pool wide range level instrument was not indicating properly and required corrective maintenance.
Inspection Report# : 2017002 (pdf)
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Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Issue Appropriate Corrective Actions to Preclude Repetition for the Causes of the September 2016 
Scram
The NRC team identified a Green finding because Entergy did not issue appropriate CAPRs in accordance with 
Entergy procedure EN-LI-102, "Corrective Action Process," Revision 28. Specifically, Entergy did not issue adequate 
CAPRs associated with Root Cause 1 of the feedwater regulating valve failure in September 2016 that resulted in a 
manual scram. As a result of the NRC team's questions, Entergy issued procedure 1.13.2, "Vendor and Technical 
Information Reviews," Revision 0, as "continuous use" to ensure that planners will always have the checklist in-hand 
when planning work to ensure that appropriate vendor technical information is always included in applicable work 
instructions. Entergy entered the NRC team's concerns in the corrective action program as CR-PNP-2017-00687 and 
CR-PNP-2017-00936. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Initiating Events cornerstone and if left uncorrected, the performance deficiency would have the potential to lead to 
a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the potential 
to result in repetition of a significant condition adverse to quality, loss of control of feedwater regulating valve 642A 
and a manual scram. The NRC team evaluated the finding using Exhibit 1, "Initiating Events Screening Questions," of 
IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did 
not cause a reactor trip or the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to 
a stable shutdown condition. Therefore, the NRC team determined the finding was of very low safety significance 
(Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. Specifically, 
Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a corrective action and 
states, in part, that the corrective action descriptions must be worded to ensure that the adverse condition or 
cause/factor is addressed.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Feedwater Regulating Valve Failure Results in Reactor Scram
A self-revealing Green finding was identified for the inadequate implementation of a work order on the 'A' feedwater 
regulating valve (FRV) encoder as required by EN-WM-102. Specifically, Entergy did not install a wire assembly on 
the 'A' FRV encoder as required by the work instructions located in the vendor manual. The wire loosened, resulting in 
the 'A' FRV failing open and the operators inserting a manual scram. In response to the loose connection, Entergy 
added a sealant to the connector to ensure all wires remain in place on both FRVs. Entergy entered the issue into the 
corrective action program (CAP) under condition report (CR) 2016-6635. 

The inspectors determined that the finding is more than minor because it is associated with the equipment performance 
attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during a shutdown as well as power operations. 
Specifically, the performance deficiency affected the reliability and capability of the 'A' FRV which led to a plant 
scram, tripping of the reactor feed pumps, and closure of the main steam isolation valves (MSIVs). The inspectors 
evaluated this finding using IMC 0609.04, "Initial Characterization of Findings," issued October 7, 2016, and IMC 
0609, Appendix A, Exhibit 1, "Initiating Events Screening Questions," issued June 19, 2012, and determined a detailed 
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risk evaluation was required because the 'A' FRV failure caused a reactor trip and partial loss of feedwater (power 
conversion system). 
A Region I senior reactor analyst (SRA) used the Standardized Plant Analysis Risk (SPAR) model for Pilgrim, Version 
8.24, and SAPHIRE, Version 8.1.4, to complete the detailed risk evaluation. The estimated increase in core damage 
frequency (CDF) was calculated to be 4E-7/year, or very low safety significance (Green). For issues resulting in an 
increase in CDF > 1E-7, IMC 0609 requires an evaluation of large early release frequency (LERF) using the guidance 
of NUREG-1765, "Basis Document for LERF Significance Determination Process," and IMC 0609, Appendix H, 
"Containment Integrity Significance Determination Process," issued May 6, 2004. The performance deficiency 
associated with the failure of the 'A' FRV and resultant reactor trip would be considered a Type A finding and, as such, 
the calculated increase in CDF value is used in conjunction with an appropriate LERF factor (multiplier) to determine 
the estimated increase in LERF associated with the issue. In the absence of early core damage sequences for this event, 
LERF is not a significance risk contributor and the safety significance of this performance deficiency is defined by the 
estimated increase in CDF (4E-7/year) or Green. This finding has a cross-cutting aspect of Human Performance, Work 
Management, in that Entergy did not adequately implement the process of planning, controlling, and executing work 
activities such that nuclear safety is the overriding priority. Specifically, maintenance staff were provided a work order 
that did not meet station requirements to ensure the work could be adequately performed. Specific steps of the vendor 
manual were not used to direct work by staff and led to an installation error. The work planning process also did not 
implement the engineering recommendation to perform a practice installation on the equipment prior to installing 
equipment in the field.
Inspection Report# : 2016004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Improper System Restoration Results in Suppression Pool Inoperability
A self-revealing Green NCV of TS 5.4.1.a, "Procedures," was identified on March 31, 2017, when operators did not 
follow procedures and caused an inadvertent increase in the suppression pool water level. The inspectors determined 
that the operators did not restore the core spray system valve line-up as prescribed in Attachment 11 of Entergy 
Procedure 2.2.20, "Core Spray," and the maintenance safety tag clearance sheet. Operator implementation of these 
documents is directed by Entergy Procedure EN-OP-102, "Protective Caution Tagging," section 5.19[4](b). As 
corrective actions, Entergy performed additional management oversight of control room operations and performed a 
root cause evaluation (RCE). This issue was entered into the CAP as CR-2017-2785. 

The performance deficiency is more than minor because it is associated with the equipment reliability attribute of the 
Mitigating Systems cornerstone objective 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 out of specification conditions on March 31, 2017, impacted suppression pool reliability because the suppression 
pool was not maintained within parameters required to ensure operability. Additionally, significant analysis was 
necessary to show the suppression pool and associated supports remained functional when TS requirements were not 
met. Using IMC 0609, Appendix A, Exhibit 2, issued June 19, 2012, "The Significance Determination Process for 
Findings At-Power," the inspectors determined the finding was of very low safety significance (Green) because the 
finding did not affect the design or qualification of a mitigating structure, system, or component (SSC), the finding did 
not represent a loss of system and/or function, the finding did not represent an actual loss of a function of a single train 
for greater than the TS allowed outage time (AOT), and the finding did not represent an actual loss of a function of one 
or more non-TS trains of equipment. Specifically, the suppression pool, including down-comers and supports, remained 
functional following the influx of water. The finding has a cross-cutting aspect in the area of Human Performance - 
Procedure Adherence, because Entergy personnel did not follow processes, procedures, and work instructions. 
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Specifically, Entergy personnel did not follow procedures and work instructions during the restoration of the core spray 
system. 

Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Follow Procedure Requirements for the Control of a Flood Protection Barrier
An NRC-identified Green finding was identified because Entergy personnel did not follow Procedure 1.3.135, "Control 
of Doors," to adequately control a condenser bay flood protection door. Specifically, on May 22, 2017, Entergy 
personnel failed to control door 25A, which is designed to mitigate condenser bay flooding to preclude adversely 
impacting the important to safety instrument air system. Entergy's short-term corrective actions included closing the 
door and providing additional operator training. This issue was entered into the CAP as CR 2017-5746. 

The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was evaluated 
using IMC 0609, Appendix A, Exhibit 4, "External Events Screening Questions," issued June 19, 2012, with respect to 
the degraded safety function of the flood barrier door. The finding was determined to be of very low safety significance 
(Green) because the failure of the flood door was determined to not degrade the instrument air system ability to support 
the feedwater injection function or the alternate injection through the control rod drive system. This is because the 
backup diesel driven compressor was available to be started locally and supply the instrument air headers. The finding 
also did not involve the total loss of any safety function. The finding has a cross-cutting aspect in the area of Human 
Performance - Procedure Adherence, because Entergy personnel did not follow processes, procedures, and work 
instructions. Specifically, Entergy personnel did not follow procedural requirements to adequately control flood 
protection door 25A. 

Inspection Report# : 2017002 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedures for Controlled Shutdown
The inspectors identified a Green NCV of TS 5.4.1 "Procedures," when Entergy did 
not follow the site procedures for limiting condition for operation (LCO) entries, Technical 
Specification (TS) usage, and procedure adherence. Specifically, on March 1, 2017, 
Entergy did not implement procedure 1.3.6, "Technical Specifications-Adherence and 
Clarifications," and perform the procedural required preparation steps to commence a 
controlled and orderly shutdown when required by TS LCOs. Additionally, Entergy did not 
properly exit a TS LCO, based on procedure 1.3.34.2, "Limiting Conditions for Operation 
Log," requirements. Entergy entered the issue into the corrective action program (CAP) as 
condition report (CR) 2017-3724. 
The performance deficiency is more than minor because if left uncorrected, would have the 
potential to lead to a more significant safety concern. Specifically, the Entergy operations 
staff exited the LPCI LCO without personal observation by the senior reactor operator (SRO) 
signing off the work order (WO) that the maintenance postwork testing was complete and 
failed to implement the procedural required preparation steps to perform a controlled and 
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orderly shutdown when required by TS LCOs. Inspectors evaluated this finding using IMC 
0609.04, "Initial Characterization of Findings," and IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," issued June 19, 2012, and determined that 
the finding was of very low safety significance (Green), because the finding was not a 
design or qualification deficiency, did not represent a loss of safety system function, and did 
not screen as potentially risk significant due to external initiating events. The inspectors 
determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, in that individuals follow processes, procedures, and work 
instructions. Specifically, Entergy did not use procedural guidance explicitly put in place to 
provide operators clear direction on how to prepare and perform an orderly shutdown upon 
entering a TS LCO with shutdown requirements. [H.8]
Inspection Report# : 2017001 (pdf)

Significance:  Mar 21, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Monitor the Performance of Maintenance Rule Scoped Components
The NRC team identified a Green non-cited violation of 10 CFR 50.65(a)(2), "Requirements for monitoring the 
effectiveness of maintenance at nuclear power plants." Specifically, Entergy did not demonstrate that the performance 
of 18 maintenance rule scoped components was effectively controlled through the performance of appropriate 
preventive maintenance, and did not establish goals and monitoring in accordance with 
10 CFR 50.65(a)(1). Entergy's immediate corrective action was to initiate a CR to evaluate moving the affected systems 
to 10 CFR 50.65(a)(1) monitoring requirements. Entergy entered this issue in the corrective action program as CR-
PNP-2017-00401. 

The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, Entergy failed 
to demonstrate that the performance of the 18 maintenance rule scoped components was being effectively controlled 
through the performance of appropriate preventive maintenance which adversely impacts the reliability of those 
systems. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 
0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did not 
affect the design or qualification of a mitigating structure, system, or component; represent a loss of system and/or 
function; involve an actual loss of function of at least a single train or two separate safety systems for greater than its 
technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Evaluation, in that Entergy failed to thoroughly evaluate and ensure that resolution of the 
identified issue, maintenance not being performed on maintenance rule scoped components, included reclassifying the 
components as necessary. Specifically, Entergy failed to demonstrate that the performance of 18 maintenance rule 
scoped components was effectively controlled through the performance of appropriate preventive maintenance, or 
through performance goals and monitoring.
Inspection Report# : 2016011 (pdf)

Significance: TBD Mar 12, 2017
Identified By: NRC
Item Type: AV Apparent Violation
Design Change Not Appropriately Reviewed by Entergy
The NRC team identified a preliminary greater than Green finding and apparent violation of 10 CFR Part 50, Appendix 
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B, Criterion III, "Design Control," associated with Entergy's failure to ensure that design changes were subject to 
design control measures commensurate with those applied to the original design and were approved by the designated 
responsible organization. Specifically, Entergy received a new style right angle drive for the 'A' emergency diesel 
generator radiator blower fan from a vendor but failed to adequately review the differences in the design of the drives 
to identify potential new failure mechanisms for the part or the need for related preventive measures. Entergy entered 
this issue into the corrective action program as CR-PNP-2016-07443. 

The performance deficiency was more than minor because it was associated with the design control attribute of the 
Mitigating Systems cornerstone, and affected the associated cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 
0609.04, "Initial Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," the team screened the finding for safety significance and determined 
that a detailed risk evaluation was required based on the 'A' emergency diesel generator being inoperable for greater 
than the technical specification allowed outage time. 

Region I senior reactor analysts performed a detailed risk evaluation. The finding was preliminarily determined to be of 
greater than very low safety significance (greater than Green). The risk important sequences were dominated by 
external fire risk. Specifically, a postulated fire in the 'B' 4 kilovolt (KV) switchgear room with a consequential loss of 
the unit auxiliary generator power supply, non-recoverable loss of off-site power (LOOP) to both safety buses A5 and 
A6, loss of the 'B' emergency diesel generator with the conditional failure of the 'A' emergency diesel generator, along 
with the loss of bus A8 feed (from the shutdown transformer or station blackout (SBO) diesel generator) to safety buses 
A5 and A6. The internal event risk was dominated by weather related LOOPs, failure of the 'A' emergency diesel 
generator, with failure of the 'B' emergency diesel generator and SBO diesel generator to run, along with failure to 
recover offsite power or the emergency diesel generators. See Attachment 1, "'A' Emergency Diesel Generator Cooling 
Water System Degradation Detailed Risk Evaluation," for a detailed review of the quantitative criteria considered in the 
preliminary risk determination. 

The NRC team did not assign a cross-cutting aspect to this finding because the performance deficiency occurred in 
May 2000. Entergy's program has undergone changes since May 2000, and the NRC team did not identify any recent 
examples of this performance deficiency. Other aspects of Entergy's performance related to this issue are further 
discussed in Sections 5.10.3 and 6.3.4.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify All Root Causes of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, 
Appendix B, Criterion XVI, "Corrective Action," because Entergy did not adequately determine all root causes 
associated with a significant condition adverse to quality related to the failure to identify, evaluate, and correct the 'A' 
SRV's failure to open upon manual actuation during a plant cooldown on February 9, 2013. Specifically, Entergy did 
not establish adequate measures to assure that the cause of a significant condition adverse to quality, inadequate shift 
manager operability determination rigor and its associated causes, were adequately determined and corrective action 
taken to preclude repetition. Entergy's immediate corrective actions included planning to conduct operations 
management face-to-face conversations with shift manager qualified individuals to reinforce the shift manager's 
responsibility for operability and functionality determination accuracy and rigor. Entergy entered this issue into the 
corrective action program as CR-PNP-2017-00363 and CR-PNP-2017-00828. 
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The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the 
potential to result in repetition of a failure to identify, evaluate, and correct an SRV's failure to open or a similar 
significant condition adverse to quality. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems 
Screening Questions," of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and 
determined this finding did not affect the design or qualification of a mitigating structure, system, or component; 
represent a loss of system and/or function; involve an actual loss of function of at least a single train or two separate 
safety systems for greater than its technical specification-allowed outage time; or represent an actual loss of function of 
one or more non-technical specification trains of equipment designated as high safety-significant. Therefore, the NRC 
team determined the finding was of very low safety significance (Green). The NRC team determined that the finding 
had a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because individuals did not 
recognize and plan for the possibility of mistakes, latent issues, and inherent risk, even while expecting successful 
outcomes. Specifically, Entergy incorrectly assumed that CR-PNP-2013-00825 contained inadequate information to 
determine that the 'A' SRV had not opened, and this assumption ultimately impacted the root cause results documented 
in CR-PNP-2016-01621.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Preclude Repetition of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not implement CAPRs for a significant condition adverse to quality identified in root 
cause evaluation CR-PNP-2016-00716, "Implementation of the Corrective Action Program," Revision 2. Specifically, 
the team identified that CAPRs for Entergy's continued weaknesses in the implementation of the corrective action 
program were inadequate. Entergy entered this issue into their corrective action program for further evaluation as CR-
PNP-2017-00053, CR-PNP-2017-00410, and CR-PNP-2017-01134. 

The performance deficiency was more than minor because if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically, the failure to preclude repetition of this significant condition adverse to quality 
could result in continuing weaknesses in implementation of the corrective action program, which was designated as a 
fundamental problem, and thus a contributing factor for PNPS Column 4 performance. Additionally, weaknesses with 
corrective action program implementation could result in equipment issues where operability is not maintained. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. 
Specifically, Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a 
corrective action and states, in part, that the corrective action descriptions must be worded to ensure that the adverse 
condition or cause/factor is addressed.
Inspection Report# : 2016011 (pdf)
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Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Programmatic Issue with Implementation of the Operability Determination Process
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, 
Procedures, and Drawings." Specifically, the NRC team identified a programmatic issue because in some cases, 
Entergy did not enter the operability determination process when appropriate, and, when the process was entered, did 
not adequately document the basis for operability, in accordance with Procedure EN-OP-104, "Operability 
Determination Process," Revision 11. In each of the examples discussed, though the basis for operability was not 
adequate, all components were determined to be operable upon further evaluation. Entergy entered this issue into their 
corrective action program as CR-PNP-2017-00626. 

The performance deficiency was more than minor because if left uncorrected, could lead to a more significant safety 
issue. Specifically, the failure to enter and document a basis for operability could lead to not recognizing inoperable 
safety-related equipment, and place the reactor at a higher risk of core damage in a design basis accident. The NRC 
team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, 
"Significance Determination Process for Findings At-Power," and determined this finding did not affect the design or 
qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). This finding had a cross-cutting aspect in the area of Human Performance, Teamwork. 
Specifically, the operations and engineering departments did not demonstrate a strong sense of collaboration and 
cooperation with respect to holding each other accountable when performing operability determinations to ensure 
nuclear safety is maintained.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Address Scope of Procedure Quality Issues
The NRC team identified a Green non cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy implemented inadequate corrective actions to address the procedure quality issues identified 
in CR-PNP-2016 02058. Specifically, Entergy inappropriately limited their corrective actions to those procedures that 
increased integrated risk above normal, and did not include other types of safety related procedures that did not meet 
their procedure quality standards and resulted in procedure quality being a problem area. Entergy entered this issue into 
their corrective action program for further evaluation as CR-PNP-2017-00400. 

The performance deficiency was more than minor because it affected the procedure quality attribute of the Mitigating 
Systems cornerstone, and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Entergy limited 
corrective actions to procedures that increased integrated risk above normal or trip sensitive and failed to include other 
procedures associated with safety related components that reflected the broader population reviewed during the 
collective evaluation. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," 
of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding 
did not affect the design or qualification of a mitigating structure, system, or component; represent a loss of system 
and/or function; involve an actual loss of function of at least a single train or two separate safety systems for greater 
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than its technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The NRC team determined that this finding had a cross-cutting aspect 
related to Human Performance, Resources, because the leaders failed to ensure that personnel, equipment, procedures, 
and other resources are available and adequate to support nuclear safety. Specifically, based on available resources, 
Entergy chose to limit the scope of safety related procedures being revised to only those that resulted in high integrated 
risk or were trip sensitive.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality for the Residual Heat Removal System
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not take timely corrective action for a previously identified condition adverse to quality. 
Specifically, Entergy failed to adequately resolve, through repair or adequate evaluation, gasket leakage on the 'B' 
residual heat removal heat exchanger, which resulted in continued degradation and leakage for the heat exchanger 
gasket. Entergy did not consider this leakage as a degraded condition, with the potential to impact both the operability 
of the residual heat removal system, and PNPS's licensing basis with regards to leakage of a closed loop system outside 
of containment. After the NRC team raised the issue, Entergy performed an operability determination that established a 
reasonable expectation of operability pending implementation of corrective actions. Entergy entered this issue into their 
corrective action program as CR-PNP-2016-09725. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure 
to correct identified gasket leakage resulted in continued degradation and leakage of the heat exchanger gasket. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because 
Entergy failed to use decision making practices that emphasize prudent choices over those that are simply allowable.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Adequaely Develop and Implement Targeted Performance Improvement Plans
The NRC team identified a Green finding because Entergy did not adequately develop and implement a CAPR of a root 
cause related to a Category 'A' CR, as required by Entergy Procedure EN-LI-102, "Corrective Action Program." 
Specifically, Entergy did not adequately develop and implement the Targeted Performance Improvement Plans, which 
were designated as a CAPR for the root cause for the Nuclear Safety Culture Fundamental Problem. Entergy 
documented this issue in the corrective action program for further evaluation as CR-PNP-2017-00406. 

The performance deficiency was more than minor because if left uncorrected, it could lead to a more significant safety 
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concern. Specifically, inadequate implementation of the Targeted Performance Improvement Plans could result in 
recurrence of a culture in which leaders are not holding themselves and their subordinates accountable to high 
standards of performance, resulting in continuing performance issues at the station. The NRC team evaluated the 
finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, "Significance 
Determination Process for Findings At-Power," and determined this finding did not affect the design or qualification of 
a mitigating structure, system, or component; represent a loss of system and/or function; involve an actual loss of 
function of at least a single train or two separate safety systems for greater than its technical specification-allowed 
outage time; or represent an actual loss of function of one or more non-technical specification trains of equipment 
designated as high safety-significant. Therefore, the NRC team determined the finding was of very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of Human Resources, Change Management, 
because leaders did not use a systematic process for evaluating and implementing change so that nuclear safety remains 
the overriding priority. In this case, PNPS leaders did not apply sufficient rigor in development and implementation of 
the Targeted Performance Improvement Plans such that they would be an adequate method to drive and sustain positive 
changes in the station's safety culture.
Inspection Report# : 2016011 (pdf)

Significance: N/A Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Condition Prohibited by Technical Specifications and a Safety System Functional Failure
The NRC team identified a Severity Level IV non-cited violation of 10 CFR 50.73, "Licensee Event Report System," 
associated with Entergy's failure to submit a licensee event report within 60 days following discovery of an event 
meeting the reportability criteria. Specifically, on September 28, 2016, Entergy identified the 'A' emergency diesel 
generator was inoperable. The NRC team determined that the condition was prohibited by technical specifications and 
the inoperability of the 'A' emergency diesel generator existed for a period of time longer than allowed by Technical 
Specification 3.5.F, "Core and Containment Cooling Systems." This was also reportable as a safety system functional 
failure. Entergy entered this issue into the corrective action program as CR-PNP-2016-09552. 

Because this performance deficiency had the potential to impact the NRC's ability to perform its regulatory function, 
the NRC team evaluated the performance deficiency using traditional enforcement. The violation was evaluated using 
Section 2.3.11 of the NRC Enforcement Policy, because the failure to submit a required licensee event report may 
impact the ability of the NRC to perform its regulatory oversight function. In accordance with Section 6.9.d, Example 
9, of the NRC Enforcement Policy, this violation was determined to be a Severity Level IV non-cited violation. 

Because this violation involves the traditional enforcement process and does not have an underlying technical violation, 
the NRC team did not assign a cross-cutting aspect to this violation, in accordance with IMC 0612, Appendix B.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Perform an Operability Evaluation for a Recirculation Flow Converter
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, "Instructions, Procedures, and Drawings," because Entergy did not perform a prompt operability 
determination and adequately evaluate the operability of a recirculation flow converter in a timely manner in 
accordance with procedure EN-OP-104, "Operability Determination Process." As a result, Entergy allowed this flow 
converter to remain in service, without reasonable assurance of its capability to perform its required safety function, 
from the time the adverse condition was discovered on October 3, 2016, until the component was declared inoperable 
and replaced on October 21, 2016. Entergy entered the initial equipment failure into the CAP as CR 2016-07622 and 
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CR 2017-0854. Entergy took corrective actions to replace the inoperable flow converter. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and it adversely affected the cornerstone 
objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The issue is also similar to the more than minor example in IMC 0612, Appendix E, "Examples of 
Minor Issues," issued August 11, 2009, Example 3j because the flow converter's capability to perform its required 
safety function could not be reasonably assured. The inspectors screened this finding in accordance with IMC 0609, 
Appendix A, "The Significance Determination Process for Findings At-Power," issued June 19, 2012, Exhibit 2, 
"Mitigating Systems Screening Questions," and determined that this finding was of very low safety significance 
(Green) because the finding affected a single reactor protection system (RPS) trip signal to initiate a reactor scram, but 
did not affect the function of other redundant trips or diverse methods of reactor shutdown, did not involve control 
manipulations that unintentionally added positive reactivity, and did not result in a mismanagement of reactivity by 
operator. The inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Conservative Bias, because Entergy did not use decision making-practices that emphasize prudent choices over those 
that are simply allowable. Specifically, Entergy did not take a conservative approach in making the decision to keep the 
'A' recirculation flow converter in service when available information regarding its operability was incomplete. 
Operators continued to act based on the assumption that the flow converter would remain operable, without reasonable 
assurance. Management did not adequately prioritize the completion of the operability evaluation for this safety-related 
component. Instead, the completion of the evaluation was delayed due to a heavy workload on the available staff who 
were qualified to provide the necessary input.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Ineffective Corrective Actions to Correct High Pressure Coolant Injection System Vibrations
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified in 
that Entergy did not identify and correct a condition adverse to quality related to high pressure coolant injection (HPCI) 
pump degraded performance, as required by EN-LI-102, "Corrective Action Program." EN-LI-102, requires, in part, 
that "individuals closing corrective actions verify that the required action has been taken ensuring that the response is 
adequate, answers all aspects of the assigned action, and the intent of the action is met." Specifically, vibrations on the 
HPCI main pump to speed reducer coupling were not addressed during HPCI system maintenance, despite a degrading 
trend starting May 21, 2015. This led to the HPCI system being declared inoperable on November 7, 2016, after 
vibration levels exceeded the in-service testing (IST) action range threshold. Entergy's corrective actions included 
modeling vibrations of the HPCI system during operation and installing a stiffening plate on the HPCI pump support 
pedestal in order to dampen vibrations associated with the system. Entergy has entered this into their CAP as CR 2016-
8657. 

The inspectors determined that this performance deficiency was more than minor because it is associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected its objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage.) Specifically, Entergy did not address the increase in HPCI pump vibrations from 
May 21, 2015, to November 7, 2016, when the vibrations increased into the IST Action range and resulted in pump 
inoperability. In accordance with IMC 0609.04, "Initial Characterization of Findings," issued October 7, 2016, and 
IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," issued June 19, 2012, the 
inspectors determined that the finding was of very low safety significance (Green) because the finding did not affect the 
design or qualification of a mitigating structure, system, or component (SSC), represent a loss of system and/or 
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function, involve an actual loss of a function of at least a single train or two separate safety systems for a greater time 
than allowed by technical specifications (TS), or represent an actual loss of function of one or more non-TS trains of 
equipment designated as high safety-significant in accordance with the licensee's maintenance rule program. The 
inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, Design Margins, 
in that the organization operates and maintains equipment within design margins, and margins are carefully guarded 
and changed only through a systematic and rigorous process. Specifically, Entergy did not demonstrate that the work 
process supports nuclear safety and maintenance of design margins by minimizing long-standing equipment issues, 
preventive maintenance (PM) deferrals, and maintenance and engineering backlogs. Entergy's failure to effectively 
manage design margins regarding HPCI system vibrations led to a continuing degradation of the system, and the 
eventual need to declare the HPCI system inoperable on November 7, 2016.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Assess and Manage Risk Associated with Shutdown Transformer Protective Relay Testing
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4), "Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants," for Entergy's failure to properly assess and manage the increase in risk due to 
performing protective relay calibration and functional testing associated with the shutdown transformer (SDT) on seven 
occasions from December 9, 2005, through August 27, 2014. Specifically, Entergy did not identify that the 
performance of calibration and functional testing of protective relays associated with the SDT would prevent the 4160V 
safety buses from being automatically powered by other required sources, and consequently, did not properly assess 
and manage the increase in risk. Entergy's corrective action requires the unit to be in an outage to perform the tests. 
Entergy entered the issue into the CAP under CR 2017-0856. 

The inspectors determined that this performance deficiency was more than minor because it is associated with the 
configuration control attribute of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Additionally, the finding was similar to Example 7e of NRC IMC 0612, Appendix E, "Examples of 
Minor Issues," in that the overall elevated plant risk would have put the plant into a higher licensee-established risk 
category and would have required additional risk mitigating actions (RMAs). The inspectors evaluated the finding 
using the Significance Determination Process, Attachment 0609.04, "Initial Characterization of Findings," issued 
October 7, 2016. Because the finding involved a maintenance rule risk assessment, it was screened through IMC 0609, 
Appendix K, "Maintenance Risk Assessment and Risk Management Significance Determination Process," issued May 
19, 2005. The finding screened as very low safety significance (Green) using Flowchart 1 of Appendix K because the 
incremental core damage probability deficit (ICDPD) was determined to be greater than 1E-6 and less than 1E-5, and 
three or more RMAs were taken. The inspectors concluded this finding had a cross-cutting aspect in the area of Human 
Performance, Avoid Complacency, in that individuals did not recognize and plan for the possibility of mistakes, latent 
issues, and inherent risk, even while expecting successful outcomes. Specifically, the unavailability of the startup 
transformer (SUT) and emergency diesel generators (EDGs) during portions of testing was a latent issue that Entergy 
did not identify, and the associated increase in risk was not assessed and managed.
Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Operability Assessment on EDG 'B'
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
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Criterion V, "Instructions, Procedures, and Drawings," in that Entergy did not perform an adequate operability 
evaluation in accordance with EN-OP-104, "Operability Determination Process," Revision 10. Specifically, during an 
instrumented run of emergency diesel generator (EDG) 'B', the cabinet door was opened, resulting in a non-seismically 
qualified configuration of protective relays for EDG 'B'. Inspectors determined that Entergy did not adequately assess 
the operability of EDG 'B' as required by EN-OP-104, "Operability Determination Process." Specifically, Entergy did 
not evaluate the operability of EDG 'B' when opening a cabinet door containing relays that serve a safety function. 
Entergy entered this issue into the corrective action program (CAP) as condition report (CR)-2016-5779 and CR-2016-
7877. Entergy has issued a standing order to assess operability of equipment tested with cabinet doors open prior to 
performing work or declare the equipment being tested inoperable. 

This is a performance deficiency that was within Entergy's ability to foresee and correct. This finding is more than 
minor because it is associated with the protection against external factors attribute of the Mitigating Systems 
cornerstone and affected the cornerstone objective to ensure the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, relays were no longer in a configuration 
known to operate as required during a seismic event with the cabinet door open. In accordance with IMC 0609.04, 
"initial Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance Determination 
Process for Findings At-Power," issued June 19, 2013, the inspectors determined that this finding is of very low safety 
significance (Green) because the performance was not a design or qualification deficiency, did not involve an actual 
loss of safety function, and did not represent actual loss of safety function of a single train for greater than its technical 
specification (TS) allowed outage time. This finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution, Operating Experience, in that the organization did not systematically and effectively collect, evaluate, and 
implement relevant internal and external operating experience in a timely manner. Specifically, Entergy did not 
evaluate industry operating experience on control of cabinet doors containing safety-related equipment, which led to 
operability concerns.
Inspection Report# : 2016003 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action," and Technical Specification (TS) 3.5.E, "Automatic Depressurization System," was identified for 
the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the 'A' SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the 'A' SRV's failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the 'C' SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the 'A' and 'C' SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does not 
present a current safety concern because the 'A' and 'C' SRVs were replaced during the outage following the January 
27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed SRVs 
which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
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capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
"Mitigating Systems Screening Questions." The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety function 
for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: a failed 
actual opening demand at 200 psig reactor pressure on January 27, 2015, for the 'C' SRV; examination of the valve 
internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 114 psig 
reactor pressure on February 9, 2013, for the 'A' SRV. The risk evaluation was performed using IMC 0609, Appendix 
M, "Significance Determination Process Using Qualitative Criteria," issued April 12, 2012. The NRC made a 
preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative and 
qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the 'A' SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the 'A' SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)

Barrier Integrity

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Secondary Containment Testing not Performed per Technical Specifications
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," and TS 4.7.C, 
"Containment Systems - Secondary Containment," was identified when Entergy performed a surveillance test requiring 
a refueling outage while online. Specifically, Entergy performed Procedure 8.7.3, "Secondary Containment Leak Rate 
Test," TS Surveillance Requirement (SR) 4.7.C from February 27, 1997, to April 5, 2017. As corrective actions, 
Entergy re-performed the test during the April 2017 refueling outage prior to refueling. This issue was entered into the 
CAP as CR 2017-2900. 

The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Barrier Integrity cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that 
physical design barriers (fuel cladding, reactor coolant system, and containment) protects the public from radionuclide 
releases caused by accidents or events. Specifically, Entergy intentionally removed the safety function of standby gas 
and secondary containment for operational convenience and did not comply with the requirements of TS SR 4.7.C 
which requires the test to be performed during a refueling outage before refueling. In accordance with IMC 0609.04, 
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"Initial Characterization of Findings," issued October 7, 2016, and Exhibit 3 of IMC 0609, Appendix A, "The 
Significance Determination Process for Findings At-Power," issued June 19, 2012, the inspectors determined that the 
finding was of very low safety significance (Green), because the finding only represented a degradation of the 
radiological barrier function provided for the SBGTS. The inspectors determined that this finding had a cross-cutting 
aspect in the area of Human Performance - Conservative Bias, in that Entergy personnel did not use decision making-
practices that emphasize prudent choices over those that are simply allowable. Specifically, operators did not refer to 
the TSs to understand the required conditions for a secondary containment surveillance test. Operators followed an 
inadequate site procedure for the plant conditions at the time and did not question why removal of a safety function for 
operational convenience was acceptable.
Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Damper Failure Causes Loss of Secondary Containment
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," 
and TS 3.7.C.2, "Containment Systems - Secondary Containment," was identified because Entergy did not establish an 
appropriate interval to overhaul the secondary containment isolation dampers. As a result, the refueling floor supply 
isolation dampers were operated beyond the recommended overhaul interval and subsequently failed. Entergy's 
corrective actions included cleaning, lubricating, and post-work testing the failed refueling floor supply isolation 
dampers. This issue was entered into the CAP as CR 2017-0494. 

The performance deficiency is more than minor because it is associated with the SSC and barrier performance attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers (containment) protect the public from radionuclide releases caused by accidents or events. 
Specifically, Entergy's preventative maintenance (PM) for the refueling floor supply isolation dampers was inadequate 
to ensure the availability and reliability of SSC's required to maintain secondary containment operable. In accordance 
with IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," the inspectors determined that this finding was of very low safety 
significance (Green) because the performance deficiency only represented a degradation of the radiological barrier 
function provided by the reactor building and standby gas treatment system (SBGTS). The finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution - Resolution, in that Entergy personnel did not take 
effective corrective actions to address issues in a timely manner. Specifically, in 2016, Entergy personnel identified 
there were deficiencies in the PM program with technical justifications for deferring PMs. Entergy reasonably had the 
opportunity to identify which PMs were not performed within recommended guidelines and make appropriate changes 
as needed.
Inspection Report# : 2017002 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions Associated with Boraflex Degradation in the Spent Fuel Pool
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Actions," when 
Entergy did not take timely corrective action to correct a condition adverse to quality. Specifically, when BADGER 
testing results revealed gaps in neutron absorber material that exceeded spent fuel storage design feature assumptions 
and therefore did not ensure compliance with TSs, the station did not establish corrective actions 
to ensure configurations and limitations would meet subcriticality analysis beyond September 2017. Entergy entered 
this into the CAP as CR 2017-1650 and is performing a root cause evaluation to evaluate options and establish 
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corrective actions to ensure compliance is met beyond this timeframe. 

The performance deficiency was more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of configuration control (reactivity control) and adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 
0609, Appendix A, "The Significance Determination Process for Findings At-Power," the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not adversely affect any of the barrier 
integrity screening questions. The inspectors determined this finding had a cross-cutting aspect in Problem 
Identification and Resolution, Evaluation, because the organization did not thoroughly evaluate issues to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
Specifically, the casual evaluation written to address the boraflex degradation was focused on restoring compliance and 
correcting immediate condition, and did not include longer term corrective actions to mitigate the likelihood of 
recurrence.
Inspection Report# : 2017001 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Ineffective Corrective Actions to Address Conditions Adverse to Quality Regarding Components in Contact 
with or Close Proximity to the Drywell Liner
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," associated with Entergy's failure to correct a condition adverse to quality affecting safety-related equipment. 
Specifically, during a previous NRC inspection in August 2016, inspectors identified numerous locations in the drywell 
where non-seismic equipment was either in contact, or close proximity, with the drywell liner and had caused damage. 
Entergy initiated CRs and performed an operability evaluation for the identified issues. However, following a review of 
these CRs, the NRC team determined that Entergy failed to take corrective actions to address the condition adverse to 
quality. Entergy entered this issue into the corrective action program as CR-PNP-2016-09346 and CR-PNP-2016-
09377 to perform an extent of condition review, secure the loose grating that had caused damage to the liner, and 
evaluate the need for a clearance criteria between components such as floor grating and support structures and the 
containment liner. 

The performance deficiency was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. Using IMC 0609, Appendix A, "The Significance Determination Process for Findings 
At-Power," Exhibit 3, "Barrier Integrity Screening Questions," the NRC team determined that this finding was of very 
low safety significance (Green) because the finding did not represent an actual open pathway in the physical integrity 
of reactor containment (valves, airlocks, etc.), containment isolation system (logic and instrumentation), and heat 
removal components. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, because the engineering evaluation of the degraded condition identified by the inspectors did not 
thoroughly evaluate the containment liner issues to ensure that resolutions address causes and extents of condition 
commensurate with their safety significance.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
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Failure to Correct a Condition Adverse to Quality Associated with Main Steam Isolation Valve
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified in 
that Entergy did not promptly correct a condition adverse to quality associated with the operability of a MSIV. 
Specifically, Entergy did not take timely corrective actions to inspect and remove debris from air tubing that supplied 
air to a valve actuator after the associated MSIV failed a surveillance test on March 29, 2016. This uncorrected 
condition subsequently led to a repeat failure of the valve on August 16, 2016. Entergy entered these issues into their 
CAP as CR 2016 2250 and CR 2016 5987 and developed corrective actions to revise associated procedures as needed, 
replaced the affected MSIV air pack manifold, cleared loose debris from the affected air tubing, and scheduled the 
replacement of affected air tubing during the next refueling outage. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
barrier performance attribute of the Barrier Integrity cornerstone and it adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (fuel cladding, reactor coolant system, and containment) 
protect the public from radionuclide releases caused by accidents or events. Specifically, when MSIV-1C failed to meet 
its surveillance requirements on March 29, 2016, Entergy did not take corrective actions necessary to adequately 
identify and resolve the underlying issue of system debris being present in air tubing, which affected the valve actuator 
and caused a slow closing time for the valve. This inaction led to continued valve inoperability, for a duration greater 
than that allowed by TS, which presented itself during a subsequent operability test on August 16, 2016. The inspectors 
screened this finding in accordance with IMC 0609, Appendix A, "The Significance Determination Process for 
Findings At-Power;" using Exhibit 3, "Barrier Integrity Screening Questions." The inspectors determined that this 
finding was of very low safety significance (Green) because the finding did not involve an actual open pathway in the 
physical integrity of reactor containment or involve an actual reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined that this issue had a cross-cutting aspect in the area of Human Performance, 
Conservative Bias, because Entergy did not use decision-making practices that emphasize prudent choices over those 
that were simply allowable. Specifically, when the MSIV initially failed its surveillance in March 2016, Entergy did not 
take a conservative approach in their operability determination and immediate response to the issue. This was 
demonstrated by the fact that, following the March 2016 valve failure, when a cause evaluation identified the likelihood 
of debris in air tubing affecting valve operability, individuals rationalized that the degraded condition had been 
resolved on its own and would not recur. Entergy acted on this assumption, rather than making the conservative 
determination that the effect of present debris could impact continued operability in an unpredictable manner, as it did 
during the subsequent failed surveillance test in August 2016.
Inspection Report# : 2016004 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Implement Agastat Control Relays Preventive Maintenance Procedure in Accordance with 
TS 5.4.1
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1, "Procedures," because Entergy did not 
implement procedures recommended in Regulatory Guide 1.33, Revision 2, Appendix A, February 1978. Entergy did 
not implement preventive maintenance procedural requirements to periodically replace six high critical, normally 
energized Agastat EGP relays every 10 years. Entergy's immediate corrective actions included replacing all six relays 
and performing an equipment apparent cause evaluation. Entergy entered this issue into their CAP as CR-2016-04243. 

The performance deficiency was more than minor because it was associated with the structures, systems, and 
components (SSCs) and barrier performance attribute of the Barrier Integrity cornerstone and adversely affected the 
cornerstone objective of providing reasonable assurance that physical design barriers (containment) protect the public 
from radionuclide releases caused by accidents or events. The failure to replace the relays in accordance with 
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preventative maintenance requirements increased the likelihood of failure for safety systems that relied on these relays 
for operation. The inspectors determined that this finding is of very low safety significance (Green) in accordance with 
IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," issued June 19, 2013, because the performance deficiency did not result 
in an actual open pathway in the physical integrity of reactor containment and did not involve an actual reduction in 
function of hydrogen igniters in the reactor containment. The inspectors determined that this finding had no cross-
cutting aspect because the most significant causal factor, the failure to include the relays in the preventative 
maintenance program database, did not reflect current licensee performance. There was no indication that this specific 
performance deficiency occurred in the last three years.
Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Evaluate the Effect of Degraded Normally Energized Agastat Relays on PCIVs 
Operability
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," because Entergy did not perform an immediate 
operability determination and adequately evaluate the operability of primary containment 
isolation valves (PCIVs) in accordance with procedure EN-OP-104, "Operability 
Determinations/Functionality Assessments," Revision 10. Entergy's immediate corrective 
actions included electrically deactivating two relays, 16A-K17X11 and 16AK18X11. 
Subsequently, two PCIVs, CV-5065-91 and CV-5065-92, were closed until all six relays were 
replaced. Entergy entered this issue into the CAP as CR-2016-04753. 

The inspectors determined that the performance deficiency was more than minor because it 
was associated with the Human Performance attribute of the Barrier Integrity cornerstone 
and adversely affected the objective of providing reasonable assurance that physical design 
barriers protect the public from postulated radionuclide releases caused by accidents or 
events. Specifically, Entergy did not perform a timely and adequate operability 
determination as required by procedure. It took Entergy 74 days and four different 
operability determinations upon discovery of the degraded relays to finally conclude that 
PCIVs CV-5065-91 and CV-5065-92 were operable. The inspectors determined that this 
finding is of very low safety significance (Green) in accordance with IMC 0609.04, "initial 
Characterization of Findings," and Exhibit 3 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," issued June 19, 2013, because it did not 
result in an actual open pathway in the physical integrity of reactor containment and did not 
involve an actual reduction in function of hydrogen igniters in the reactor containment. 

The inspectors determined that this finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because Entergy did not initially evaluate the 
operability of the Agastat relays thoroughly as prescribed in EN-OP-104. Furthermore, 
Entergy failed to adequately evaluate the effect of the aging Agastat relays pertaining to the 
PCIV's operability.
Inspection Report# : 2016003 (pdf)

Emergency Preparedness
Occupational Radiation Safety
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Public Radiation Safety

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Process Radiation Monitor Subsystems 10 CFR 50.65(a)(2) Not Met
Inspectors identified a Green NCV of 10 CFR 50.65 (a)(2), because Entergy did not adequately demonstrate that the 
performance of the process radiation monitors (PRMs) was effectively controlled through performance of appropriate 
preventive maintenance. Specifically, Entergy did not identify and properly account for functional failures of four PRM 
subsystems in July 2014 and February, April, and July 2015; and did not recognize that the subsystems had exceeded 
their performance criteria and required a Maintenance Rule (a)(1) evaluation. Entergy entered the issue into the CAP 
under CR-2016-05564. Entergy performed the Maintenance Rule (a)(1) evaluation, and placed them into (a)(1) where 
they will be monitored against specific goals. 

The finding is more than minor because it is associated with the Plant Facilities/Equipment and Instrumentation 
attribute of the Public Radiation Safety cornerstone and affects the cornerstone objective of ensuring the adequate 
protection of public health and safety from exposure to radioactive materials released into the public domain as a result 
of routine civilian nuclear reactor operation. Specifically, following the failures of the Main Stack Normal Range 
subsystem in July 2014, the Reactor Building Closed Cooling Water (RBCCW) subsystem in February 2015, the 
Shared Components subsystem in April 2015, and the Torus Containment High Radiation Monitoring System 
(CHRMS) subsystem in July 2015, Entergy did not identify the failures as functional failures, and consequently, did not 
establish goals and monitoring criteria in accordance with 10 CFR 50.65(a)(1). The inspectors determined that the 
failures demonstrated that the performance of the subsystems was not being effectively controlled through appropriate 
preventive maintenance, because the incorrect screenings resulted in exceedance of the subsystem's performance 
criteria and placement in (a)(1) status. The inspectors evaluated the significance of this finding using IMC 0609, 
Appendix D, "Public Radiation Safety Significance Determination Process." The finding is of very low safety 
significance (Green) because the finding was in the Effluent Release Program, but did not result in a failure to 
implement the Effluent Release Program, and did not result in dose to the public in excess of 10 CFR 50, Appendix I 
criterion or 10 CFR 20.1301(e) limits. The inspectors determined that the finding has a cross-cutting aspect in the area 
of Problem Identification and Resolution, Evaluation, in that the organization did not thoroughly evaluate issues to 
ensure that resolution addressed causes and extent of conditions commensurate with their safety significance. 
Specifically, Entergy identified all of the failures of the PRM subsystems, however, Entergy did not thoroughly 
evaluate the failures as maintenance rule functional failures. [P.2]
Inspection Report# : 2016003 (pdf)

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

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inaccurate Suppression Pool Water Level Instrument not Identified during Post-Event Prompt Investigation
An NRC-identified Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion XVI, "Corrective Action," was identified because Entergy staff did not identify and correct a condition 
adverse to quality related to suppression pool water level indication when the 'A' suppression pool wide range 
instrument provided inaccurate level indication during the inadvertent suppression pool water level increase event on 
March 31, 2017. As corrective actions, Entergy entered Technical Specification (TS) 3.2.F, "Protective Instrumentation 
- Surveillance Information Readouts," and repaired the instrument. This issue was entered into Entergy's corrective 
action program (CAP) as condition report (CR) 2017-2965. 

The performance deficiency is more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, inaccurate level indication during off-normal 
changing level conditions in the suppression pool could result in operator actions not warranted by plant conditions. 
The finding is also associated with the Initiating Events cornerstone. Using IMC 0609, Appendix A, Exhibit 1, issued 
June 19, 2012, "The Significance Determination Process for Findings At-Power," the inspectors determined the finding 
was of very low safety significance (Green) because the finding did not cause a reactor trip and a loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. This finding has 
a cross-cutting aspect in the area of Problem Identification and Resolution - Identification, because the Entergy 
organization did not demonstrate an appropriately low threshold for entering problems into their CAP. Specifically, 
Entergy's prompt investigation of the inadvertent suppression pool level increase event did not identify that the 'A' 
suppression pool wide range level instrument was not indicating properly and required corrective maintenance.
Inspection Report# : 2017002 (pdf)
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Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Issue Appropriate Corrective Actions to Preclude Repetition for the Causes of the September 2016 
Scram
The NRC team identified a Green finding because Entergy did not issue appropriate CAPRs in accordance with 
Entergy procedure EN-LI-102, "Corrective Action Process," Revision 28. Specifically, Entergy did not issue adequate 
CAPRs associated with Root Cause 1 of the feedwater regulating valve failure in September 2016 that resulted in a 
manual scram. As a result of the NRC team's questions, Entergy issued procedure 1.13.2, "Vendor and Technical 
Information Reviews," Revision 0, as "continuous use" to ensure that planners will always have the checklist in-hand 
when planning work to ensure that appropriate vendor technical information is always included in applicable work 
instructions. Entergy entered the NRC team's concerns in the corrective action program as CR-PNP-2017-00687 and 
CR-PNP-2017-00936. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Initiating Events cornerstone and if left uncorrected, the performance deficiency would have the potential to lead to 
a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the potential 
to result in repetition of a significant condition adverse to quality, loss of control of feedwater regulating valve 642A 
and a manual scram. The NRC team evaluated the finding using Exhibit 1, "Initiating Events Screening Questions," of 
IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did 
not cause a reactor trip or the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to 
a stable shutdown condition. Therefore, the NRC team determined the finding was of very low safety significance 
(Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. Specifically, 
Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a corrective action and 
states, in part, that the corrective action descriptions must be worded to ensure that the adverse condition or 
cause/factor is addressed.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Feedwater Regulating Valve Failure Results in Reactor Scram
A self-revealing Green finding was identified for the inadequate implementation of a work order on the 'A' feedwater 
regulating valve (FRV) encoder as required by EN-WM-102. Specifically, Entergy did not install a wire assembly on 
the 'A' FRV encoder as required by the work instructions located in the vendor manual. The wire loosened, resulting in 
the 'A' FRV failing open and the operators inserting a manual scram. In response to the loose connection, Entergy 
added a sealant to the connector to ensure all wires remain in place on both FRVs. Entergy entered the issue into the 
corrective action program (CAP) under condition report (CR) 2016-6635. 

The inspectors determined that the finding is more than minor because it is associated with the equipment performance 
attribute of the Initiating Events cornerstone and adversely affected the cornerstone objective to limit the likelihood of 
events that upset plant stability and challenge critical safety functions during a shutdown as well as power operations. 
Specifically, the performance deficiency affected the reliability and capability of the 'A' FRV which led to a plant 
scram, tripping of the reactor feed pumps, and closure of the main steam isolation valves (MSIVs). The inspectors 
evaluated this finding using IMC 0609.04, "Initial Characterization of Findings," issued October 7, 2016, and IMC 
0609, Appendix A, Exhibit 1, "Initiating Events Screening Questions," issued June 19, 2012, and determined a detailed 
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risk evaluation was required because the 'A' FRV failure caused a reactor trip and partial loss of feedwater (power 
conversion system). 
A Region I senior reactor analyst (SRA) used the Standardized Plant Analysis Risk (SPAR) model for Pilgrim, Version 
8.24, and SAPHIRE, Version 8.1.4, to complete the detailed risk evaluation. The estimated increase in core damage 
frequency (CDF) was calculated to be 4E-7/year, or very low safety significance (Green). For issues resulting in an 
increase in CDF > 1E-7, IMC 0609 requires an evaluation of large early release frequency (LERF) using the guidance 
of NUREG-1765, "Basis Document for LERF Significance Determination Process," and IMC 0609, Appendix H, 
"Containment Integrity Significance Determination Process," issued May 6, 2004. The performance deficiency 
associated with the failure of the 'A' FRV and resultant reactor trip would be considered a Type A finding and, as such, 
the calculated increase in CDF value is used in conjunction with an appropriate LERF factor (multiplier) to determine 
the estimated increase in LERF associated with the issue. In the absence of early core damage sequences for this event, 
LERF is not a significance risk contributor and the safety significance of this performance deficiency is defined by the 
estimated increase in CDF (4E-7/year) or Green. This finding has a cross-cutting aspect of Human Performance, Work 
Management, in that Entergy did not adequately implement the process of planning, controlling, and executing work 
activities such that nuclear safety is the overriding priority. Specifically, maintenance staff were provided a work order 
that did not meet station requirements to ensure the work could be adequately performed. Specific steps of the vendor 
manual were not used to direct work by staff and led to an installation error. The work planning process also did not 
implement the engineering recommendation to perform a practice installation on the equipment prior to installing 
equipment in the field.
Inspection Report# : 2016004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Improper System Restoration Results in Suppression Pool Inoperability
A self-revealing Green NCV of TS 5.4.1.a, "Procedures," was identified on March 31, 2017, when operators did not 
follow procedures and caused an inadvertent increase in the suppression pool water level. The inspectors determined 
that the operators did not restore the core spray system valve line-up as prescribed in Attachment 11 of Entergy 
Procedure 2.2.20, "Core Spray," and the maintenance safety tag clearance sheet. Operator implementation of these 
documents is directed by Entergy Procedure EN-OP-102, "Protective Caution Tagging," section 5.19[4](b). As 
corrective actions, Entergy performed additional management oversight of control room operations and performed a 
root cause evaluation (RCE). This issue was entered into the CAP as CR-2017-2785. 

The performance deficiency is more than minor because it is associated with the equipment reliability attribute of the 
Mitigating Systems cornerstone objective 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 out of specification conditions on March 31, 2017, impacted suppression pool reliability because the suppression 
pool was not maintained within parameters required to ensure operability. Additionally, significant analysis was 
necessary to show the suppression pool and associated supports remained functional when TS requirements were not 
met. Using IMC 0609, Appendix A, Exhibit 2, issued June 19, 2012, "The Significance Determination Process for 
Findings At-Power," the inspectors determined the finding was of very low safety significance (Green) because the 
finding did not affect the design or qualification of a mitigating structure, system, or component (SSC), the finding did 
not represent a loss of system and/or function, the finding did not represent an actual loss of a function of a single train 
for greater than the TS allowed outage time (AOT), and the finding did not represent an actual loss of a function of one 
or more non-TS trains of equipment. Specifically, the suppression pool, including down-comers and supports, remained 
functional following the influx of water. The finding has a cross-cutting aspect in the area of Human Performance - 
Procedure Adherence, because Entergy personnel did not follow processes, procedures, and work instructions. 
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Specifically, Entergy personnel did not follow procedures and work instructions during the restoration of the core spray 
system. 

Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Follow Procedure Requirements for the Control of a Flood Protection Barrier
An NRC-identified Green finding was identified because Entergy personnel did not follow Procedure 1.3.135, "Control 
of Doors," to adequately control a condenser bay flood protection door. Specifically, on May 22, 2017, Entergy 
personnel failed to control door 25A, which is designed to mitigate condenser bay flooding to preclude adversely 
impacting the important to safety instrument air system. Entergy's short-term corrective actions included closing the 
door and providing additional operator training. This issue was entered into the CAP as CR 2017-5746. 

The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was evaluated 
using IMC 0609, Appendix A, Exhibit 4, "External Events Screening Questions," issued June 19, 2012, with respect to 
the degraded safety function of the flood barrier door. The finding was determined to be of very low safety significance 
(Green) because the failure of the flood door was determined to not degrade the instrument air system ability to support 
the feedwater injection function or the alternate injection through the control rod drive system. This is because the 
backup diesel driven compressor was available to be started locally and supply the instrument air headers. The finding 
also did not involve the total loss of any safety function. The finding has a cross-cutting aspect in the area of Human 
Performance - Procedure Adherence, because Entergy personnel did not follow processes, procedures, and work 
instructions. Specifically, Entergy personnel did not follow procedural requirements to adequately control flood 
protection door 25A. 

Inspection Report# : 2017002 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedures for Controlled Shutdown
The inspectors identified a Green NCV of TS 5.4.1 "Procedures," when Entergy did 
not follow the site procedures for limiting condition for operation (LCO) entries, Technical 
Specification (TS) usage, and procedure adherence. Specifically, on March 1, 2017, 
Entergy did not implement procedure 1.3.6, "Technical Specifications-Adherence and 
Clarifications," and perform the procedural required preparation steps to commence a 
controlled and orderly shutdown when required by TS LCOs. Additionally, Entergy did not 
properly exit a TS LCO, based on procedure 1.3.34.2, "Limiting Conditions for Operation 
Log," requirements. Entergy entered the issue into the corrective action program (CAP) as 
condition report (CR) 2017-3724. 
The performance deficiency is more than minor because if left uncorrected, would have the 
potential to lead to a more significant safety concern. Specifically, the Entergy operations 
staff exited the LPCI LCO without personal observation by the senior reactor operator (SRO) 
signing off the work order (WO) that the maintenance postwork testing was complete and 
failed to implement the procedural required preparation steps to perform a controlled and 
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orderly shutdown when required by TS LCOs. Inspectors evaluated this finding using IMC 
0609.04, "Initial Characterization of Findings," and IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," issued June 19, 2012, and determined that 
the finding was of very low safety significance (Green), because the finding was not a 
design or qualification deficiency, did not represent a loss of safety system function, and did 
not screen as potentially risk significant due to external initiating events. The inspectors 
determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, in that individuals follow processes, procedures, and work 
instructions. Specifically, Entergy did not use procedural guidance explicitly put in place to 
provide operators clear direction on how to prepare and perform an orderly shutdown upon 
entering a TS LCO with shutdown requirements. [H.8]
Inspection Report# : 2017001 (pdf)

Significance:  Mar 21, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Monitor the Performance of Maintenance Rule Scoped Components
The NRC team identified a Green non-cited violation of 10 CFR 50.65(a)(2), "Requirements for monitoring the 
effectiveness of maintenance at nuclear power plants." Specifically, Entergy did not demonstrate that the performance 
of 18 maintenance rule scoped components was effectively controlled through the performance of appropriate 
preventive maintenance, and did not establish goals and monitoring in accordance with 
10 CFR 50.65(a)(1). Entergy's immediate corrective action was to initiate a CR to evaluate moving the affected systems 
to 10 CFR 50.65(a)(1) monitoring requirements. Entergy entered this issue in the corrective action program as CR-
PNP-2017-00401. 

The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, Entergy failed 
to demonstrate that the performance of the 18 maintenance rule scoped components was being effectively controlled 
through the performance of appropriate preventive maintenance which adversely impacts the reliability of those 
systems. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 
0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did not 
affect the design or qualification of a mitigating structure, system, or component; represent a loss of system and/or 
function; involve an actual loss of function of at least a single train or two separate safety systems for greater than its 
technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Evaluation, in that Entergy failed to thoroughly evaluate and ensure that resolution of the 
identified issue, maintenance not being performed on maintenance rule scoped components, included reclassifying the 
components as necessary. Specifically, Entergy failed to demonstrate that the performance of 18 maintenance rule 
scoped components was effectively controlled through the performance of appropriate preventive maintenance, or 
through performance goals and monitoring.
Inspection Report# : 2016011 (pdf)

Significance: TBD Mar 12, 2017
Identified By: NRC
Item Type: AV Apparent Violation
Design Change Not Appropriately Reviewed by Entergy
The NRC team identified a preliminary greater than Green finding and apparent violation of 10 CFR Part 50, Appendix 
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B, Criterion III, "Design Control," associated with Entergy's failure to ensure that design changes were subject to 
design control measures commensurate with those applied to the original design and were approved by the designated 
responsible organization. Specifically, Entergy received a new style right angle drive for the 'A' emergency diesel 
generator radiator blower fan from a vendor but failed to adequately review the differences in the design of the drives 
to identify potential new failure mechanisms for the part or the need for related preventive measures. Entergy entered 
this issue into the corrective action program as CR-PNP-2016-07443. 

The performance deficiency was more than minor because it was associated with the design control attribute of the 
Mitigating Systems cornerstone, and affected the associated cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 
0609.04, "Initial Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," the team screened the finding for safety significance and determined 
that a detailed risk evaluation was required based on the 'A' emergency diesel generator being inoperable for greater 
than the technical specification allowed outage time. 

Region I senior reactor analysts performed a detailed risk evaluation. The finding was preliminarily determined to be of 
greater than very low safety significance (greater than Green). The risk important sequences were dominated by 
external fire risk. Specifically, a postulated fire in the 'B' 4 kilovolt (KV) switchgear room with a consequential loss of 
the unit auxiliary generator power supply, non-recoverable loss of off-site power (LOOP) to both safety buses A5 and 
A6, loss of the 'B' emergency diesel generator with the conditional failure of the 'A' emergency diesel generator, along 
with the loss of bus A8 feed (from the shutdown transformer or station blackout (SBO) diesel generator) to safety buses 
A5 and A6. The internal event risk was dominated by weather related LOOPs, failure of the 'A' emergency diesel 
generator, with failure of the 'B' emergency diesel generator and SBO diesel generator to run, along with failure to 
recover offsite power or the emergency diesel generators. See Attachment 1, "'A' Emergency Diesel Generator Cooling 
Water System Degradation Detailed Risk Evaluation," for a detailed review of the quantitative criteria considered in the 
preliminary risk determination. 

The NRC team did not assign a cross-cutting aspect to this finding because the performance deficiency occurred in 
May 2000. Entergy's program has undergone changes since May 2000, and the NRC team did not identify any recent 
examples of this performance deficiency. Other aspects of Entergy's performance related to this issue are further 
discussed in Sections 5.10.3 and 6.3.4.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify All Root Causes of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, 
Appendix B, Criterion XVI, "Corrective Action," because Entergy did not adequately determine all root causes 
associated with a significant condition adverse to quality related to the failure to identify, evaluate, and correct the 'A' 
SRV's failure to open upon manual actuation during a plant cooldown on February 9, 2013. Specifically, Entergy did 
not establish adequate measures to assure that the cause of a significant condition adverse to quality, inadequate shift 
manager operability determination rigor and its associated causes, were adequately determined and corrective action 
taken to preclude repetition. Entergy's immediate corrective actions included planning to conduct operations 
management face-to-face conversations with shift manager qualified individuals to reinforce the shift manager's 
responsibility for operability and functionality determination accuracy and rigor. Entergy entered this issue into the 
corrective action program as CR-PNP-2017-00363 and CR-PNP-2017-00828. 
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The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the 
potential to result in repetition of a failure to identify, evaluate, and correct an SRV's failure to open or a similar 
significant condition adverse to quality. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems 
Screening Questions," of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and 
determined this finding did not affect the design or qualification of a mitigating structure, system, or component; 
represent a loss of system and/or function; involve an actual loss of function of at least a single train or two separate 
safety systems for greater than its technical specification-allowed outage time; or represent an actual loss of function of 
one or more non-technical specification trains of equipment designated as high safety-significant. Therefore, the NRC 
team determined the finding was of very low safety significance (Green). The NRC team determined that the finding 
had a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because individuals did not 
recognize and plan for the possibility of mistakes, latent issues, and inherent risk, even while expecting successful 
outcomes. Specifically, Entergy incorrectly assumed that CR-PNP-2013-00825 contained inadequate information to 
determine that the 'A' SRV had not opened, and this assumption ultimately impacted the root cause results documented 
in CR-PNP-2016-01621.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Preclude Repetition of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not implement CAPRs for a significant condition adverse to quality identified in root 
cause evaluation CR-PNP-2016-00716, "Implementation of the Corrective Action Program," Revision 2. Specifically, 
the team identified that CAPRs for Entergy's continued weaknesses in the implementation of the corrective action 
program were inadequate. Entergy entered this issue into their corrective action program for further evaluation as CR-
PNP-2017-00053, CR-PNP-2017-00410, and CR-PNP-2017-01134. 

The performance deficiency was more than minor because if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically, the failure to preclude repetition of this significant condition adverse to quality 
could result in continuing weaknesses in implementation of the corrective action program, which was designated as a 
fundamental problem, and thus a contributing factor for PNPS Column 4 performance. Additionally, weaknesses with 
corrective action program implementation could result in equipment issues where operability is not maintained. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. 
Specifically, Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a 
corrective action and states, in part, that the corrective action descriptions must be worded to ensure that the adverse 
condition or cause/factor is addressed.
Inspection Report# : 2016011 (pdf)
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Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Programmatic Issue with Implementation of the Operability Determination Process
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, 
Procedures, and Drawings." Specifically, the NRC team identified a programmatic issue because in some cases, 
Entergy did not enter the operability determination process when appropriate, and, when the process was entered, did 
not adequately document the basis for operability, in accordance with Procedure EN-OP-104, "Operability 
Determination Process," Revision 11. In each of the examples discussed, though the basis for operability was not 
adequate, all components were determined to be operable upon further evaluation. Entergy entered this issue into their 
corrective action program as CR-PNP-2017-00626. 

The performance deficiency was more than minor because if left uncorrected, could lead to a more significant safety 
issue. Specifically, the failure to enter and document a basis for operability could lead to not recognizing inoperable 
safety-related equipment, and place the reactor at a higher risk of core damage in a design basis accident. The NRC 
team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, 
"Significance Determination Process for Findings At-Power," and determined this finding did not affect the design or 
qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). This finding had a cross-cutting aspect in the area of Human Performance, Teamwork. 
Specifically, the operations and engineering departments did not demonstrate a strong sense of collaboration and 
cooperation with respect to holding each other accountable when performing operability determinations to ensure 
nuclear safety is maintained.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Address Scope of Procedure Quality Issues
The NRC team identified a Green non cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy implemented inadequate corrective actions to address the procedure quality issues identified 
in CR-PNP-2016 02058. Specifically, Entergy inappropriately limited their corrective actions to those procedures that 
increased integrated risk above normal, and did not include other types of safety related procedures that did not meet 
their procedure quality standards and resulted in procedure quality being a problem area. Entergy entered this issue into 
their corrective action program for further evaluation as CR-PNP-2017-00400. 

The performance deficiency was more than minor because it affected the procedure quality attribute of the Mitigating 
Systems cornerstone, and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Entergy limited 
corrective actions to procedures that increased integrated risk above normal or trip sensitive and failed to include other 
procedures associated with safety related components that reflected the broader population reviewed during the 
collective evaluation. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," 
of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding 
did not affect the design or qualification of a mitigating structure, system, or component; represent a loss of system 
and/or function; involve an actual loss of function of at least a single train or two separate safety systems for greater 
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than its technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The NRC team determined that this finding had a cross-cutting aspect 
related to Human Performance, Resources, because the leaders failed to ensure that personnel, equipment, procedures, 
and other resources are available and adequate to support nuclear safety. Specifically, based on available resources, 
Entergy chose to limit the scope of safety related procedures being revised to only those that resulted in high integrated 
risk or were trip sensitive.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality for the Residual Heat Removal System
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not take timely corrective action for a previously identified condition adverse to quality. 
Specifically, Entergy failed to adequately resolve, through repair or adequate evaluation, gasket leakage on the 'B' 
residual heat removal heat exchanger, which resulted in continued degradation and leakage for the heat exchanger 
gasket. Entergy did not consider this leakage as a degraded condition, with the potential to impact both the operability 
of the residual heat removal system, and PNPS's licensing basis with regards to leakage of a closed loop system outside 
of containment. After the NRC team raised the issue, Entergy performed an operability determination that established a 
reasonable expectation of operability pending implementation of corrective actions. Entergy entered this issue into their 
corrective action program as CR-PNP-2016-09725. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure 
to correct identified gasket leakage resulted in continued degradation and leakage of the heat exchanger gasket. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because 
Entergy failed to use decision making practices that emphasize prudent choices over those that are simply allowable.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Adequaely Develop and Implement Targeted Performance Improvement Plans
The NRC team identified a Green finding because Entergy did not adequately develop and implement a CAPR of a root 
cause related to a Category 'A' CR, as required by Entergy Procedure EN-LI-102, "Corrective Action Program." 
Specifically, Entergy did not adequately develop and implement the Targeted Performance Improvement Plans, which 
were designated as a CAPR for the root cause for the Nuclear Safety Culture Fundamental Problem. Entergy 
documented this issue in the corrective action program for further evaluation as CR-PNP-2017-00406. 

The performance deficiency was more than minor because if left uncorrected, it could lead to a more significant safety 
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concern. Specifically, inadequate implementation of the Targeted Performance Improvement Plans could result in 
recurrence of a culture in which leaders are not holding themselves and their subordinates accountable to high 
standards of performance, resulting in continuing performance issues at the station. The NRC team evaluated the 
finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, "Significance 
Determination Process for Findings At-Power," and determined this finding did not affect the design or qualification of 
a mitigating structure, system, or component; represent a loss of system and/or function; involve an actual loss of 
function of at least a single train or two separate safety systems for greater than its technical specification-allowed 
outage time; or represent an actual loss of function of one or more non-technical specification trains of equipment 
designated as high safety-significant. Therefore, the NRC team determined the finding was of very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of Human Resources, Change Management, 
because leaders did not use a systematic process for evaluating and implementing change so that nuclear safety remains 
the overriding priority. In this case, PNPS leaders did not apply sufficient rigor in development and implementation of 
the Targeted Performance Improvement Plans such that they would be an adequate method to drive and sustain positive 
changes in the station's safety culture.
Inspection Report# : 2016011 (pdf)

Significance: N/A Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Condition Prohibited by Technical Specifications and a Safety System Functional Failure
The NRC team identified a Severity Level IV non-cited violation of 10 CFR 50.73, "Licensee Event Report System," 
associated with Entergy's failure to submit a licensee event report within 60 days following discovery of an event 
meeting the reportability criteria. Specifically, on September 28, 2016, Entergy identified the 'A' emergency diesel 
generator was inoperable. The NRC team determined that the condition was prohibited by technical specifications and 
the inoperability of the 'A' emergency diesel generator existed for a period of time longer than allowed by Technical 
Specification 3.5.F, "Core and Containment Cooling Systems." This was also reportable as a safety system functional 
failure. Entergy entered this issue into the corrective action program as CR-PNP-2016-09552. 

Because this performance deficiency had the potential to impact the NRC's ability to perform its regulatory function, 
the NRC team evaluated the performance deficiency using traditional enforcement. The violation was evaluated using 
Section 2.3.11 of the NRC Enforcement Policy, because the failure to submit a required licensee event report may 
impact the ability of the NRC to perform its regulatory oversight function. In accordance with Section 6.9.d, Example 
9, of the NRC Enforcement Policy, this violation was determined to be a Severity Level IV non-cited violation. 

Because this violation involves the traditional enforcement process and does not have an underlying technical violation, 
the NRC team did not assign a cross-cutting aspect to this violation, in accordance with IMC 0612, Appendix B.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Perform an Operability Evaluation for a Recirculation Flow Converter
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion V, "Instructions, Procedures, and Drawings," because Entergy did not perform a prompt operability 
determination and adequately evaluate the operability of a recirculation flow converter in a timely manner in 
accordance with procedure EN-OP-104, "Operability Determination Process." As a result, Entergy allowed this flow 
converter to remain in service, without reasonable assurance of its capability to perform its required safety function, 
from the time the adverse condition was discovered on October 3, 2016, until the component was declared inoperable 
and replaced on October 21, 2016. Entergy entered the initial equipment failure into the CAP as CR 2016-07622 and 
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CR 2017-0854. Entergy took corrective actions to replace the inoperable flow converter. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and it adversely affected the cornerstone 
objective of ensuring the reliability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The issue is also similar to the more than minor example in IMC 0612, Appendix E, "Examples of 
Minor Issues," issued August 11, 2009, Example 3j because the flow converter's capability to perform its required 
safety function could not be reasonably assured. The inspectors screened this finding in accordance with IMC 0609, 
Appendix A, "The Significance Determination Process for Findings At-Power," issued June 19, 2012, Exhibit 2, 
"Mitigating Systems Screening Questions," and determined that this finding was of very low safety significance 
(Green) because the finding affected a single reactor protection system (RPS) trip signal to initiate a reactor scram, but 
did not affect the function of other redundant trips or diverse methods of reactor shutdown, did not involve control 
manipulations that unintentionally added positive reactivity, and did not result in a mismanagement of reactivity by 
operator. The inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, 
Conservative Bias, because Entergy did not use decision making-practices that emphasize prudent choices over those 
that are simply allowable. Specifically, Entergy did not take a conservative approach in making the decision to keep the 
'A' recirculation flow converter in service when available information regarding its operability was incomplete. 
Operators continued to act based on the assumption that the flow converter would remain operable, without reasonable 
assurance. Management did not adequately prioritize the completion of the operability evaluation for this safety-related 
component. Instead, the completion of the evaluation was delayed due to a heavy workload on the available staff who 
were qualified to provide the necessary input.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Ineffective Corrective Actions to Correct High Pressure Coolant Injection System Vibrations
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified in 
that Entergy did not identify and correct a condition adverse to quality related to high pressure coolant injection (HPCI) 
pump degraded performance, as required by EN-LI-102, "Corrective Action Program." EN-LI-102, requires, in part, 
that "individuals closing corrective actions verify that the required action has been taken ensuring that the response is 
adequate, answers all aspects of the assigned action, and the intent of the action is met." Specifically, vibrations on the 
HPCI main pump to speed reducer coupling were not addressed during HPCI system maintenance, despite a degrading 
trend starting May 21, 2015. This led to the HPCI system being declared inoperable on November 7, 2016, after 
vibration levels exceeded the in-service testing (IST) action range threshold. Entergy's corrective actions included 
modeling vibrations of the HPCI system during operation and installing a stiffening plate on the HPCI pump support 
pedestal in order to dampen vibrations associated with the system. Entergy has entered this into their CAP as CR 2016-
8657. 

The inspectors determined that this performance deficiency was more than minor because it is associated with the 
equipment performance attribute of the Mitigating Systems cornerstone and adversely affected its objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage.) Specifically, Entergy did not address the increase in HPCI pump vibrations from 
May 21, 2015, to November 7, 2016, when the vibrations increased into the IST Action range and resulted in pump 
inoperability. In accordance with IMC 0609.04, "Initial Characterization of Findings," issued October 7, 2016, and 
IMC 0609, Appendix A, "The Significance Determination Process for Findings At-Power," issued June 19, 2012, the 
inspectors determined that the finding was of very low safety significance (Green) because the finding did not affect the 
design or qualification of a mitigating structure, system, or component (SSC), represent a loss of system and/or 
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function, involve an actual loss of a function of at least a single train or two separate safety systems for a greater time 
than allowed by technical specifications (TS), or represent an actual loss of function of one or more non-TS trains of 
equipment designated as high safety-significant in accordance with the licensee's maintenance rule program. The 
inspectors determined that this finding had a cross-cutting aspect in the area of Human Performance, Design Margins, 
in that the organization operates and maintains equipment within design margins, and margins are carefully guarded 
and changed only through a systematic and rigorous process. Specifically, Entergy did not demonstrate that the work 
process supports nuclear safety and maintenance of design margins by minimizing long-standing equipment issues, 
preventive maintenance (PM) deferrals, and maintenance and engineering backlogs. Entergy's failure to effectively 
manage design margins regarding HPCI system vibrations led to a continuing degradation of the system, and the 
eventual need to declare the HPCI system inoperable on November 7, 2016.
Inspection Report# : 2016004 (pdf)

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Assess and Manage Risk Associated with Shutdown Transformer Protective Relay Testing
The inspectors identified a Green NCV of 10 CFR 50.65(a)(4), "Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants," for Entergy's failure to properly assess and manage the increase in risk due to 
performing protective relay calibration and functional testing associated with the shutdown transformer (SDT) on seven 
occasions from December 9, 2005, through August 27, 2014. Specifically, Entergy did not identify that the 
performance of calibration and functional testing of protective relays associated with the SDT would prevent the 4160V 
safety buses from being automatically powered by other required sources, and consequently, did not properly assess 
and manage the increase in risk. Entergy's corrective action requires the unit to be in an outage to perform the tests. 
Entergy entered the issue into the CAP under CR 2017-0856. 

The inspectors determined that this performance deficiency was more than minor because it is associated with the 
configuration control attribute of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Additionally, the finding was similar to Example 7e of NRC IMC 0612, Appendix E, "Examples of 
Minor Issues," in that the overall elevated plant risk would have put the plant into a higher licensee-established risk 
category and would have required additional risk mitigating actions (RMAs). The inspectors evaluated the finding 
using the Significance Determination Process, Attachment 0609.04, "Initial Characterization of Findings," issued 
October 7, 2016. Because the finding involved a maintenance rule risk assessment, it was screened through IMC 0609, 
Appendix K, "Maintenance Risk Assessment and Risk Management Significance Determination Process," issued May 
19, 2005. The finding screened as very low safety significance (Green) using Flowchart 1 of Appendix K because the 
incremental core damage probability deficit (ICDPD) was determined to be greater than 1E-6 and less than 1E-5, and 
three or more RMAs were taken. The inspectors concluded this finding had a cross-cutting aspect in the area of Human 
Performance, Avoid Complacency, in that individuals did not recognize and plan for the possibility of mistakes, latent 
issues, and inherent risk, even while expecting successful outcomes. Specifically, the unavailability of the startup 
transformer (SUT) and emergency diesel generators (EDGs) during portions of testing was a latent issue that Entergy 
did not identify, and the associated increase in risk was not assessed and managed.
Inspection Report# : 2016004 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
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"Corrective Action," and Technical Specification (TS) 3.5.E, "Automatic Depressurization System," was identified for 
the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the 'A' SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the 'A' SRV's failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the 'C' SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the 'A' and 'C' SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does not 
present a current safety concern because the 'A' and 'C' SRVs were replaced during the outage following the January 
27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed SRVs 
which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
"Mitigating Systems Screening Questions." The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety function 
for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: a failed 
actual opening demand at 200 psig reactor pressure on January 27, 2015, for the 'C' SRV; examination of the valve 
internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 114 psig 
reactor pressure on February 9, 2013, for the 'A' SRV. The risk evaluation was performed using IMC 0609, Appendix 
M, "Significance Determination Process Using Qualitative Criteria," issued April 12, 2012. The NRC made a 
preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative and 
qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the 'A' SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the 'A' SRV did not open upon three 
manual actuation demands [P.2]. 

Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Update: Discussed in IP 95003 Report - Item was not closed out due to the NRC team identifying the collective issues 
associated with the root cause methodologies as a significant weakness, such that the objectives of IP 95001 (for 
closing out the specific White Finding) could not be satisfied. The IP 95001 was performed in conjunction with the 
team IP 95003. (IR# 05000293/2016011 dated May 10, 2017) 
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Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)
Inspection Report# : 2016011 (pdf)

Barrier Integrity

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Secondary Containment Testing not Performed per Technical Specifications
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," and TS 4.7.C, 
"Containment Systems - Secondary Containment," was identified when Entergy performed a surveillance test requiring 
a refueling outage while online. Specifically, Entergy performed Procedure 8.7.3, "Secondary Containment Leak Rate 
Test," TS Surveillance Requirement (SR) 4.7.C from February 27, 1997, to April 5, 2017. As corrective actions, 
Entergy re-performed the test during the April 2017 refueling outage prior to refueling. This issue was entered into the 
CAP as CR 2017-2900. 

The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Barrier Integrity cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that 
physical design barriers (fuel cladding, reactor coolant system, and containment) protects the public from radionuclide 
releases caused by accidents or events. Specifically, Entergy intentionally removed the safety function of standby gas 
and secondary containment for operational convenience and did not comply with the requirements of TS SR 4.7.C 
which requires the test to be performed during a refueling outage before refueling. In accordance with IMC 0609.04, 
"Initial Characterization of Findings," issued October 7, 2016, and Exhibit 3 of IMC 0609, Appendix A, "The 
Significance Determination Process for Findings At-Power," issued June 19, 2012, the inspectors determined that the 
finding was of very low safety significance (Green), because the finding only represented a degradation of the 
radiological barrier function provided for the SBGTS. The inspectors determined that this finding had a cross-cutting 
aspect in the area of Human Performance - Conservative Bias, in that Entergy personnel did not use decision making-
practices that emphasize prudent choices over those that are simply allowable. Specifically, operators did not refer to 
the TSs to understand the required conditions for a secondary containment surveillance test. Operators followed an 
inadequate site procedure for the plant conditions at the time and did not question why removal of a safety function for 
operational convenience was acceptable.
Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Damper Failure Causes Loss of Secondary Containment
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," 
and TS 3.7.C.2, "Containment Systems - Secondary Containment," was identified because Entergy did not establish an 
appropriate interval to overhaul the secondary containment isolation dampers. As a result, the refueling floor supply 
isolation dampers were operated beyond the recommended overhaul interval and subsequently failed. Entergy's 
corrective actions included cleaning, lubricating, and post-work testing the failed refueling floor supply isolation 
dampers. This issue was entered into the CAP as CR 2017-0494. 

The performance deficiency is more than minor because it is associated with the SSC and barrier performance attribute 
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of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers (containment) protect the public from radionuclide releases caused by accidents or events. 
Specifically, Entergy's preventative maintenance (PM) for the refueling floor supply isolation dampers was inadequate 
to ensure the availability and reliability of SSC's required to maintain secondary containment operable. In accordance 
with IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," the inspectors determined that this finding was of very low safety 
significance (Green) because the performance deficiency only represented a degradation of the radiological barrier 
function provided by the reactor building and standby gas treatment system (SBGTS). The finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution - Resolution, in that Entergy personnel did not take 
effective corrective actions to address issues in a timely manner. Specifically, in 2016, Entergy personnel identified 
there were deficiencies in the PM program with technical justifications for deferring PMs. Entergy reasonably had the 
opportunity to identify which PMs were not performed within recommended guidelines and make appropriate changes 
as needed.
Inspection Report# : 2017002 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions Associated with Boraflex Degradation in the Spent Fuel Pool
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Actions," when 
Entergy did not take timely corrective action to correct a condition adverse to quality. Specifically, when BADGER 
testing results revealed gaps in neutron absorber material that exceeded spent fuel storage design feature assumptions 
and therefore did not ensure compliance with TSs, the station did not establish corrective actions 
to ensure configurations and limitations would meet subcriticality analysis beyond September 2017. Entergy entered 
this into the CAP as CR 2017-1650 and is performing a root cause evaluation to evaluate options and establish 
corrective actions to ensure compliance is met beyond this timeframe. 

The performance deficiency was more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of configuration control (reactivity control) and adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 
0609, Appendix A, "The Significance Determination Process for Findings At-Power," the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not adversely affect any of the barrier 
integrity screening questions. The inspectors determined this finding had a cross-cutting aspect in Problem 
Identification and Resolution, Evaluation, because the organization did not thoroughly evaluate issues to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
Specifically, the casual evaluation written to address the boraflex degradation was focused on restoring compliance and 
correcting immediate condition, and did not include longer term corrective actions to mitigate the likelihood of 
recurrence.
Inspection Report# : 2017001 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Ineffective Corrective Actions to Address Conditions Adverse to Quality Regarding Components in Contact 
with or Close Proximity to the Drywell Liner
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," associated with Entergy's failure to correct a condition adverse to quality affecting safety-related equipment. 
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Specifically, during a previous NRC inspection in August 2016, inspectors identified numerous locations in the drywell 
where non-seismic equipment was either in contact, or close proximity, with the drywell liner and had caused damage. 
Entergy initiated CRs and performed an operability evaluation for the identified issues. However, following a review of 
these CRs, the NRC team determined that Entergy failed to take corrective actions to address the condition adverse to 
quality. Entergy entered this issue into the corrective action program as CR-PNP-2016-09346 and CR-PNP-2016-
09377 to perform an extent of condition review, secure the loose grating that had caused damage to the liner, and 
evaluate the need for a clearance criteria between components such as floor grating and support structures and the 
containment liner. 

The performance deficiency was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. Using IMC 0609, Appendix A, "The Significance Determination Process for Findings 
At-Power," Exhibit 3, "Barrier Integrity Screening Questions," the NRC team determined that this finding was of very 
low safety significance (Green) because the finding did not represent an actual open pathway in the physical integrity 
of reactor containment (valves, airlocks, etc.), containment isolation system (logic and instrumentation), and heat 
removal components. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, because the engineering evaluation of the degraded condition identified by the inspectors did not 
thoroughly evaluate the containment liner issues to ensure that resolutions address causes and extents of condition 
commensurate with their safety significance.
Inspection Report# : 2016011 (pdf)

Significance:  Dec 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Correct a Condition Adverse to Quality Associated with Main Steam Isolation Valve
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," was identified in 
that Entergy did not promptly correct a condition adverse to quality associated with the operability of a MSIV. 
Specifically, Entergy did not take timely corrective actions to inspect and remove debris from air tubing that supplied 
air to a valve actuator after the associated MSIV failed a surveillance test on March 29, 2016. This uncorrected 
condition subsequently led to a repeat failure of the valve on August 16, 2016. Entergy entered these issues into their 
CAP as CR 2016 2250 and CR 2016 5987 and developed corrective actions to revise associated procedures as needed, 
replaced the affected MSIV air pack manifold, cleared loose debris from the affected air tubing, and scheduled the 
replacement of affected air tubing during the next refueling outage. 

The inspectors determined that this performance deficiency was more than minor because it was associated with the 
barrier performance attribute of the Barrier Integrity cornerstone and it adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers (fuel cladding, reactor coolant system, and containment) 
protect the public from radionuclide releases caused by accidents or events. Specifically, when MSIV-1C failed to meet 
its surveillance requirements on March 29, 2016, Entergy did not take corrective actions necessary to adequately 
identify and resolve the underlying issue of system debris being present in air tubing, which affected the valve actuator 
and caused a slow closing time for the valve. This inaction led to continued valve inoperability, for a duration greater 
than that allowed by TS, which presented itself during a subsequent operability test on August 16, 2016. The inspectors 
screened this finding in accordance with IMC 0609, Appendix A, "The Significance Determination Process for 
Findings At-Power;" using Exhibit 3, "Barrier Integrity Screening Questions." The inspectors determined that this 
finding was of very low safety significance (Green) because the finding did not involve an actual open pathway in the 
physical integrity of reactor containment or involve an actual reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined that this issue had a cross-cutting aspect in the area of Human Performance, 
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Conservative Bias, because Entergy did not use decision-making practices that emphasize prudent choices over those 
that were simply allowable. Specifically, when the MSIV initially failed its surveillance in March 2016, Entergy did not 
take a conservative approach in their operability determination and immediate response to the issue. This was 
demonstrated by the fact that, following the March 2016 valve failure, when a cause evaluation identified the likelihood 
of debris in air tubing affecting valve operability, individuals rationalized that the degraded condition had been 
resolved on its own and would not recur. Entergy acted on this assumption, rather than making the conservative 
determination that the effect of present debris could impact continued operability in an unpredictable manner, as it did 
during the subsequent failed surveillance test in August 2016.
Inspection Report# : 2016004 (pdf)

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

Miscellaneous
Current data as of : November 29, 2017
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Initiating Events

Significance:  Aug 14, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inaccurate Suppression Pool Water Level Instrument not Identified during Post-Event Prompt Investigation

An NRC-identified Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion XVI, "Corrective Action," was identified because Entergy staff did not identify and correct a condition 
adverse to quality related to suppression pool water level indication when the 'A' suppression pool wide range 
instrument provided inaccurate level indication during the inadvertent suppression pool water level increase event on 
March 31, 2017. As corrective actions, Entergy entered Technical Specification (TS) 3.2.F, "Protective Instrumentation 
- Surveillance Information Readouts," and repaired the instrument. This issue was entered into Entergy's corrective 
action program (CAP) as condition report (CR) 2017-2965.

The performance deficiency is more than minor because if left uncorrected, the performance deficiency had the 
potential to lead to a more significant safety concern. Specifically, inaccurate level indication during off-normal 
changing level conditions in the suppression pool could result in operator actions not warranted by plant conditions. 
The finding is also associated with the Initiating Events cornerstone. Using IMC 0609, Appendix A, Exhibit 1, issued 
June 19, 2012, "The Significance Determination Process for Findings At-Power," the inspectors determined the finding 
was of very low safety significance (Green) because the finding did not cause a reactor trip and a loss of mitigation 
equipment relied upon to transition the plant from the onset of the trip to a stable shutdown condition. This finding has 
a cross-cutting aspect in the area of Problem Identification and Resolution - Identification, because the Entergy 
organization did not demonstrate an appropriately low threshold for entering problems into their CAP. Specifically, 
Entergy's prompt investigation of the inadvertent suppression pool level increase event did not identify that the 'A' 
suppression pool wide range level instrument was not indicating properly and required corrective maintenance.
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Inspection Report# : 2017002 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Issue Appropriate Corrective Actions to Preclude Repetition for the Causes of the September 2016 
Scram
The NRC team identified a Green finding because Entergy did not issue appropriate CAPRs in accordance with 
Entergy procedure EN-LI-102, "Corrective Action Process," Revision 28. Specifically, Entergy did not issue adequate 
CAPRs associated with Root Cause 1 of the feedwater regulating valve failure in September 2016 that resulted in a 
manual scram. As a result of the NRC team's questions, Entergy issued procedure 1.13.2, "Vendor and Technical 
Information Reviews," Revision 0, as "continuous use" to ensure that planners will always have the checklist in-hand 
when planning work to ensure that appropriate vendor technical information is always included in applicable work 
instructions. Entergy entered the NRC team's concerns in the corrective action program as CR-PNP-2017-00687 and 
CR-PNP-2017-00936. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Initiating Events cornerstone and if left uncorrected, the performance deficiency would have the potential to lead to 
a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the potential 
to result in repetition of a significant condition adverse to quality, loss of control of feedwater regulating valve 642A 
and a manual scram. The NRC team evaluated the finding using Exhibit 1, "Initiating Events Screening Questions," of 
IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did 
not cause a reactor trip or the loss of mitigation equipment relied upon to transition the plant from the onset of a trip to 
a stable shutdown condition. Therefore, the NRC team determined the finding was of very low safety significance 
(Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. Specifically, 
Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a corrective action and 
states, in part, that the corrective action descriptions must be worded to ensure that the adverse condition or 
cause/factor is addressed.
Inspection Report# : 2016011 (pdf)

Mitigating Systems

Significance:  Dec 21, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address Previously Identified Non-Cited Violation

An NRC-identified Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, Appendix B, 
Criterion XVI, ?Corrective Action,? was identified because Entergy staff did not promptly identify and correct a 
condition adverse to quality associated with an issue previously documented in NRC NCV 05000293/2017002-03, ?
Inaccurate Suppression Pool Water Level Instrument Not Identified during Post-Event Prompt 
Investigation?. Specifically, the condition report (CR) for this NCV was closed to the root cause evaluation of the torus 
level overfill event. However, the performance deficiency was that the post transient review did not identify a problem 
with one channel of the torus level instrumentation. During the onsite portion of this inspection, no corrective actions 
were identified which addressed the performance deficiency identified in the NCV; therefore, the condition adverse to 
quality was not corrected and compliance was not restored. Following identification, Entergy?s corrective actions 
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included writing CR-2017-8115 and revising station procedure 1.3.34, ?Operations Administrative Policies and 
Processes,? to ensure that following events in which technical specification (TS) related structures, systems, and 
components (SSCs) are made inoperable and a prompt investigation is required, all necessary data-gathering to ensure 
appropriate equipment response is performed within 24 hours.  Additionally, Entergy conducted training to ensure 
these standards are understood. These corrective actions restored compliance with the original violation and addressed 
the identified performance deficiency.

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, since a post transient review is necessary to identify 
if operators and equipment responded properly to an event, if the review is not completed in a timely manner, 
inoperable safety-related equipment may not be identified within TS-allowed outage times. In accordance with IMC 
0609.04 ?Initial Characterization of Findings,? issued October 7, 2016, and IMC 0609, Appendix A, ?The Significance 
Determination Process for Findings At-Power,? issued June 19, 2012, the inspectors determined that the finding was of 
very low safety significance (Green), because the finding did not represent a loss of system and/or function, did not 
represent an actual loss of function of a single train for greater than its TS-allowed outage time, or represent an actual 
loss of function of one non-TS train designated as high safety significance. The finding had a cross-cutting aspect in the 
area of Problem Identification and Resolution, Evaluation, because Entergy did not thoroughly evaluate issues to 
ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
 Specifically, Entergy did not properly evaluate CR-2017-8115 to ensure that corrective actions addressed the 
performance deficiency in NCV 05000293/2017002-03.

Inspection Report# : 2017009 (pdf)

Significance:  Dec 21, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Inadequate Corrective Actions for SSW Pump Issues Result in Multiple Pump Failures

A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI with two examples was identified because 
Entergy did not identify and correct a condition adverse to quality associated with the salt service water (SSW) 
pumps. Specifically, corrective actions developed for previous SSW pump failures did not adequately correct known 
conditions adverse to quality, resulting in the failure of the ?B? SSW due to shaft spider bearing failures and ?E? SSW 
due to pump baseplate degradation. Both failures occurred in 2017 and led to unplanned inoperability of these safety-
related pumps. Entergy entered both failures into their CAP, conducted evaluations, and repaired the affected pumps, 
returning them to an operable status.

The inspectors determined that this performance deficiency was more than minor because it adversely affected the 
Equipment Performance attribute of the Mitigating Systems cornerstone and impacted 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). Specifically, both the ?B? and ?E? SSW pumps were determined to be inoperable due 
to vibrations and may not have been able to perform their safety function for the pumps? mission times on various 
occasions. The inspectors evaluated this finding using IMC 0609.04, ?Initial Characterization of Findings,? and IMC 
0609, Appendix A, Exhibit 2, ?Mitigating Systems Screening Questions.? The inspectors determined that this finding 
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was of very low safety significance (Green) because the performance deficiency was not a design or qualification 
deficiency, did not involve an actual loss of safety function, did not represent actual loss of a safety function of a single 
train for greater than its TS-allowed outage time, and did not screen as potentially risk-significant due to a seismic, 
flooding, or severe weather initiating event. The finding had a cross-cutting aspect in the area of Problem Identification 
and Resolution, Resolution, because Entergy did not take effective corrective actions to address issues in a timely 
manner commensurate with their safety significance. Specifically, timely and effective corrective actions were not 
developed or implemented for the other SSW pumps as an extent of condition following the identification of the 
baseplate design being a contributing cause for ?B? SSW failures in 2012, 2014, 2015, and 2017.

Inspection Report# : 2017009 (pdf)

Significance:  Dec 21, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Loss of Control Power to EDG not Corrected in Accordance with CAP

An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI was identified because Entergy did not 
identify and correct a condition adverse to quality associated with a previous failure of the 125 volt direct current 
(VDC) control power to the ?B? emergency diesel generator (EDG) which resulted in a similar failure on April 29, 
2017. Specifically, the ?B? EDG experienced a loss of control power when a fuse opened due to degradation over time 
due to an elevated current surge condition during EDG starts. This same condition occurred on November 6, 2012, 
however, Entergy did not effectively identify and correct the degraded condition. Specifically, Entergy did not 
complete corrective actions to perform additional monitoring and troubleshooting during the next refueling outage or 
maintenance outage window following the November 2012 failure because the work order developed for this task was 
removed from the outage plan and cancelled. Entergy entered this issue into their CAP as CR-2017-4563 and 
developed corrective actions which include monitoring the control power circuit with a recorder to assess for variations 
in circuit voltage and amperage. Corrective actions also include quarterly replacement of the fuses in the circuit to 
assess the degradation rate of the fuses, and to increase the replacement rate if any degradation is found. Actions also 
include weekly analysis of data captured from the recorder. The inspectors also noted that operators received just-in-
time training on the manual actions that could be taken to start the EDG using procedure 2.4.16, ?Distribution 
Alignment Electrical System Malfunctions.?

The inspectors determined that this performance deficiency was more than minor because it adversely affected the 
objective of the Equipment Performance attribute of the Mitigating Systems cornerstone to ensure the reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). Specifically, the loss 
of control power to the ?B? EDG in 2012 was not adequately addressed and a similar issue occurred again in May 2017 
which prevented the ability of the EDG to automatically start on a loss of offsite power. The inspectors evaluated this 
finding using IMC 0609.04, ?Initial Characterization of Findings,? and IMC 0609, Appendix A, Exhibit 2, ?Mitigating 
Systems Screening Questions.? The inspectors determined that this finding is of very low safety significance (Green) 
because the performance deficiency was not a design or qualification deficiency, did not involve an actual loss of safety 
function, did not represent actual loss of a safety function of a single train for greater than its TS-allowed outage time, 
and did not screen as potentially risk-significant due to a seismic, flooding, or severe weather initiating event. The 
finding does not have a cross-cutting aspect because the performance deficiency occurred in 2012 and is not indicative 
of current performance.
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Inspection Report# : 2017009 (pdf)

Significance:  Dec 21, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Correct Programmatic Issues with Implementation of the Operability Determination Process

An NRC-identified Green finding without an associated regulatory violation (FIN) against Entergy procedure EN-LI-
102, ?Corrective Action Program,? was identified because Entergy staff did not ensure that corrective actions were 
developed to adequately address identified performance issues. Specifically, from January 12, 2017, through the 
present, Entergy has not established corrective actions for several performance issues associated with NCV 
05000293/2016011-04, ?Programmatic Issues with Implementation of the Operability Determination Process,? and 
CR-2017-0626. Upon identification, Entergy entered this issue into their CAP as CR-2017-9672 and CR-2017-9673 
and conducted an evaluation.

The inspectors determined that this performance deficiency was more than minor because if left uncorrected, it could 
lead to a more significant safety issue.  Specifically, the failure to enter and document a basis for operability could lead 
to not recognizing inoperable safety-related equipment, and place the reactor at a higher risk of core damage in a design 
basis accident.  In accordance with IMC 0609.04 ?Initial Characterization of Findings,? issued October 7, 2016, and 
IMC 0609, Appendix A, ?The Significance Determination Process for Findings At-Power,? issued June 19, 2012, the 
inspectors determined that the finding was of very low safety significance (Green), because it did not affect the design 
or qualification of a mitigating SSC, represent a loss of system and/or function, involve an actual loss of function of at 
least a single train or two separate safety systems for greater than its TS-allowed outage time, or represent an actual 
loss of function of one or more non-TS trains of equipment designated as high safety significant.  The inspectors 
determined that the finding had a cross-cutting aspect in the area of Human Performance, Consistent Process, because 
Entergy staff did not use a consistent, systematic approach to make decisions, incorporating risk insights as 
appropriate. Specifically, Entergy staff?s overreliance on a complicated series of administrative closures for CRs and 
corrective actions being closed to other corrective actions hindered their ability to identify that performance issues were 
not adequately addressed.

Inspection Report# : 2017009 (pdf)

Significance:  Aug 14, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Improper System Restoration Results in Suppression Pool Inoperability

A self-revealing Green NCV of TS 5.4.1.a, "Procedures," was identified on March 31, 2017, when operators did not 
follow procedures and caused an inadvertent increase in the suppression pool water level. The inspectors determined 
that the operators did not restore the core spray system valve line-up as prescribed in Attachment 11 of Entergy 
Procedure 2.2.20, "Core Spray," and the maintenance safety tag clearance sheet. Operator implementation of these 
documents is directed by Entergy Procedure EN-OP-102, "Protective Caution Tagging," section 5.19[4](b). As 
corrective actions, Entergy performed additional management oversight of control room operations and performed a 
root cause evaluation (RCE). This issue was entered into the CAP as CR-2017-2785.
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The performance deficiency is more than minor because it is associated with the equipment reliability attribute of the 
Mitigating Systems cornerstone objective 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 out of specification conditions on March 31, 2017, impacted suppression pool reliability because the suppression 
pool was not maintained within parameters required to ensure operability. Additionally, significant analysis was 
necessary to show the suppression pool and associated supports remained functional when TS requirements were not 
met. Using IMC 0609, Appendix A, Exhibit 2, issued June 19, 2012, "The Significance Determination Process for 
Findings At-Power," the inspectors determined the finding was of very low safety significance (Green) because the 
finding did not affect the design or qualification of a mitigating structure, system, or component (SSC), the finding did 
not represent a loss of system and/or function, the finding did not represent an actual loss of a function of a single train 
for greater than the TS allowed outage time (AOT), and the finding did not represent an actual loss of a function of one 
or more non-TS trains of equipment. Specifically, the suppression pool, including down-comers and supports, remained 
functional following the influx of water. The finding has a cross-cutting aspect in the area of Human Performance - 
Procedure Adherence, because Entergy personnel did not follow processes, procedures, and work instructions. 
Specifically, Entergy personnel did not follow procedures and work instructions during the restoration of the core spray 
system.

Inspection Report# : 2017002 (pdf)

Significance:  Aug 14, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Follow Procedure Requirements for the Control of a Flood Protection Barrier
An NRC-identified Green finding was identified because Entergy personnel did not follow Procedure 1.3.135, "Control 
of Doors," to adequately control a condenser bay flood protection door. Specifically, on May 22, 2017, Entergy 
personnel failed to control door 25A, which is designed to mitigate condenser bay flooding to preclude adversely 
impacting the important to safety instrument air system. Entergy's short-term corrective actions included closing the 
door and providing additional operator training. This issue was entered into the CAP as CR 2017-5746.

The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. The finding was evaluated 
using IMC 0609, Appendix A, Exhibit 4, "External Events Screening Questions," issued June 19, 2012, with respect to 
the degraded safety function of the flood barrier door. The finding was determined to be of very low safety significance 
(Green) because the failure of the flood door was determined to not degrade the instrument air system ability to support 
the feedwater injection function or the alternate injection through the control rod drive system. This is because the 
backup diesel driven compressor was available to be started locally and supply the instrument air headers. The finding 
also did not involve the total loss of any safety function. The finding has a cross-cutting aspect in the area of Human 
Performance - Procedure Adherence, because Entergy personnel did not follow processes, procedures, and work 
instructions. Specifically, Entergy personnel did not follow procedural requirements to adequately control flood 
protection door 25A.

Inspection Report# : 2017002 (pdf)
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Significance:  May 15, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Follow Procedures for Controlled Shutdown
The inspectors identified a Green NCV of TS 5.4.1 "Procedures," when Entergy did
not follow the site procedures for limiting condition for operation (LCO) entries, Technical
Specification (TS) usage, and procedure adherence. Specifically, on March 1, 2017,
Entergy did not implement procedure 1.3.6, "Technical Specifications-Adherence and
Clarifications," and perform the procedural required preparation steps to commence a
controlled and orderly shutdown when required by TS LCOs. Additionally, Entergy did not
properly exit a TS LCO, based on procedure 1.3.34.2, "Limiting Conditions for Operation
Log," requirements. Entergy entered the issue into the corrective action program (CAP) as
condition report (CR) 2017-3724.
The performance deficiency is more than minor because if left uncorrected, would have the
potential to lead to a more significant safety concern. Specifically, the Entergy operations
staff exited the LPCI LCO without personal observation by the senior reactor operator (SRO)
signing off the work order (WO) that the maintenance postwork testing was complete and
failed to implement the procedural required preparation steps to perform a controlled and
orderly shutdown when required by TS LCOs. Inspectors evaluated this finding using IMC
0609.04, "Initial Characterization of Findings," and IMC 0609, Appendix A, "The Significance
Determination Process for Findings At-Power," issued June 19, 2012, and determined that
the finding was of very low safety significance (Green), because the finding was not a
design or qualification deficiency, did not represent a loss of safety system function, and did
not screen as potentially risk significant due to external initiating events. The inspectors
determined that this finding had a cross-cutting aspect in the area of Human Performance,
Procedure Adherence, in that individuals follow processes, procedures, and work
instructions. Specifically, Entergy did not use procedural guidance explicitly put in place to
provide operators clear direction on how to prepare and perform an orderly shutdown upon
entering a TS LCO with shutdown requirements. [H.8]
Inspection Report# : 2017001 (pdf)

Significance:  Mar 21, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Monitor the Performance of Maintenance Rule Scoped Components
The NRC team identified a Green non-cited violation of 10 CFR 50.65(a)(2), "Requirements for monitoring the 
effectiveness of maintenance at nuclear power plants." Specifically, Entergy did not demonstrate that the performance 
of 18 maintenance rule scoped components was effectively controlled through the performance of appropriate 
preventive maintenance, and did not establish goals and monitoring in accordance with 
10 CFR 50.65(a)(1). Entergy's immediate corrective action was to initiate a CR to evaluate moving the affected systems 
to 10 CFR 50.65(a)(1) monitoring requirements. Entergy entered this issue in the corrective action program as CR-
PNP-2017-00401. 

The performance deficiency was more than minor because it was associated with the equipment performance attribute 
of the Mitigating Systems cornerstone and affected the cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, Entergy failed 
to demonstrate that the performance of the 18 maintenance rule scoped components was being effectively controlled 
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through the performance of appropriate preventive maintenance which adversely impacts the reliability of those 
systems. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 
0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding did not 
affect the design or qualification of a mitigating structure, system, or component; represent a loss of system and/or 
function; involve an actual loss of function of at least a single train or two separate safety systems for greater than its 
technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Evaluation, in that Entergy failed to thoroughly evaluate and ensure that resolution of the 
identified issue, maintenance not being performed on maintenance rule scoped components, included reclassifying the 
components as necessary. Specifically, Entergy failed to demonstrate that the performance of 18 maintenance rule 
scoped components was effectively controlled through the performance of appropriate preventive maintenance, or 
through performance goals and monitoring.
Inspection Report# : 2016011 (pdf)

Significance: N/A Mar 12, 2017
Identified By: NRC
Item Type: AV Apparent Violation
Design Change Not Appropriately Reviewed by Entergy
The NRC team identified a preliminary greater than Green finding and apparent violation of 10 CFR Part 50, Appendix 
B, Criterion III, "Design Control," associated with Entergy's failure to ensure that design changes were subject to 
design control measures commensurate with those applied to the original design and were approved by the designated 
responsible organization. Specifically, Entergy received a new style right angle drive for the 'A' emergency diesel 
generator radiator blower fan from a vendor but failed to adequately review the differences in the design of the drives 
to identify potential new failure mechanisms for the part or the need for related preventive measures. Entergy entered 
this issue into the corrective action program as CR-PNP-2016-07443.

The performance deficiency was more than minor because it was associated with the design control attribute of the 
Mitigating Systems cornerstone, and affected the associated cornerstone objective to ensure availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. In accordance with IMC 
0609.04, "Initial Characterization of Findings," and Exhibit 2 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," the team screened the finding for safety significance and determined 
that a detailed risk evaluation was required based on the 'A' emergency diesel generator being inoperable for greater 
than the technical specification allowed outage time. 

Region I senior reactor analysts performed a detailed risk evaluation. The finding was preliminarily determined to be of 
greater than very low safety significance (greater than Green). The risk important sequences were dominated by 
external fire risk. Specifically, a postulated fire in the 'B' 4 kilovolt (KV) switchgear room with a consequential loss of 
the unit auxiliary generator power supply, non-recoverable loss of off-site power (LOOP) to both safety buses A5 and 
A6, loss of the 'B' emergency diesel generator with the conditional failure of the 'A' emergency diesel generator, along 
with the loss of bus A8 feed (from the shutdown transformer or station blackout (SBO) diesel generator) to safety buses 
A5 and A6. The internal event risk was dominated by weather related LOOPs, failure of the 'A' emergency diesel 
generator, with failure of the 'B' emergency diesel generator and SBO diesel generator to run, along with failure to 
recover offsite power or the emergency diesel generators. See Attachment 1, "'A' Emergency Diesel Generator Cooling 
Water System Degradation Detailed Risk Evaluation," for a detailed review of the quantitative criteria considered in the 
preliminary risk determination. 

The NRC team did not assign a cross-cutting aspect to this finding because the performance deficiency occurred in 
May 2000. Entergy's program has undergone changes since May 2000, and the NRC team did not identify any recent 
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examples of this performance deficiency. Other aspects of Entergy's performance related to this issue are further 
discussed in Sections 5.10.3 and 6.3.4.
Inspection Report# : 2016011 (pdf)
Inspection Report# : 2017008 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify All Root Causes of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of Title 10 of the Code of Federal Regulations (10 CFR) Part 50, 
Appendix B, Criterion XVI, "Corrective Action," because Entergy did not adequately determine all root causes 
associated with a significant condition adverse to quality related to the failure to identify, evaluate, and correct the 'A' 
SRV's failure to open upon manual actuation during a plant cooldown on February 9, 2013. Specifically, Entergy did 
not establish adequate measures to assure that the cause of a significant condition adverse to quality, inadequate shift 
manager operability determination rigor and its associated causes, were adequately determined and corrective action 
taken to preclude repetition. Entergy's immediate corrective actions included planning to conduct operations 
management face-to-face conversations with shift manager qualified individuals to reinforce the shift manager's 
responsibility for operability and functionality determination accuracy and rigor. Entergy entered this issue into the 
corrective action program as CR-PNP-2017-00363 and CR-PNP-2017-00828. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and if left uncorrected, the performance deficiency would have the potential to lead 
to a more significant safety concern. Specifically, if left uncorrected, the performance deficiency could have the 
potential to result in repetition of a failure to identify, evaluate, and correct an SRV's failure to open or a similar 
significant condition adverse to quality. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems 
Screening Questions," of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and 
determined this finding did not affect the design or qualification of a mitigating structure, system, or component; 
represent a loss of system and/or function; involve an actual loss of function of at least a single train or two separate 
safety systems for greater than its technical specification-allowed outage time; or represent an actual loss of function of 
one or more non-technical specification trains of equipment designated as high safety-significant. Therefore, the NRC 
team determined the finding was of very low safety significance (Green). The NRC team determined that the finding 
had a cross-cutting aspect in the area of Human Performance, Avoid Complacency, because individuals did not 
recognize and plan for the possibility of mistakes, latent issues, and inherent risk, even while expecting successful 
outcomes. Specifically, Entergy incorrectly assumed that CR-PNP-2013-00825 contained inadequate information to 
determine that the 'A' SRV had not opened, and this assumption ultimately impacted the root cause results documented 
in CR-PNP-2016-01621.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Preclude Repetition of a Significant Condition Adverse to Quality
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not implement CAPRs for a significant condition adverse to quality identified in root 
cause evaluation CR-PNP-2016-00716, "Implementation of the Corrective Action Program," Revision 2. Specifically, 
the team identified that CAPRs for Entergy's continued weaknesses in the implementation of the corrective action 
program were inadequate. Entergy entered this issue into their corrective action program for further evaluation as CR-
PNP-2017-00053, CR-PNP-2017-00410, and CR-PNP-2017-01134. 
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The performance deficiency was more than minor because if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically, the failure to preclude repetition of this significant condition adverse to quality 
could result in continuing weaknesses in implementation of the corrective action program, which was designated as a 
fundamental problem, and thus a contributing factor for PNPS Column 4 performance. Additionally, weaknesses with 
corrective action program implementation could result in equipment issues where operability is not maintained. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The NRC team determined that the finding had a cross-cutting aspect in the area of Human 
Performance, Procedure Adherence, because individuals did not follow processes, procedures, and work instructions. 
Specifically, Entergy did not follow procedure EN-LI-102, which provides the station standards for crafting a 
corrective action and states, in part, that the corrective action descriptions must be worded to ensure that the adverse 
condition or cause/factor is addressed.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Programmatic Issue with Implementation of the Operability Determination Process
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, 
Procedures, and Drawings." Specifically, the NRC team identified a programmatic issue because in some cases, 
Entergy did not enter the operability determination process when appropriate, and, when the process was entered, did 
not adequately document the basis for operability, in accordance with Procedure EN-OP-104, "Operability 
Determination Process," Revision 11. In each of the examples discussed, though the basis for operability was not 
adequate, all components were determined to be operable upon further evaluation. Entergy entered this issue into their 
corrective action program as CR-PNP-2017-00626. 

The performance deficiency was more than minor because if left uncorrected, could lead to a more significant safety 
issue. Specifically, the failure to enter and document a basis for operability could lead to not recognizing inoperable 
safety-related equipment, and place the reactor at a higher risk of core damage in a design basis accident. The NRC 
team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, 
"Significance Determination Process for Findings At-Power," and determined this finding did not affect the design or 
qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). This finding had a cross-cutting aspect in the area of Human Performance, Teamwork. 
Specifically, the operations and engineering departments did not demonstrate a strong sense of collaboration and 
cooperation with respect to holding each other accountable when performing operability determinations to ensure 
nuclear safety is maintained.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Failure to Establish Corrective Actions to Address Scope of Procedure Quality Issues
The NRC team identified a Green non cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy implemented inadequate corrective actions to address the procedure quality issues identified 
in CR-PNP-2016 02058. Specifically, Entergy inappropriately limited their corrective actions to those procedures that 
increased integrated risk above normal, and did not include other types of safety related procedures that did not meet 
their procedure quality standards and resulted in procedure quality being a problem area. Entergy entered this issue into 
their corrective action program for further evaluation as CR-PNP-2017-00400. 

The performance deficiency was more than minor because it affected the procedure quality attribute of the Mitigating 
Systems cornerstone, and affected the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Entergy limited 
corrective actions to procedures that increased integrated risk above normal or trip sensitive and failed to include other 
procedures associated with safety related components that reflected the broader population reviewed during the 
collective evaluation. The NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," 
of IMC 0609, Appendix A, "Significance Determination Process for Findings At-Power," and determined this finding 
did not affect the design or qualification of a mitigating structure, system, or component; represent a loss of system 
and/or function; involve an actual loss of function of at least a single train or two separate safety systems for greater 
than its technical specification-allowed outage time; or represent an actual loss of function of one or more non-technical 
specification trains of equipment designated as high safety-significant. Therefore, the NRC team determined the finding 
was of very low safety significance (Green). The NRC team determined that this finding had a cross-cutting aspect 
related to Human Performance, Resources, because the leaders failed to ensure that personnel, equipment, procedures, 
and other resources are available and adequate to support nuclear safety. Specifically, based on available resources, 
Entergy chose to limit the scope of safety related procedures being revised to only those that resulted in high integrated 
risk or were trip sensitive.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Correct a Condition Adverse to Quality for the Residual Heat Removal System
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," because Entergy did not take timely corrective action for a previously identified condition adverse to quality. 
Specifically, Entergy failed to adequately resolve, through repair or adequate evaluation, gasket leakage on the 'B' 
residual heat removal heat exchanger, which resulted in continued degradation and leakage for the heat exchanger 
gasket. Entergy did not consider this leakage as a degraded condition, with the potential to impact both the operability 
of the residual heat removal system, and PNPS's licensing basis with regards to leakage of a closed loop system outside 
of containment. After the NRC team raised the issue, Entergy performed an operability determination that established a 
reasonable expectation of operability pending implementation of corrective actions. Entergy entered this issue into their 
corrective action program as CR-PNP-2016-09725. 

The performance deficiency was more than minor because it is associated with the equipment performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure availability, reliability, 
and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure 
to correct identified gasket leakage resulted in continued degradation and leakage of the heat exchanger gasket. The 
NRC team evaluated the finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix 
A, "Significance Determination Process for Findings At-Power," and determined this finding did not affect the design 
or qualification of a mitigating structure, system, or component; represent a loss of system and/or function; involve an 
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actual loss of function of at least a single train or two separate safety systems for greater than its technical specification-
allowed outage time; or represent an actual loss of function of one or more non-technical specification trains of 
equipment designated as high safety-significant. Therefore, the NRC team determined the finding was of very low 
safety significance (Green). The finding had a cross-cutting aspect in Human Performance, Conservative Bias, because 
Entergy failed to use decision making practices that emphasize prudent choices over those that are simply allowable.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: FIN Finding
Failure to Adequaely Develop and Implement Targeted Performance Improvement Plans
The NRC team identified a Green finding because Entergy did not adequately develop and implement a CAPR of a root 
cause related to a Category 'A' CR, as required by Entergy Procedure EN-LI-102, "Corrective Action Program." 
Specifically, Entergy did not adequately develop and implement the Targeted Performance Improvement Plans, which 
were designated as a CAPR for the root cause for the Nuclear Safety Culture Fundamental Problem. Entergy 
documented this issue in the corrective action program for further evaluation as CR-PNP-2017-00406. 

The performance deficiency was more than minor because if left uncorrected, it could lead to a more significant safety 
concern. Specifically, inadequate implementation of the Targeted Performance Improvement Plans could result in 
recurrence of a culture in which leaders are not holding themselves and their subordinates accountable to high 
standards of performance, resulting in continuing performance issues at the station. The NRC team evaluated the 
finding using Exhibit 2, "Mitigating Systems Screening Questions," of IMC 0609, Appendix A, "Significance 
Determination Process for Findings At-Power," and determined this finding did not affect the design or qualification of 
a mitigating structure, system, or component; represent a loss of system and/or function; involve an actual loss of 
function of at least a single train or two separate safety systems for greater than its technical specification-allowed 
outage time; or represent an actual loss of function of one or more non-technical specification trains of equipment 
designated as high safety-significant. Therefore, the NRC team determined the finding was of very low safety 
significance (Green). This finding had a cross-cutting aspect in the area of Human Resources, Change Management, 
because leaders did not use a systematic process for evaluating and implementing change so that nuclear safety remains 
the overriding priority. In this case, PNPS leaders did not apply sufficient rigor in development and implementation of 
the Targeted Performance Improvement Plans such that they would be an adequate method to drive and sustain positive 
changes in the station's safety culture.
Inspection Report# : 2016011 (pdf)

Significance: N/A Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Report Condition Prohibited by Technical Specifications and a Safety System Functional Failure
The NRC team identified a Severity Level IV non-cited violation of 10 CFR 50.73, "Licensee Event Report System," 
associated with Entergy's failure to submit a licensee event report within 60 days following discovery of an event 
meeting the reportability criteria. Specifically, on September 28, 2016, Entergy identified the 'A' emergency diesel 
generator was inoperable. The NRC team determined that the condition was prohibited by technical specifications and 
the inoperability of the 'A' emergency diesel generator existed for a period of time longer than allowed by Technical 
Specification 3.5.F, "Core and Containment Cooling Systems." This was also reportable as a safety system functional 
failure. Entergy entered this issue into the corrective action program as CR-PNP-2016-09552. 

Because this performance deficiency had the potential to impact the NRC's ability to perform its regulatory function, 
the NRC team evaluated the performance deficiency using traditional enforcement. The violation was evaluated using 
Section 2.3.11 of the NRC Enforcement Policy, because the failure to submit a required licensee event report may 
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impact the ability of the NRC to perform its regulatory oversight function. In accordance with Section 6.9.d, Example 
9, of the NRC Enforcement Policy, this violation was determined to be a Severity Level IV non-cited violation. 

Because this violation involves the traditional enforcement process and does not have an underlying technical violation, 
the NRC team did not assign a cross-cutting aspect to this violation, in accordance with IMC 0612, Appendix B.
Inspection Report# : 2016011 (pdf)

Significance:  Mar 20, 2015
Identified By: NRC
Item Type: VIO Violation
Failure to Identify, Evaluate, and Correct 'A' SRV Failure to Open Upon Manual Actuation
A self-revealing preliminary White findIing and Violation (VIO) of 10 CFR 50, Appendix B, Criterion XVI, 
"Corrective Action," and Technical Specification (TS) 3.5.E, "Automatic Depressurization System," was identified for 
the failure to identify, evaluate, and correct a significant condition adverse to quality associated with the 'A' SRV. 
Specifically, Entergy failed to identify, evaluate, and correct the 'A' SRV's failure to open upon manual actuation 
during a plant cooldown on February 9, 2013. In addition, the failure to take actions to preclude repetition resulted in 
the 'C' SRV failing to open due to a similar cause following the January 27, 2015, LOOP event. Entergy entered this 
issue in to the corrective action program (CAP) as CR-PNP-2015-01983, CR-PNP-2015-00561, and CR-PNP-2015-
01520. Immediate corrective actions included replacing the 'A' and 'C' SRVs and completing a detailed operability 
analysis of the installed SRVs which concluded that a reasonable assurance of operability existed. This finding does not 
present a current safety concern because the 'A' and 'C' SRVs were replaced during the outage following the January 
27, 2015 LOOP and reactor trip event. Also, Entergy performed a detailed operability analysis of the installed SRVs 
which concluded that a reasonable assurance of operability existed. 

This performance deficiency is more than minor because it could reasonably be viewed as a precursor to a significant 
event if two of the four SRVs failed to open when demanded to depressurize the reactor, following the failure of high 
pressure injection systems or torus cooling, to allow low pressure injection systems to maintain reactor coolant system 
inventory following certain initiating events. In addition, it is associated with the Mitigating Systems cornerstone 
attribute of equipment performance and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. 

The inspectors screened this issue for safety significance in accordance with IMC 0609, Appendix A, Exhibit 2, 
"Mitigating Systems Screening Questions." The screening determined that a detailed risk evaluation was required 
because it was assumed that for a year period, two of the four SRVs were in a degraded state such that they potentially 
would not have functioned to open at some pressure lower than rated pressure and would not fulfill their safety function 
for greater than the TS allowed outage time. Specifically, the assumptions of failures to open were based on: a failed 
actual opening demand at 200 psig reactor pressure on January 27, 2015, for the 'C' SRV; examination of the valve 
internals at the testing vendor (National Technical Systems); and a previous failed actual opening demand at 114 psig 
reactor pressure on February 9, 2013, for the 'A' SRV. The risk evaluation was performed using IMC 0609, Appendix 
M, "Significance Determination Process Using Qualitative Criteria," issued April 12, 2012. The NRC made a 
preliminary determination that the finding was of low to moderate safety significance (White) based on quantitative and 
qualitative evaluations. 

This finding had a cross-cutting aspect in Problem Identification and Resolution, Evaluation, because Entergy did not 
thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions commensurate with their 
safety significance. Specifically, Entergy staff did not thoroughly evaluate the operation of the 'A' SRV during the 
February 9, 2015 plant cooldown and should have reasonably identified that the 'A' SRV did not open upon three 
manual actuation demands [P.2]. 
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Update: The Preliminary White finding and AV was documented in IR 05000293/2015007, dated May 27, 2015. 

Update: The final significance of the finding was determined to be White and was documented in Inspection Report 
05000293/2015011, dated September 1, 2015. 

Update: Discussed in IP 95003 Report - Item was not closed out due to the NRC team identifying the collective issues 
associated with the root cause methodologies as a significant weakness, such that the objectives of IP 95001 (for 
closing out the specific White Finding) could not be satisfied. The IP 95001 was performed in conjunction with the 
team IP 95003. (IR# 05000293/2016011 dated May 10, 2017) 

Inspection Report# : 2015007 (pdf)
Inspection Report# : 2015011 (pdf)
Inspection Report# : 2016011 (pdf)

Barrier Integrity

Significance:  Aug 14, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Secondary Containment Testing not Performed per Technical Specifications
An NRC-identified Green NCV of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," and TS 4.7.C, 
"Containment Systems - Secondary Containment," was identified when Entergy performed a surveillance test requiring 
a refueling outage while online. Specifically, Entergy performed Procedure 8.7.3, "Secondary Containment Leak Rate 
Test," TS Surveillance Requirement (SR) 4.7.C from February 27, 1997, to April 5, 2017. As corrective actions, 
Entergy re-performed the test during the April 2017 refueling outage prior to refueling. This issue was entered into the 
CAP as CR 2017-2900. 

The performance deficiency is more than minor because it is associated with the configuration control attribute of the 
Barrier Integrity cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that 
physical design barriers (fuel cladding, reactor coolant system, and containment) protects the public from radionuclide 
releases caused by accidents or events. Specifically, Entergy intentionally removed the safety function of standby gas 
and secondary containment for operational convenience and did not comply with the requirements of TS SR 4.7.C 
which requires the test to be performed during a refueling outage before refueling. In accordance with IMC 0609.04, 
"Initial Characterization of Findings," issued October 7, 2016, and Exhibit 3 of IMC 0609, Appendix A, "The 
Significance Determination Process for Findings At-Power," issued June 19, 2012, the inspectors determined that the 
finding was of very low safety significance (Green), because the finding only represented a degradation of the 
radiological barrier function provided for the SBGTS. The inspectors determined that this finding had a cross-cutting 
aspect in the area of Human Performance - Conservative Bias, in that Entergy personnel did not use decision making-
practices that emphasize prudent choices over those that are simply allowable. Specifically, operators did not refer to 
the TSs to understand the required conditions for a secondary containment surveillance test. Operators followed an 
inadequate site procedure for the plant conditions at the time and did not question why removal of a safety function for 
operational convenience was acceptable.
Inspection Report# : 2017002 (pdf)
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Significance:  Aug 14, 2017
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Damper Failure Causes Loss of Secondary Containment
A self-revealing Green NCV of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," 
and TS 3.7.C.2, "Containment Systems - Secondary Containment," was identified because Entergy did not establish an 
appropriate interval to overhaul the secondary containment isolation dampers. As a result, the refueling floor supply 
isolation dampers were operated beyond the recommended overhaul interval and subsequently failed. Entergy's 
corrective actions included cleaning, lubricating, and post-work testing the failed refueling floor supply isolation 
dampers. This issue was entered into the CAP as CR 2017-0494.

The performance deficiency is more than minor because it is associated with the SSC and barrier performance attribute 
of the Barrier Integrity cornerstone and adversely affected the cornerstone objective of providing reasonable assurance 
that physical design barriers (containment) protect the public from radionuclide releases caused by accidents or events. 
Specifically, Entergy's preventative maintenance (PM) for the refueling floor supply isolation dampers was inadequate 
to ensure the availability and reliability of SSC's required to maintain secondary containment operable. In accordance 
with IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC 0609, Appendix A, "The Significance 
Determination Process for Findings At-Power," the inspectors determined that this finding was of very low safety 
significance (Green) because the performance deficiency only represented a degradation of the radiological barrier 
function provided by the reactor building and standby gas treatment system (SBGTS). The finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution - Resolution, in that Entergy personnel did not take 
effective corrective actions to address issues in a timely manner. Specifically, in 2016, Entergy personnel identified 
there were deficiencies in the PM program with technical justifications for deferring PMs. Entergy reasonably had the 
opportunity to identify which PMs were not performed within recommended guidelines and make appropriate changes 
as needed.
Inspection Report# : 2017002 (pdf)

Significance:  May 15, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions Associated with Boraflex Degradation in the Spent Fuel Pool
The inspectors identified a Green NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Actions," when 
Entergy did not take timely corrective action to correct a condition adverse to quality. Specifically, when BADGER 
testing results revealed gaps in neutron absorber material that exceeded spent fuel storage design feature assumptions 
and therefore did not ensure compliance with TSs, the station did not establish corrective actions
to ensure configurations and limitations would meet subcriticality analysis beyond September 2017. Entergy entered 
this into the CAP as CR 2017-1650 and is performing a root cause evaluation to evaluate options and establish 
corrective actions to ensure compliance is met beyond this timeframe.

The performance deficiency was more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of configuration control (reactivity control) and adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609.04, "Initial Characterization of Findings," and Exhibit 3 of IMC
0609, Appendix A, "The Significance Determination Process for Findings At-Power," the inspectors determined that 
this finding is of very low safety significance (Green) because the finding did not adversely affect any of the barrier 
integrity screening questions. The inspectors determined this finding had a cross-cutting aspect in Problem 
Identification and Resolution, Evaluation, because the organization did not thoroughly evaluate issues to
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ensure that resolutions address causes and extent of conditions commensurate with their safety significance. 
Specifically, the casual evaluation written to address the boraflex degradation was focused on restoring compliance and 
correcting immediate condition, and did not include longer term corrective actions to mitigate the likelihood of 
recurrence.
Inspection Report# : 2017001 (pdf)

Significance:  Mar 12, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Ineffective Corrective Actions to Address Conditions Adverse to Quality Regarding Components in Contact 
with or Close Proximity to the Drywell Liner
The NRC team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective 
Action," associated with Entergy's failure to correct a condition adverse to quality affecting safety-related equipment. 
Specifically, during a previous NRC inspection in August 2016, inspectors identified numerous locations in the drywell 
where non-seismic equipment was either in contact, or close proximity, with the drywell liner and had caused damage. 
Entergy initiated CRs and performed an operability evaluation for the identified issues. However, following a review of 
these CRs, the NRC team determined that Entergy failed to take corrective actions to address the condition adverse to 
quality. Entergy entered this issue into the corrective action program as CR-PNP-2016-09346 and CR-PNP-2016-
09377 to perform an extent of condition review, secure the loose grating that had caused damage to the liner, and 
evaluate the need for a clearance criteria between components such as floor grating and support structures and the 
containment liner. 

The performance deficiency was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity cornerstone and affected the cornerstone objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. Using IMC 0609, Appendix A, "The Significance Determination Process for Findings 
At-Power," Exhibit 3, "Barrier Integrity Screening Questions," the NRC team determined that this finding was of very 
low safety significance (Green) because the finding did not represent an actual open pathway in the physical integrity 
of reactor containment (valves, airlocks, etc.), containment isolation system (logic and instrumentation), and heat 
removal components. This finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Evaluation, because the engineering evaluation of the degraded condition identified by the inspectors did not 
thoroughly evaluate the containment liner issues to ensure that resolutions address causes and extents of condition 
commensurate with their safety significance.
Inspection Report# : 2016011 (pdf)

Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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Miscellaneous
Current data as of : February 01, 2018
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