
Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
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Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 
alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  
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Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  
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Emergency Preparedness 

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
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licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
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procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 

Significance: TBD Mar 10, 2000 
Identified By: NRC 
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Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to notify 
radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying radiation 
protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and did not contact 
radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal 
(RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, on 
three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred when the 3'B' RHR pump 
was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for approximately 30 minutes and 
the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all three occasions were contrary to the 
requirements of Technical Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  
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Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Last modified : April 01, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 
alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 

Page 1 of 82Q/2000 Inspection Findings - Peach Bottom 2



Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
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below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  
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Emergency Preparedness 

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 
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Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to notify 
radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying radiation 
protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and did not contact 
radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal 
(RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, on 
three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred when the 3'B' RHR pump 
was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for approximately 30 minutes and 
the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all three occasions were contrary to the 
requirements of Technical Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
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Inspection Report# : 2001007(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Last modified : April 01, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 
alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
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below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  
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Emergency Preparedness 

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 
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Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to notify 
radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying radiation 
protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and did not contact 
radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal 
(RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, on 
three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred when the 3'B' RHR pump 
was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for approximately 30 minutes and 
the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all three occasions were contrary to the 
requirements of Technical Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
Identified By: NRC 
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Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Last modified : March 29, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 

Page 1 of 84Q/2000 Inspection Findings - Peach Bottom 2



alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
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I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Barrier Integrity 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  
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Emergency Preparedness 

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 
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Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  
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Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to notify 
radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying radiation 
protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and did not contact 
radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal 
(RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, on 
three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred when the 3'B' RHR pump 
was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for approximately 30 minutes and 
the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all three occasions were contrary to the 
requirements of Technical Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Last modified : March 28, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 
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alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
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I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Barrier Integrity 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  
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Emergency Preparedness 

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 
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Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to notify 
radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying radiation 
protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and did not contact 
radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  
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Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal 
(RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, on 
three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred when the 3'B' RHR pump 
was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for approximately 30 minutes and 
the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all three occasions were contrary to the 
requirements of Technical Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Last modified : March 28, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
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VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 
alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Page 2 of 82Q/2001 Inspection Findings - Peach Bottom 2



Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  
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Emergency Preparedness 

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
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licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
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procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 

Significance: N/A Dec 22, 2000 
Identified By: NRC 
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Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to notify 
radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying radiation 
protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and did not contact 
radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal 
(RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, on 
three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred when the 3'B' RHR pump 
was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for approximately 30 minutes and 
the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all three occasions were contrary to the 
requirements of Technical Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Last modified : March 27, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
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Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 
alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  
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Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  
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Emergency Preparedness 

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  
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Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
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procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 

Significance: N/A Dec 22, 2000 
Identified By: NRC 
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Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to notify 
radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying radiation 
protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and did not contact 
radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal 
(RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, on 
three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred when the 3'B' RHR pump 
was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for approximately 30 minutes and 
the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all three occasions were contrary to the 
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requirements of Technical Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Last modified : March 26, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and inspections of plant equipment. 
Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate written instructions were not established in 
maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus 
duct dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to excessive torque, 
which caused the screws holding the rod side of the damper to the connection box to fall out. This allowed the damper frame to pivot on the last 
remaining bolt and contact the ‘A' phase bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited 
Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION TANK BLOCK 
VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the gravity feed 
block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating procedures. The closed block 
valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable for an unknown period of time between 
October 12 and October 30, 2001. This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in 
accordance with our significance determination process. The other three EDGs and both offsite power sources remained operable during this time 
period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND CHK-3-23B-
61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for failure to test the 
Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse flow direction. Excessive 
leakage of these check valves could render the HPCI system inoperable during certain small-break loss of coolant accident scenarios. This issue 
was determined to be of very low safety significance since the respective high pressure coolant injection system remained operable and no actual 
loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical power, and TS 
Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are inoperable. During the summer 
of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers and the intake air coolers for a maximum of 
approximately 25 continuous hours. The corrective actions for this violation were already in the licensee's corrective action program (PEP report 
I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  
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Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" IDENTIFIED DURING 
THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, the procedure, SO 53.7.D, 
"Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required 
to maintain automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses would not fulfil 
their safety function to mitigate the consequences of an accident. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00061124 ). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND EMERGENCY 
SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted from 
emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee identified that this risk 
important component had not been included in a preventive maintenance program. This issue caused the ESW system and the EDGs to be 
degraded for a period of up to two years. This finding was of very low safety significance because, although the ESW flow rate to the EDGs was 
below the design basis minimum value, engineering personnel determined that the EDGs would have remained available during accident 
conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one time period in 
which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 171 degrees. The inspectors 
identified a corrective action performance issue, in that previous isolations of shutdown cooling had not been fully investigated and resolved. This 
finding was of very low safety significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore the shutdown cooling system 
promptly. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate 
the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the 
alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which 
requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this 
issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC 
staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system for any one fire 
is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective 
action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a 
post-fire environment is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending 
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final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE PRIMARY 
CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 12 hours when 
the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor operator noted that chemistry 
technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, 
the licensee replaced the failed relay that caused the system to become inoperable for approximately 30 hours, verified that the primary 
containment atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were already in 
the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater Capacity Testing 
- Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that structures, systems, 
and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. During surveillance testing of the 
'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test procedure did not contain applicable acceptance 
criteria. Specifically, heater performance testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity 
calculation that assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater circuit was 
bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical specifications. 
The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was of very low safety 
significance because, although the primary containment was rendered inoperable, the vacuum breaker was only partially open for a duration of 
approximately 19 hours. 
Inspection Report# : 2000012(pdf)  

Emergency Preparedness 

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND INSTALLATION OF 
JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation initiated by the 
NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation of 10 CFR 50.9 was identified 
due to records of routine maintenance and testing performed on sirens in various locations surrounding Limerick Generating Station (LGS) and 
Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 until 
October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - Routine Maintenance Checklist" 
records indicating that they had completed all of the routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) 
was identified when for an undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding 
LGS contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS and PBAPS siren 
boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. Installation of the jumpers compromised 
the ability to detect, for certain sirens, any malfunction of this sytem which is used to provide early notification to the populace surrounding PBAPS 
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and LGS. The siren system was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an emergency. The safety 
significance of the violations was low because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT NOTIFICATION SYSTEM 
THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White Performance 
Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS Reliablity PI was White (Green 
in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation in response to the PI's change in color. The 
licensee identified that the change in the PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this 
issue, determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce 
contractual requirements; (3) an over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective 
actions to prevent recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work performed 
independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment criteria and activities. 
The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability PI had changed from White to Green 
for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE AND LOCAL 
GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface problems with State 
and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were identified. The finding was considered 
more than minor because there was a potential impact on public safety in that the offsite agencies are an integral part of the response to a 
radiological emergency. However, the inspector determined the licensee failed to implement a regulatory requirement which is not considered a 
failure to meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual interface problem 
affecting response capabilities. Therefore, this finding was determined to be of very low safety significance (Green). The inspector identified this as 
a non-cited violation for failing to properly document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 6.1.4 of the 
licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on public safety in that the 
information to the general public via the media needs to be disseminated accurately to avoid confusion. However, it was of very low safety 
significance because, during this time period, the issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and 
the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct training 
according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would include the actual 
collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 6.2.7. This finding was more than 
minor because there was a potential impact on public safety in that the licensee conducts drills or training in order to maintain proficiency in case 
an actual radiological emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of proficiency for 
the group of responders and the issue is viewed as an implementation problem. The inspector identified this as a non-cited violation for the 
licensee not conducting drills according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
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FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY PREPAREDNESS 
EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation of an 
emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was degraded from 1992 to 
2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would not have been able to meet its 
emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the period of 1992-2000, the 
PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers ( as of April 1999) were either inaudible or degraded 
to the point in which an individual would not be able to clearly hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, 
the system would have become nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker 
and the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 
hours and 1.5 hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, 
Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because the failure to maintain the 
emergency onsite communication system without adequate compensatory measures or without a backup power source resulted in an emergency 
preparedness function not being met. The function would not have been met, in that the licensee would not properly inform and alert onsite 
personnel of protective actions and would unnecessarily delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by 
the NRC and documented in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and 
continue to address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in 
carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not 
considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation protection 
procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, contrary to the 
instructions given to them, three workers either worked in proximity of, passed through, or transported radiation shielding materials through 
elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the dose limit specified in the radiation work 
permit. Further, one of the workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and oral 
radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue 
was considered to be of very low safety significance because it did not result in an over exposure, did not create a substantial potential for such an 
exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post and barricade 
the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in the radiation work permit. This 
NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low 
safety significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
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The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example involved an April 
25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask being prepared for shipment. The 
procedure provided incorrect guidance for calculation of torque wrench settings used for closure of the cask. The second example involved a 
December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The 
two examples involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual public health 
and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not notified within 
the specified time to remove terminated individuals from the access authorization list. The finding was of very low safety significance because there 
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 

Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION (PI&R) PROGRAM 
FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at Peach Bottom 
Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and entered into the corrective 
action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate depth to identify the causes and 
appropriately broad in considering the extent of condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the 
team identified instances where the licensee missed opportunities to identify and enter problems into the condition report process. In one instance, 
the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. Workers were not 
reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external organizations, including the NRC. 
PECO identified problems in a timely manner, commensurate with their significance and ease of discovery. No instances were identified in which 
conditions adverse to quality were being handled outside the corrective action program. PECO identified and implemented acceptable corrective 
actions for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of condition, generic 
implications, common cause, and previous occurrences. PECO identified root and contributing causes for significant conditions adverse to quality 
and adequately completed or scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license application was 
submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated that the individual completed all 
required training even though the emergency preparedness portion of his required training was not completed until May 2000 (approximately eight 
months after the individual had been licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve 
extenuating circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's evaluation of the 
apparent cause indicated a problem between the emergency preparedness and operator training organizations, and limited to one individual. The 
issue was documented in PECO's corrective action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
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10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active license in the 
current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third quarter of 2000 and thus became 
inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having 
completed the required actions to restore the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action 
program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions taken or 
planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION ALLOWABLE 
OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC determined this to 
be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific radiation work 
permit included appropriate radiological controls and a review was conducted to maintain dose as low as is reasonably achievable (ALARA). A 
health physics supervisor and several technicians were dedicated to the ISFSI project. They were actively involved with the dry-run activities, 
provided pre-job briefings, and projected radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system included the 
appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were highly detailed, and reviewed 
and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Last modified : March 01, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 AUTOMATIC 
SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in 
Regulatory Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing preventive maintenance and 
inspections of plant equipment. Contrary to the above, prior to the Unit 2 automatic reactor shutdown on October 23, 2001, adequate 
written instructions were not established in maintenance procedure, M-C-700-227, Rev 0, "Inspection of Generator Iso-phase Bus" 
for inspecting, bolting and torquing of the isophase bus duct dampers in the main generator. As a result of these inadequate 
instructions, three threaded holes were stripped due to excessive torque, which caused the screws holding the rod side of the 
damper to the connection box to fall out. This allowed the damper frame to pivot on the last remaining bolt and contact the ‘A' phase 
bushing causing a ground fault, generator lockout, and reactor scram. The corrective actions for this violation were already in the 
licensee's corrective action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF THE 2D RHR HEAT EXCHANGER PERFORMANCE WAS NOT RECOGNIZED IN A NOVEMBER 2000 
TEST AND THE TESTING INTERVAL OF THE 2B AND 2C HEAT EXCHANGERS EXCEEDED THE PLANNED FOUR YEARS. 
The inspector identified a finding of very low safety significance regarding testing of the 2B, 2C, and 2D RHR heat exchangers. 
Specifically degradation of the 2D RHR heat exchanger performance was not recognized in a November 2000 test and the testing 
interval of the 2B and 2C heat exchangers exceeded the planned four years. The finding was determined to be of very low safety 
significance because the finding did not represent an actual loss of safety function because the heat exchangers were always 
operable. 
Inspection Report# : 2002002(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET COOLANT EXPANSION 
TANK BLOCK VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 5.4.1, because the 
gravity feed block valve in the line from the diesel generator coolant expansion tank was closed, contrary to system operating 
procedures. The closed block valve caused the E-2 emergency diesel generator (EDG) to be inoperable. The EDG was inoperable 
for an unknown period of time between October 12 and October 30, 2001. This issue was determined to be of very low safety 
significance based on a phase 2 risk evaluation in accordance with our significance determination process. The other three EDGs 
and both offsite power sources remained operable during this time period. This finding also affects the Barrier Integrity cornerstone.
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK VALVES (CHK-2-23B-61 AND 
CHK-3-23B-61) NOT TESTED PER ASME OM CODE INSERVICE TESTING (IST) REQUIREMENTS. 
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A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was identified for 
failure to test the Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for seat leakage in the reverse 
flow direction. Excessive leakage of these check valves could render the HPCI system inoperable during certain small-break loss of 
coolant accident scenarios. This issue was determined to be of very low safety significance since the respective high pressure 
coolant injection system remained operable and no actual loss of function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E electrical 
power, and TS Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if two or more EDGs are 
inoperable. During the summer of 1999, three of the four EDGs were inoperable due to cross-flows between the jacket water coolers 
and the intake air coolers for a maximum of approximately 25 continuous hours. The corrective actions for this violation were already 
in the licensee's corrective action program (PEP report I0011529). This is being treated as a Non-Cited Violation. 
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE STARTUP SOURCE" 
IDENTIFIED DURING THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in 
Regulatory Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of electrical power sources. In June 2001, 
the procedure, SO 53.7.D, "Response to a Loss of #343 Off-Site Startup Source," Revision 24 did not direct proper alignment of 
emergency bus breaker switches as required to maintain automatic emergency diesel generator power to all emergency buses. 
Therefore, equipment powered by these buses would not fulfil their safety function to mitigate the consequences of an accident. The 
corrective actions for this violation were already in the licensee's corrective action program (Condition Report (CR)# 00061124 ). 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE E-4 EMERGENCY DIESEL GENERATOR OPERABILITY DETERMINATION 
The inspectors identified a non-cited violation of very low safety significance (Green) of Technical Specification 5.4.1. Plant 
personnel did not perform an adequate operability determination in accordance with NOM-C-11.1 "Operability," for a degraded lube 
oil fitting on the E-4 emergency diesel generator (EDG) that was identified on September 20, 2001. Subsequently, during an EDG 
test on March 19, 2002, the degraded fitting sheared off causing lube oil to be sprayed into the EDG room and the E-4 EDG to be 
inoperable. The issue was determined to be of very low safety significance based on a phase 2 risk evaluation in accordance with 
our significance determination process. The other three emergency diesels were not affected by this failure and both offsite power 
sources remained operable while the diesel was inoperable.  
Inspection Report# : 2002003(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF THE DESIGN BASIS AND 
EMERGENCY SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be partially diverted 
from emergency diesel generators (EDGs) and emergency core cooling system room coolers. The inspectors and the licensee 
identified that this risk important component had not been included in a preventive maintenance program. This issue caused the 
ESW system and the EDGs to be degraded for a period of up to two years. This finding was of very low safety significance because, 
although the ESW flow rate to the EDGs was below the design basis minimum value, engineering personnel determined that the 
EDGs would have remained available during accident conditions.  
Inspection Report# : 2000012(pdf)  
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Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. During one 
time period in which there were three repetitive isolations, the reactor coolant system (RCS) temperature rose from 153 degrees to 
171 degrees. The inspectors identified a corrective action performance issue, in that previous isolations of shutdown cooling had not 
been fully investigated and resolved. This finding was of very low safety significance because the increase in RCS temperature did 
not constitute a loss of control and did not require phase 2 analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In 
all instances, operators were able to restore the shutdown cooling system promptly. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable 
faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, 
PECO did not evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. 
Since a detailed review of the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, 
the risk associated with this issue was not established. This issue is being treated as an apparent violation of Condition 2.C.4 of the 
operating licenses for both Unit 2 and Unit 3, which requires PECO to implement and maintain the fire protection program described 
in the NRC Safety Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented 
reasonable compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As such, any 
further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in 
accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation 
for each system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately 
protected against fire-induced spurious actuations. The team did not identify any additional spurious actuations which would have 
prevented achieving safe shutdown conditions in the post-fire operating environment. The assumption that only a single spurious 
actuation need be considered for any one system for any one fire is an apparent violation of the requirements of Section III.G. and 
III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have implemented reasonable 
compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is in contention 
between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this 
issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 
2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A NON-CITED VIOLATION OF T.S. 5.4.1 FOR AN INADEQUATE EMERGENCY OPERATING PROCEDURE WHICH DID NOT 
DIRECT RE-INITIATION OF DRYWELL SPRAYS AT AN APPROPRIATE PRIMARY CONTAINMENT PRESSURE. 
The inspector identified a non-cited violation of technical specification 5.4.1 for an inadequate emergency operating procedure. 
Emergency operating procedure T-102, "Primary Containment Control" was inadequate because the procedure did not direct the 
operators to re-initiate drywell sprays after drywell sprays were terminated if containment pressure again increased. The finding was 
of very low safety significance because there was no actual open pathway in the physical integrity or actual reduction in the 
atmospheric control of the reactor containment. T-102 was only used during training and was not entered for conditions requiring 
actual use of drywell sprays. 
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Inspection Report# : 2002002(pdf)  

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY TS 3.4.5 WHEN THE 
PRIMARY CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be analyzed once per 
12 hours when the primary containment atmospheric monitoring system is inoperable. On September 15, 2001, the Unit 2 reactor 
operator noted that chemistry technicians had not taken the 12 hour grab samples as required by TS 3.4.5.B because the sample 
point was isolated. On September 15, 2001, the licensee replaced the failed relay that caused the system to become inoperable for 
approximately 30 hours, verified that the primary containment atmosphere was acceptable, and restored the system to an operable 
status. The corrective actions for this violation were already in the licensee's corrective action program (Condition Report (CR) 
#00075295). This is being treated as a Non-cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas Treatment Heater 
Capacity Testing - Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate that 
structures, systems, and components perform satisfactorily incorporate acceptance limits contained in applicable design documents. 
During surveillance testing of the 'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 on May 29, 2001, the test 
procedure did not contain applicable acceptance criteria. Specifically, heater performance testing for the 'A' SBGT system was 
evaluated using acceptance criteria based on a heater capacity calculation that assumed a balanced three phase circuit. This was 
not the configuration during this test since one element of the heater circuit was bypassed. This issue is documented in Exelon's 
corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required by technical 
specifications. The inspectors identified a Non-Cited violation for an inadequate preventive maintenance procedure. This finding was 
of very low safety significance because, although the primary containment was rendered inoperable, the vacuum breaker was only 
partially open for a duration of approximately 19 hours. 
Inspection Report# : 2000012(pdf)  

Emergency Preparedness 
Significance: TBD Mar 30, 2002 
Identified By: NRC 
Item Type: URI Unresolved item 
THE EXELON EMERGENCY PREPAREDNESS CRITIQUE OF THE FEBRUARY 14, 2002 EXERCISE DID NOT DISCUSS A 
POTENTIAL PROBLEM REGARDING TIMELY EMERGENCY CLASSIFICATION. 
The inspector identified that Exelon's final exercise report did not include any discussion regarding the potential untimely emergency 
classification by the exercise crew during the February 14, 2002, emergency preparedness exercise. The inspector did not have 
sufficient documentation available at the end of the inspection period to determine whether Exelon's final exercise report (Exelon's 
exercise critique) was adequate. The failure to identify an error associated with an emergency classification during an exercise 
would be considered more than minor because it could have a credible impact on safety, in that, if not corrected, classification errors 
in an actual event could impact offsite agencies' abilities to implement protective actions for the public. 
Inspection Report# : 2002002(pdf)  

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
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Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND TESTING RECORDS AND 
INSTALLATION OF JUMPERS THAT BYPASSED SIREN FAILURE DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an investigation 
initiated by the NRC Office of Investigations on September 27, 2000, violations of NRC requirements were identified. A. A violation 
of 10 CFR 50.9 was identified due to records of routine maintenance and testing performed on sirens in various locations 
surrounding Limerick Generating Station (LGS) and Peach Bottom Atomic Power Station (PBAPS) not being complete and accurate 
in all material respects. Specifically, from April/May 2000 until October 2000, two former Exelon Infrastructure Services (EIS) 
contractors falsified numerous "Siren Report - Routine Maintenance Checklist" records indicating that they had completed all of the 
routine maintenance steps, when, in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) was identified when for an 
undetermined period of time prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding LGS 
contained jumpers that bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working 
properly when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires in LGS 
and PBAPS siren boxes between November 1999 and September 2000 to specifically bypass the failure detection circuitry. 
Installation of the jumpers compromised the ability to detect, for certain sirens, any malfunction of this sytem which is used to 
provide early notification to the populace surrounding PBAPS and LGS. The siren system was compromised in that the jumpers 
prevented detection of certain inoperable sirens, which would have delayed, or possibly precluded you from taking compensatory 
actions to alert certain areas of the local populace in the event of an emergency. The safety significance of the violations was low 
because over 95% siren coverage of the population in the vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PA/EVACUATION ALARM SYSTEM 
This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's evaluation and 
corrective actions associated with a violation in the emergency preparedness area for the inoperability and poor maintenance of the 
PA/evacuation alarm system. The finding was previously characterized as having low to moderate safety significance (White) in 
NRC Inspection Report 05000277/2001-011. The inspector determined that the licensee had performed a thorough evaluation, have 
taken immediate corrective actions and continue to address the long term corrective actions in response to this White finding. The 
licensee identified that when the PA/evacuation alarm system was operated for greater than 49 seconds, a power overload would 
occur which would trip the power supply breakers open. This resulted in the system operating on its backup power breaker for a 
period of two months and on two occasions the system was inoperable because the backup power breaker had tripped. In addition, 
during a review of the system in 2000, the licensee had found that 47% of the system had degraded. The licensee determined the 
cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause 
evaluation identified the contributing factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the 
importance of the audibility of the speakers in carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate 
modification performed in the early 1990's due to not considering the operating loads required for the plant evacuation notifications; 
(4) less than adequate assessment of the impact to the emergency planning requirements when the breakers were discovered to be 
tripped.  
Inspection Report# : 2001014(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR THE ALERT 
NOTIFICATION SYSTEM THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a White 
Performance Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the Peach Bottom ANS 
Reliablity PI was White (Green in the prior quarter). The inspector determined that the licensee had performed a thorough evaluation 
in response to the PI's change in color. The licensee identified that the change in the PI was due to installed jumper wires which 
bypassed failure detection circuitry. The licensee identified this issue, determined the cause and developed comprehensive 
corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the contributing 
factors to be: (1) a lack of licensee oversight of contractor and utility personnel; (2) failure to enforce contractual requirements; (3) an 
over reliance on the failure detection system; and (4) inadequate self- assessment. The licensee's corrective actions to prevent 
recurrence included: (1) training for contractors regarding specification content and methodologies; (2) modification of contract 
content requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work 
performed independent of direct utility supervision; and (4) development of a siren program manual that will include self- assessment 
criteria and activities. The inspector determined that the licensee's corrective actions were appropriate and that the ANS Reliability 
PI had changed from White to Green for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE BETWEEN THE LICENSEE 
AND LOCAL GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' interface 
problems with State and local governments in accordance with 10 CFR 50.54(t) requirements even though deficiencies were 
identified. The finding was considered more than minor because there was a potential impact on public safety in that the offsite 
agencies are an integral part of the response to a radiological emergency. However, the inspector determined the licensee failed to 
implement a regulatory requirement which is not considered a failure to meet a planning standard as defined in Appendix B, Manual 
Chapter 0609. Also, there was no evidence of an actual interface problem affecting response capabilities. Therefore, this finding was 
determined to be of very low safety significance (Green). The inspector identified this as a non-cited violation for failing to properly 
document and assess offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per Section 
6.1.4 of the licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a potential impact on 
public safety in that the information to the general public via the media needs to be disseminated accurately to avoid confusion. 
However, it was of very low safety significance because, during this time period, the issue was limited in scope, the licensee had 
conducted the 2000 training in March of 2001, and the issue is viewed as an implementation problem. The inspector identified this 
as a non-cited violation for the licensee failing to conduct training according to the ERP and as required per 10 CFR 50.54(q) and 10 
CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 which would 
include the actual collection and analyses of environmental samples as described in the Emergency Response Plan (ERP) Section 
6.2.7. This finding was more than minor because there was a potential impact on public safety in that the licensee conducts drills or 
training in order to maintain proficiency in case an actual radiological emergency occurs. However, it was of very low safety 
significance because there was no evidence of a loss of proficiency for the group of responders and the issue is viewed as an 
implementation problem. The inspector identified this as a non-cited violation for the licensee not conducting drills according to the 
ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED EMERGENCY 
PREPAREDNESS EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors identified a violation 
of an emergency planning standard and requirement in that the power block's public address (PA)/evacuation alarm system was 
degraded from 1992 to 2000 and, once repaired, it continued to be degraded with breaker problems. Accordingly, the system would 
not have been able to meet its emergency planning function. Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 
50.47b(8), and Appendix E Section IV.E.9 require that onsite emergency communication systems be maintained and have a backup 
power source. During the period of 1992-2000, the PA/evacuation alarm system was not functioning correctly, in that up to 47% of 
the speakers ( as of April 1999) were either inaudible or degraded to the point in which an individual would not be able to clearly 
hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, the system would have become nonfunctional 
after 49 seconds of operation because the system had been operating on the backup power breaker and the breaker would have 
tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was nonfunctional for the periods of 4.5 hours and 1.5 
hours, respectively, because both the primary and backup breakers had tripped resulting in a loss of power to the system. This issue 
was assessed using the emergency preparedness Significant Determination Process (SDP) described in NRC Inspection Manual 
Chapter 0609, Appendix B, and characterized as a White finding. The finding was of low to moderate safety significance because 
the failure to maintain the emergency onsite communication system without adequate compensatory measures or without a backup 
power source resulted in an emergency preparedness function not being met. The function would not have been met, in that the 
licensee would not properly inform and alert onsite personnel of protective actions and would unnecessarily delay a site evacuation. 
(EA-01-148) A supplemental inspection (95001) was performed by the NRC and documented in NRC Inspection report 
05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with the violation. The inspector 
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determined that the licensee had performed a thorough evaluation, have taken immediate corrective actions, and continue to 
address the long term corrective actions in response to this White finding. The licensee determined the cause and developed 
comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root cause evaluation identified the 
contributing factors to be: (1) routine testing of the system was suspended in 1992; (2) no recognition of the importance of the 
audibility of the speakers in carrying out the requirements of the Emergency Plan (E-Plan); (3) less than adequate modification 
performed in the early 1990's due to not considering the operating loads required for the plant evacuation notifications; (4) less than 
adequate assessment of the impact to the emergency planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by radiation 
protection procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 2 drywell. Specifically, 
contrary to the instructions given to them, three workers either worked in proximity of, passed through, or transported radiation 
shielding materials through elevated radiation fields (up to 13.9 R/hr ) in the drywell. As a result, one of the workers exceeded the 
dose limit specified in the radiation work permit. Further, one of the workers did not contact radiation protection personnel upon 
alarm of their dosimeter, also as specified in written and oral radiation protection instructions. This PECO-identified issue was 
determined to be a Non-cited Violation of Technical Specification 5.4.1. This issue was considered to be of very low safety 
significance because it did not result in an over exposure, did not create a substantial potential for such an exposure, and did not 
compromise the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to properly post 
and barricade the area contributed to three workers entering the area and one of the workers exceeding the dose limit specified in 
the radiation work permit. This NRC identified issue was determined to be a Non-cited Violation of Technical Specification 5.7.2.f. 
This issue was considered to be of very low safety significance because it did not result in an over exposure, did not create a 
substantial potential for such an exposure, and did not compromise the ability of PECO to assess dose to its workers. This issue 
was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 
Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION FOR WHITE FINDING IN PUBLIC RADIATION SAFETY 
This supplemental inspection was performed by the NRC to assess PECO's evaluations and corrective actions associated with a 
WHITE finding involving failure to properly classify a shipment of radioactive waste sent on June 28, 1999, to the Chem-Nuclear 
Systems (CNS) waste disposal site, Barnwell, South Carolina. The final significance determination was made for this issue which 
characterized it as WHITE as discussed in an August 3, 2000, NRC letter to PECO. The inspector determined that PECO performed 
an evaluation of the issue, identified root and contributing causes, and identified and implemented corrective actions to address 
these causes and prevent recurrence. Consistent with the guidance contained in NRC Inspection Manual Chapter (IMC) 0305, 
"Operating Reactor Assessment Program," this issue will only be considered in assessing plant performance for a total of four 
quarters from the date when the issue was identified by PECO (July 22, 1999).  
Inspection Report# : 2000014(pdf)  
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Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The first example 
involved an April 25, 2000, shipment during which an incorrect procedure was used to secure the primary lid on a shipping cask 
being prepared for shipment. The procedure provided incorrect guidance for calculation of torque wrench settings used for closure of 
the cask. The second example involved a December 8, 1999, shipment during which PECO Nuclear did not ensure accuracy of leak 
testing equipment used to prepare a shipping cask. The two examples involved matters that had very low risk significance because 
no radiation limits were exceeded and there was no actual public health and safety consequences. The inspectors identified a non-
cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required personnel were not 
notified within the specified time to remove terminated individuals from the access authorization list. The finding was of very low 
safety significance because there was no malevolent act, no actual intrusion occurred, and there have not been greater than two 
similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 
Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires 
workers to notify radiation protection personnel of radiological problems and follow written and oral radiation protection guidance 
including notifying radiation protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals 
experienced dosimetry alarms and did not contact radiation protection. The matter was addressed by various corrective actions and 
entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance: N/A Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in 
Regulatory Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary 
to the above, on November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-
100, "Residual Heat Removal (RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for 
automatic the low pressure coolant injection, on three separate occasions the operators did not verify compliance with Technical 
Specification 3.5.1. The first occurred when the 3'B' RHR pump was also inoperable for approximately 30 minutes, the second was 
when the 3'D' RHR pump was also inoperable for approximately 30 minutes and the third was when the 3'A' core spray loop was 
also inoperable for approximately 40 minutes. Although all three occasions were contrary to the requirements of Technical 
Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time frames in which 
the additional subsystems were inoperable. The licensee entered this issue into their corrective action program as CR 00083213. 
This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Nov 09, 2001 
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Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION AND RESOLUTION 
(PI&R) PROGRAM FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action program at 
Peach Bottom Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at an appropriate level and 
entered into the corrective action program. Issues were adequately prioritized and evaluated, and the evaluations were of adequate 
depth to identify the causes and appropriately broad in considering the extent of condition. The corrective actions were reasonable 
and adequately implemented. Nevertheless, the team identified instances where the licensee missed opportunities to identify and 
enter problems into the condition report process. In one instance, the issue resulted in a Green finding that was also a non-cited 
violation. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) programs. 
Workers were not reluctant to input safety issues into the station's PI&R programs. Few deficiencies were identified by external 
organizations, including the NRC. PECO identified problems in a timely manner, commensurate with their significance and ease of 
discovery. No instances were identified in which conditions adverse to quality were being handled outside the corrective action 
program. PECO identified and implemented acceptable corrective actions for individual problems or issues. The corrective actions 
considered the significance of the issue or problem, extent of condition, generic implications, common cause, and previous 
occurrences. PECO identified root and contributing causes for significant conditions adverse to quality and adequately completed or 
scheduled completion of corrective actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator license 
application was submitted to the NRC in August 1999 with incorrect information. The application was incorrect because it indicated 
that the individual completed all required training even though the emergency preparedness portion of his required training was not 
completed until May 2000 (approximately eight months after the individual had been licensed). When evaluating this issue according 
to NRC Manual Chapter 0610*, Appendix B, it did involve extenuating circumstances in that the issue potentially impacted the NRC's 
ability to perform its regulatory function. The team's evaluation of the apparent cause indicated a problem between the emergency 
preparedness and operator training organizations, and limited to one individual. The issue was documented in PECO's corrective 
action program as Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain an active 
license in the current quarter. An operator performed the functions of a licensed operator during four-12 hour shifts in the third 
quarter of 2000 and thus became inactive. The individual performed the functions of a reactor operator for fifteen 12-hour shifts in 
the fourth quarter of 2000 without having completed the required actions to restore the individual's license to an active status. This 
item is PEP I0012046 in PECO's corrective action program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT PERFORMING A REQUIRED 
SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. Corrective actions 
taken or planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN TECHNICAL SPECIFICATION 
ALLOWABLE OUTAGE TIME - UNIT 2 
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As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. The NRC 
determined this to be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A specific 
radiation work permit included appropriate radiological controls and a review was conducted to maintain dose as low as is 
reasonably achievable (ALARA). A health physics supervisor and several technicians were dedicated to the ISFSI project. They 
were actively involved with the dry-run activities, provided pre-job briefings, and projected radiation conditions to the ISFSI work 
staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system 
included the appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were 
highly detailed, and reviewed and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask storage system 
included the appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. The procedures were 
highly detailed, and reviewed and approved in accordance with the licensee's administrative program for document control. 
Inspection Report# : 2000004(pdf)  

Last modified : July 22, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 
AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering 
activities listed in Regulatory Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing 
preventive maintenance and inspections of plant equipment. Contrary to the above, prior to the Unit 2 automatic reactor 
shutdown on October 23, 2001, adequate written instructions were not established in maintenance procedure, M-C-700-
227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus duct 
dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to 
excessive torque, which caused the screws holding the rod side of the damper to the connection box to fall out. This 
allowed the damper frame to pivot on the last remaining bolt and contact the ‘A' phase bushing causing a ground fault, 
generator lockout, and reactor scram. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PNEUMATIC ISOLATION OF THE EMERGENCY DIESEL GENERATOR (EDG) 
CARDOX (CARBON DIOXIDE) SYSTEM FOLLOWING THE CARDOX INJECTION IN THE E-3 EDG 
BAY 
The inspectors identified a finding of very low safety significance (Green) because Exelon did not adequately isolate 
the pneumatic portion of the emergency diesel generator (EDG) cardox (carbon dioxide) fire suppression system 
following the unexpected cardox injection into the E-3 EDG room on June 2, 2002. This inadequate isolation would 
permit a pneumatic trip and lock-out of any one of the operable E-1, E-2 or E-4 EDGs if a spurious cardox actuation 
signal was generated for the respective room of that EDG. The finding was determined to be of very low safety 
significance because it did not result in an actual loss of safety function. The E-1, E-2 and E-4 EDGs remained operable 
during all troubleshooting activities and restoration of the E-3 EDG to an operable condition. 
Inspection Report# : 2002004(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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TRIP PROCEDURES INCONSISTENT WITH PLANT SPECIFIC ANALYSIS 
The team identified a finding concerning an inadequate emergency operating procedure (EOP) for returning the suction 
of the high pressure coolant injection (HPCI) pump to the condensate storage tank (CST) to ensure the self cooled 
HPCI lube oil temperatures would remain within the analyzed limit. This issue was associated with the HPCI safety 
function during a postulated anticipated transient without scram. The issue was considered to be of very low safety 
significance (Green) based on a Phase 1 evaluation of the Significance Determination Process since there was no actual 
loss of the HPCI system, and was determined to be a non-cited violation (NCV) of the Peach Bottom Technical 
Specifications, Section 5.4.1.b., "Procedures." 
Inspection Report# : 2002011(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PRECONDITIONING OF HIGH-PRESSURE COOLANT INJECTIONS (HPCI), REACTOR CORE 
ISOLATION COOLANT (RCIC) VALVES PRIOR TO INSERVICE TESTING (IST) 
The team identified that the high-pressure coolant injection (HPC)I and Reactor Core Isolation Cooling (RCIC) 
surveillance procedures incorporated steps which cycled 12 HPCI system valves and 8 RCIC valves, some several 
times, before the ASME in-service timing test. The team determined that this practice was unrecognized equipment 
preconditioning which had the potential to mask the as found condition of the valves. The issue was determined to be a 
finding of very low safety significance (Green) based on a Phase I evaluation of the Significance Determination 
Process because there was no actual loss of a valve safety function. 
Inspection Report# : 2002011(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE E-4 EMERGENCY DIESEL GENERATOR OPERABILITY DETERMINATION 
The inspectors identified a non-cited violation of very low safety significance (Green) of Technical Specification 5.4.1. 
Plant personnel did not perform an adequate operability determination in accordance with NOM-C-11.1 "Operability," 
for a degraded lube oil fitting on the E-4 emergency diesel generator (EDG) that was identified on September 20, 2001. 
Subsequently, during an EDG test on March 19, 2002, the degraded fitting sheared off causing lube oil to be sprayed 
into the EDG room and the E-4 EDG to be inoperable. The issue was determined to be of very low safety significance 
based on a phase 2 risk evaluation in accordance with our significance determination process. The other three 
emergency diesels were not affected by this failure and both offsite power sources remained operable while the diesel 
was inoperable.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF THE 2D RHR HEAT EXCHANGER PERFORMANCE WAS NOT RECOGNIZED IN A 
NOVEMBER 2000 TEST AND THE TESTING INTERVAL OF THE 2B AND 2C HEAT EXCHANGERS 
EXCEEDED THE PLANNED FOUR YEARS. 
The inspector identified a finding of very low safety significance regarding testing of the 2B, 2C, and 2D RHR heat 
exchangers. Specifically degradation of the 2D RHR heat exchanger performance was not recognized in a November 
2000 test and the testing interval of the 2B and 2C heat exchangers exceeded the planned four years. The finding was 
determined to be of very low safety significance because the finding did not represent an actual loss of safety function 
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because the heat exchangers were always operable. 
Inspection Report# : 2002002(pdf)  

Significance:  Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering 
activities listed in Regulatory Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance 
tests on plant equipment. Contrary to the above, on November 16, 2001, operators did not verify compliance with 
Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal (RHR) Loop Logic System 
Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, 
on three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first 
occurred when the 3'B' RHR pump was also inoperable for approximately 30 minutes, the second was when the 3'D' 
RHR pump was also inoperable for approximately 30 minutes and the third was when the 3'A' core spray loop was also 
inoperable for approximately 40 minutes. Although all three occasions were contrary to the requirements of Technical 
Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action 
program as CR 00083213. This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET 
COOLANT EXPANSION TANK BLOCK VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 
5.4.1, because the gravity feed block valve in the line from the diesel generator coolant expansion tank was closed, 
contrary to system operating procedures. The closed block valve caused the E-2 emergency diesel generator (EDG) to 
be inoperable. The EDG was inoperable for an unknown period of time between October 12 and October 30, 2001. 
This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in accordance with 
our significance determination process. The other three EDGs and both offsite power sources remained operable during 
this time period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK 
VALVES (CHK-2-23B-61 AND CHK-3-23B-61) NOT TESTED PER ASME OM CODE INSERVICE 
TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was 
identified for failure to test the Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for 
seat leakage in the reverse flow direction. Excessive leakage of these check valves could render the HPCI system 
inoperable during certain small-break loss of coolant accident scenarios. This issue was determined to be of very low 
safety significance since the respective high pressure coolant injection system remained operable and no actual loss of 
function occurred.  
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Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR 
OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E 
electrical power, and TS Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if 
two or more EDGs are inoperable. During the summer of 1999, three of the four EDGs were inoperable due to cross-
flows between the jacket water coolers and the intake air coolers for a maximum of approximately 25 continuous hours. 
During this period the EDGs may not be able to be fully loaded to mitigate a postulated loss-of- coolant accident in 
conjunction with a loss-of-offsite power design basis accident. The corrective actions for this violation were already in 
the licensee's corrective action program (PEP report I0011529). This is being treated as a Non-Cited Violation. This 
issue was assessed using the Significance Determination Process, Reactor Inspection Findings for At-Power Situations. 
The phase 1 screening determined that a phase 2 risk evaluation was required because the diesel generators provide 
emergency power for equipment in both the mitigating system and barrier cornerstones. Using the Peach Bottom 
reactor risk-informed notebook, the inspectors determined that this issue was of very low safety significance. The 
reason that this issue is of very low safety significance is because of the low frequency of a loss of offsite power event 
coupled with the loss of one or more EDGs, the availability of the Conowingo dam station power source to operate 
plant safety equipment in the event the EDGs were lost, and the short duration of time during the year when the service 
water temperature is sufficiently high to adversely affect EDG operation. The NRC inspectors also reviewed a risk 
analysis performed by Exelon's PRA staff, using the Peach Bottom full scale PRA model, which also confirmed that 
the safety significance of this issue was very low.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE 
STARTUP SOURCE" IDENTIFIED DURING THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering 
activities listed in Regulatory Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of 
electrical power sources. In June 2001, the procedure, SO 53.7.D, "Response to a Loss of #343 Off-Site Startup 
Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required to maintain 
automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses 
would not fulfil their safety function to mitigate the consequences of an accident. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00061124 ). This is being 
treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF 
THE DESIGN BASIS AND EMERGENCY SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be 
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partially diverted from emergency diesel generators (EDGs) and emergency core cooling system room coolers. The 
inspectors and the licensee identified that this risk important component had not been included in a preventive 
maintenance program. This issue caused the ESW system and the EDGs to be degraded for a period of up to two years. 
This finding was of very low safety significance because, although the ESW flow rate to the EDGs was below the 
design basis minimum value, engineering personnel determined that the EDGs would have remained available during 
accident conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. 
During one time period in which there were three repetitive isolations, the reactor coolant system (RCS) temperature 
rose from 153 degrees to 171 degrees. The inspectors identified a corrective action performance issue, in that previous 
isolations of shutdown cooling had not been fully investigated and resolved. This finding was of very low safety 
significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore 
the shutdown cooling system promptly. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases 
of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS 
was not performed as part of the scope of this inspection, the risk associated with this issue was not established. This 
issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation 
Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
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environment. The assumption that only a single spurious actuation need be considered for any one system for any one 
fire is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO 
entered this issue into their corrective action program and have implemented reasonable compensatory measures. 
However, the issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the 
NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this 
issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-
02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A NON-CITED VIOLATION OF T.S. 5.4.1 FOR AN INADEQUATE EMERGENCY OPERATING 
PROCEDURE WHICH DID NOT DIRECT RE-INITIATION OF DRYWELL SPRAYS AT AN 
APPROPRIATE PRIMARY CONTAINMENT PRESSURE. 
The inspector identified a non-cited violation of technical specification 5.4.1 for an inadequate emergency operating 
procedure. Emergency operating procedure T-102, "Primary Containment Control" was inadequate because the 
procedure did not direct the operators to re-initiate drywell sprays after drywell sprays were terminated if containment 
pressure again increased. The finding was of very low safety significance because there was no actual open pathway in 
the physical integrity or actual reduction in the atmospheric control of the reactor containment. T-102 was only used 
during training and was not entered for conditions requiring actual use of drywell sprays. 
Inspection Report# : 2002002(pdf)  

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY 
TS 3.4.5 WHEN THE PRIMARY CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS 
INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be 
analyzed once per 12 hours when the primary containment atmospheric monitoring system is inoperable. On September 
15, 2001, the Unit 2 reactor operator noted that chemistry technicians had not taken the 12 hour grab samples as 
required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, the licensee replaced the failed 
relay that caused the system to become inoperable for approximately 30 hours, verified that the primary containment 
atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were 
already in the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-
cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas 
Treatment Heater Capacity Testing - Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate 
that structures, systems, and components perform satisfactorily incorporate acceptance limits contained in applicable 
design documents. During surveillance testing of the 'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 
on May 29, 2001, the test procedure did not contain applicable acceptance criteria. Specifically, heater performance 
testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity calculation that 
assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater 
circuit was bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required 
by technical specifications. The inspectors identified a Non-Cited violation for an inadequate preventive maintenance 
procedure. This finding was of very low safety significance because, although the primary containment was rendered 
inoperable, the vacuum breaker was only partially open for a duration of approximately 19 hours. 
Inspection Report# : 2000012(pdf)  

Emergency Preparedness 
Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND 
TESTING RECORDS AND INSTALLATION OF JUMPERS THAT BYPASSED SIREN FAILURE 
DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an 
investigation initiated by the NRC Office of Investigations on September 27, 2000, violations of NRC requirements 
were identified. A. A violation of 10 CFR 50.9 was identified due to records of routine maintenance and testing 
performed on sirens in various locations surrounding Limerick Generating Station (LGS) and Peach Bottom Atomic 
Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 
until October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - 
Routine Maintenance Checklist" records indicating that they had completed all of the routine maintenance steps, when, 
in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) was identified when for an undetermined period of time 
prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding LGS contained jumpers that 
bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires 
in LGS and PBAPS siren boxes between November 1999 and September 2000 to specifically bypass the failure 
detection circuitry. Installation of the jumpers compromised the ability to detect, for certain sirens, any malfunction of 
this sytem which is used to provide early notification to the populace surrounding PBAPS and LGS. The siren system 
was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an 
emergency. The safety significance of the violations was low because over 95% siren coverage of the population in the 
vicinity of LGS and PBAPS was maintained. . 
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Inspection Report# : 2001009(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PA/EVACUATION ALARM SYSTEM 
This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation and corrective actions associated with a violation in the emergency preparedness area for the inoperability 
and poor maintenance of the PA/evacuation alarm system. The finding was previously characterized as having low to 
moderate safety significance (White) in NRC Inspection Report 05000277/2001-011. The inspector determined that the 
licensee had performed a thorough evaluation, have taken immediate corrective actions and continue to address the 
long term corrective actions in response to this White finding. The licensee identified that when the PA/evacuation 
alarm system was operated for greater than 49 seconds, a power overload would occur which would trip the power 
supply breakers open. This resulted in the system operating on its backup power breaker for a period of two months and 
on two occasions the system was inoperable because the backup power breaker had tripped. In addition, during a 
review of the system in 2000, the licensee had found that 47% of the system had degraded. The licensee determined the 
cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) routine testing of the system was suspended in 1992; (2) 
no recognition of the importance of the audibility of the speakers in carrying out the requirements of the Emergency 
Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not considering the operating 
loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped.  
Inspection Report# : 2001014(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR 
THE ALERT NOTIFICATION SYSTEM THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a 
White Performance Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the 
Peach Bottom ANS Reliablity PI was White (Green in the prior quarter). The inspector determined that the licensee had 
performed a thorough evaluation in response to the PI's change in color. The licensee identified that the change in the 
PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this issue, 
determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. 
The licensee's root cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of 
contractor and utility personnel; (2) failure to enforce contractual requirements; (3) an over reliance on the failure 
detection system; and (4) inadequate self- assessment. The licensee's corrective actions to prevent recurrence included: 
(1) training for contractors regarding specification content and methodologies; (2) modification of contract content 
requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work 
performed independent of direct utility supervision; and (4) development of a siren program manual that will include 
self- assessment criteria and activities. The inspector determined that the licensee's corrective actions were appropriate 
and that the ANS Reliability PI had changed from White to Green for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE 
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BETWEEN THE LICENSEE AND LOCAL GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' 
interface problems with State and local governments in accordance with 10 CFR 50.54(t) requirements even though 
deficiencies were identified. The finding was considered more than minor because there was a potential impact on 
public safety in that the offsite agencies are an integral part of the response to a radiological emergency. However, the 
inspector determined the licensee failed to implement a regulatory requirement which is not considered a failure to 
meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual 
interface problem affecting response capabilities. Therefore, this finding was determined to be of very low safety 
significance (Green). The inspector identified this as a non-cited violation for failing to properly document and assess 
offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per 
Section 6.1.4 of the licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a 
potential impact on public safety in that the information to the general public via the media needs to be disseminated 
accurately to avoid confusion. However, it was of very low safety significance because, during this time period, the 
issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and the issue is viewed as 
an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct 
training according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 
which would include the actual collection and analyses of environmental samples as described in the Emergency 
Response Plan (ERP) Section 6.2.7. This finding was more than minor because there was a potential impact on public 
safety in that the licensee conducts drills or training in order to maintain proficiency in case an actual radiological 
emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of 
proficiency for the group of responders and the issue is viewed as an implementation problem. The inspector identified 
this as a non-cited violation for the licensee not conducting drills according to the ERP and as required per 10 CFR 
50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED 
EMERGENCY PREPAREDNESS EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors 
identified a violation of an emergency planning standard and requirement in that the power block's public address 
(PA)/evacuation alarm system was degraded from 1992 to 2000 and, once repaired, it continued to be degraded with 
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breaker problems. Accordingly, the system would not have been able to meet its emergency planning function. 
Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the 
period of 1992-2000, the PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers 
( as of April 1999) were either inaudible or degraded to the point in which an individual would not be able to clearly 
hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, the system would have become 
nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker and 
the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was 
nonfunctional for the periods of 4.5 hours and 1.5 hours, respectively, because both the primary and backup breakers 
had tripped resulting in a loss of power to the system. This issue was assessed using the emergency preparedness 
Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, Appendix B, and 
characterized as a White finding. The finding was of low to moderate safety significance because the failure to 
maintain the emergency onsite communication system without adequate compensatory measures or without a backup 
power source resulted in an emergency preparedness function not being met. The function would not have been met, in 
that the licensee would not properly inform and alert onsite personnel of protective actions and would unnecessarily 
delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by the NRC and documented 
in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate 
corrective actions, and continue to address the long term corrective actions in response to this White finding. The 
licensee determined the cause and developed comprehensive corrective actions to address the causes and prevent 
recurrence. The licensee's root cause evaluation identified the contributing factors to be: (1) routine testing of the 
system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in carrying out the 
requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to 
not considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of 
the impact to the emergency planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Significance: TBD Jul 01, 2002 
Identified By: NRC 
Item Type: AV Apparent Violation 
EXELON'S FORMAL CRITIQUE OF THE FEBRUARY 14, 2002, EMERGENCY PREPAREDNESS 
EXERCISE FAILED TO IDENTIFY AND CORRECT PERFORMANCE DEFICIENCIES RELATED TO 
EVENT CLASSIFICATIONS, A RISK SIGNIFICANT 
The inspector identified an apparent violation of 10 CFR 50, Appendix E, IV.F.2.g. Exelon's formal critique of the 
February 14, 2002, emergency preparedness exercise did not identify and correct weaknesses or deficiencies related to 
event classifications, a risk significant planning standard. The formal exercise critique did not identify weaknesses or 
deficiencies observed by the inspector that were directly related to being able to classify an event, including when the 
operating crew did not recognize conditions or effectively communicate key information needed by the Emergency 
Director to classify a General Emergency. The final exercise critique did not fully evaluate why the exercise response 
team classified the exercise as a General Emergency based on Emergency Director judgement rather than a General 
Emergency when reactor water level decreased to below the top of active fuel. Emergency classification is a risk 
significant performance standard. Exelon's failure to identify performance deficiencies associated with a risk significant 
planning standard was determined to be a finding of low to moderate safety significance using Manual Chapter 0609, 
Appendix B "Emergency Preparedness Significance Determination Process" Sheet 1, Middle Path, Section 4. 
Inspection Report# : 2002007(pdf)  

Significance: TBD Jul 01, 2002 
Identified By: NRC 
Item Type: AV Apparent Violation 
EXELON DID NOT DECLARE AN ALERT IN A TIMELY MANNER WHEN THE CARDOX SYSTEM 
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(CARBON DIOXIDE) DISCHARGED INTO AN EMERGENCY DIESEL GENERATOR ROOM ON JUNE 2, 
2002 
The inspector identified an apparent violation of 10 CFR 50.54(q), 50.47(b)(4), Appendix E IV.B, and Appendix E 
IV.D.1, because Exelon did not make an Alert emergency classification declaration in a timely manner for an actual 
event on June 2, 2002. On that date, the cardox (carbon dioxide) fire suppression system unexpectedly discharged into 
the E-3 emergency diesel generator room of the Diesel Generator Building. A cardox system discharge into a diesel 
generator room creates an atmosphere in the room that is life threatening to plant personnel. Exelon's Alert emergency 
classification was not timely (10 CFR 50.54(q), 50.47(b)(4), Appendix E IV.B, and Appendix E IV.D.1 require prompt 
notification) because it occurred 31 minutes after Exelon's emergency action level for toxic gas release into a plant vital 
structure was reached. Exelon's emergency response procedure ERP-101, Peach Bottom's emergency action level 
scheme, did not clearly require Exelon to accomplish emergency classifications in a manner to assure a prompt 
notification of government officials and, therefore, the public. Exelon's failure to make a timely classification during an 
actual event is associated with a risk significant planning standard (10 CFR 50.47(b)(4)) and determined to be a finding 
of low to moderate safety significance using Manual Chapter 0609, Appendix B, "Emergency Preparedness 
Significance Determination Process", Sheet 2. 
Inspection Report# : 2002007(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON DID NOT ACTIVATE THE TSC WITHIN 60 MINUTES FOLLOWING DECLARATION OF AN 
ALERT ON JUNE 2, 2002 
The inspector identified a non-cited violation of 10 CFR 50.47(b)(2) because during a declared Alert on June 2, 2002, 
Exelon failed to activate their Technical Support Center (TSC) within 60 minutes as stated in their Nuclear Emergency 
Plan. Exelon's failure to activate an emergency facility in a timely manner is associated with a significant planning 
standard and determined to be a violation of very low safety significance using Manual Chapter 0609, Appendix B, 
"Emergency Preparedness Significance Determination Process," Sheet 2. 
Inspection Report# : 2002007(pdf)  

Occupational Radiation Safety 

Significance:  Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 
requires workers to notify radiation protection personnel of radiological problems and follow written and oral radiation 
protection guidance including notifying radiation protection upon an electronic dosimetry alarm. During early January 
2002, at least 5 individuals experienced dosimetry alarms and did not contact radiation protection. The matter was 
addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance:  Sep 30, 2000 
Identified By: Licensee 
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Item Type: NCV NonCited Violation 
ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by 
radiation protection procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 
2 drywell. Specifically, contrary to the instructions given to them, three workers either worked in proximity of, passed 
through, or transported radiation shielding materials through elevated radiation fields (up to 13.9 R/hr ) in the drywell. 
As a result, one of the workers exceeded the dose limit specified in the radiation work permit. Further, one of the 
workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and 
oral radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of 
Technical Specification 5.4.1. This issue was considered to be of very low safety significance because it did not result 
in an over exposure, did not create a substantial potential for such an exposure, and did not compromise the ability of 
PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to 
properly post and barricade the area contributed to three workers entering the area and one of the workers exceeding 
the dose limit specified in the radiation work permit. This NRC identified issue was determined to be a Non-cited 
Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low safety significance because it 
did not result in an over exposure, did not create a substantial potential for such an exposure, and did not compromise 
the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 
Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION FOR WHITE FINDING IN PUBLIC RADIATION SAFETY 
This supplemental inspection was performed by the NRC to assess PECO's evaluations and corrective actions 
associated with a WHITE finding involving failure to properly classify a shipment of radioactive waste sent on June 28, 
1999, to the Chem-Nuclear Systems (CNS) waste disposal site, Barnwell, South Carolina. The final significance 
determination was made for this issue which characterized it as WHITE as discussed in an August 3, 2000, NRC letter 
to PECO. The inspector determined that PECO performed an evaluation of the issue, identified root and contributing 
causes, and identified and implemented corrective actions to address these causes and prevent recurrence. Consistent 
with the guidance contained in NRC Inspection Manual Chapter (IMC) 0305, "Operating Reactor Assessment 
Program," this issue will only be considered in assessing plant performance for a total of four quarters from the date 
when the issue was identified by PECO (July 22, 1999).  
Inspection Report# : 2000014(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The 
first example involved an April 25, 2000, shipment during which an incorrect procedure was used to secure the primary 
lid on a shipping cask being prepared for shipment. The procedure provided incorrect guidance for calculation of torque 
wrench settings used for closure of the cask. The second example involved a December 8, 1999, shipment during which 
PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The two examples 
involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual 
public health and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 

Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required 
personnel were not notified within the specified time to remove terminated individuals from the access authorization 
list. The finding was of very low safety significance because there was no malevolent act, no actual intrusion occurred, 
and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 
Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION 
AND RESOLUTION (PI&R) PROGRAM FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action 
program at Peach Bottom Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at 
an appropriate level and entered into the corrective action program. Issues were adequately prioritized and evaluated, 
and the evaluations were of adequate depth to identify the causes and appropriately broad in considering the extent of 
condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the team identified 
instances where the licensee missed opportunities to identify and enter problems into the condition report process. In 
one instance, the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) 
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programs. Workers were not reluctant to input safety issues into the station's PI&R programs. Few deficiencies were 
identified by external organizations, including the NRC. PECO identified problems in a timely manner, commensurate 
with their significance and ease of discovery. No instances were identified in which conditions adverse to quality were 
being handled outside the corrective action program. PECO identified and implemented acceptable corrective actions 
for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of 
condition, generic implications, common cause, and previous occurrences. PECO identified root and contributing 
causes for significant conditions adverse to quality and adequately completed or scheduled completion of corrective 
actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator 
license application was submitted to the NRC in August 1999 with incorrect information. The application was incorrect 
because it indicated that the individual completed all required training even though the emergency preparedness portion 
of his required training was not completed until May 2000 (approximately eight months after the individual had been 
licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve extenuating 
circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's 
evaluation of the apparent cause indicated a problem between the emergency preparedness and operator training 
organizations, and limited to one individual. The issue was documented in PECO's corrective action program as 
Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain 
an active license in the current quarter. An operator performed the functions of a licensed operator during four-12 hour 
shifts in the third quarter of 2000 and thus became inactive. The individual performed the functions of a reactor 
operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having completed the required actions to restore 
the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT 
PERFORMING A REQUIRED SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. 
Corrective actions taken or planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. 
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The NRC determined this to be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A 
specific radiation work permit included appropriate radiological controls and a review was conducted to maintain dose 
as low as is reasonably achievable (ALARA). A health physics supervisor and several technicians were dedicated to the 
ISFSI project. They were actively involved with the dry-run activities, provided pre-job briefings, and projected 
radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE 
ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask 
storage system included the appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. 
The procedures were highly detailed, and reviewed and approved in accordance with the licensee's administrative 
program for document control. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask 
storage system included the appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. 
The procedures were highly detailed, and reviewed and approved in accordance with the licensee's administrative 
program for document control. 
Inspection Report# : 2000004(pdf)  

Last modified : August 29, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY THAT THE 2BH003 RIGGING HOIST HAD NOT BEEN ADEQUATELY LOAD 
TESTED PRIOR TO INITIALLY LIFTING THE 'B' RECIRCULATION PUMP MOTOR 
The inspectors identified a finding of very low safety significance because Exelon failed to identify that the 2BH003 
rigging hoist had not been adequately load tested prior to initial use. During the 2R14 refueling outage, on September 
21, 2002, a chain broke in the 2BH003 rigging hoist and the 2 ‘B' recirculation pump motor, weighing approximately 
48,000 pounds, fell approximately ten inches onto the pump/motor stand. Exelon committed to meet the requirements 
of ANSI B30.2-1967, that required 2BH003 be tested to at least 125 per cent of rated load prior to initial use. The 
2BH003 rigging hoist had only been tested to 100 per cent of rated load prior to initial use. The finding was determined 
to be of very low safety significance because the 2 ‘B' reactor coolant system barrier and the permanent reactor coolant 
system piping and component supports were not damaged when the motor fell. Also, the ‘B' subsystem of shutdown 
cooling was in-service; the reactor vessel level was greater than 22 feet above the top of the vessel flange; and the 
reactor coolant system time-to-boil was approximately 36 hours during this event. 
Inspection Report# : 2002005(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE GENERATOR ISO-PHASE BUS MAINTENANCE PROCEDURE RESULTS IN A UNIT 2 
AUTOMATIC SHUTDOWN 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering 
activities listed in Regulatory Guide 1.33. Regulatory Guide 1.33 includes maintenance procedures for performing 
preventive maintenance and inspections of plant equipment. Contrary to the above, prior to the Unit 2 automatic reactor 
shutdown on October 23, 2001, adequate written instructions were not established in maintenance procedure, M-C-700-
227, Rev 0, "Inspection of Generator Iso-phase Bus" for inspecting, bolting and torquing of the isophase bus duct 
dampers in the main generator. As a result of these inadequate instructions, three threaded holes were stripped due to 
excessive torque, which caused the screws holding the rod side of the damper to the connection box to fall out. This 
allowed the damper frame to pivot on the last remaining bolt and contact the ‘A' phase bushing causing a ground fault, 
generator lockout, and reactor scram. The corrective actions for this violation were already in the licensee's corrective 
action program (Condition Report (CR)# 00079965). This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001010(pdf)  

Mitigating Systems 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RIGGING PROCEDURE FOR THE 'B' RECIRCUATION PUMP MOTOR LIFT 
The inspectors identified a non-cited violation (NCV) of very low safety significance of Technical Specification 5.4.1, 
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"Procedures." Maintenance procedure M-C-700-332, "Rigging and Handling Heavy Loads," used for lifting the 2 ‘B' 
recirculation pump motor, did not contain any instructions requiring that the ‘A' subsystem of residual heat removal 
shutdown cooling to be operable during the motor lifts. The licensee's analysis of NUREG-0612, "Control of Heavy 
Loads at Nuclear Power Plants," noted the need for ‘A' subsystem of shutdown cooling to be operable when lifting the 
‘B' recirculation pump motor. During the 2R14 refueling outage, a chain broke in the 2BH003 rigging hoist and the 2 
‘B' motor, weighing approximately 48,000 pounds, fell approximately ten inches onto the pump/motor stand. The ‘A' 
subsystem of residual heat removal was inoperable during this event. This NCV was determined to be of very low 
safety significance because the ‘B' subsystem of shutdown cooling remained in-service during this event. 
Inspection Report# : 2002005(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PNEUMATIC ISOLATION OF THE EMERGENCY DIESEL GENERATOR (EDG) 
CARDOX (CARBON DIOXIDE) SYSTEM FOLLOWING THE CARDOX INJECTION IN THE E-3 EDG 
BAY 
The inspectors identified a finding of very low safety significance (Green) because Exelon did not adequately isolate 
the pneumatic portion of the emergency diesel generator (EDG) cardox (carbon dioxide) fire suppression system 
following the unexpected cardox injection into the E-3 EDG room on June 2, 2002. This inadequate isolation would 
permit a pneumatic trip and lock-out of any one of the operable E-1, E-2 or E-4 EDGs if a spurious cardox actuation 
signal was generated for the respective room of that EDG. The finding was determined to be of very low safety 
significance because it did not result in an actual loss of safety function. The E-1, E-2 and E-4 EDGs remained operable 
during all troubleshooting activities and restoration of the E-3 EDG to an operable condition. 
Inspection Report# : 2002004(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TRIP PROCEDURES INCONSISTENT WITH PLANT SPECIFIC ANALYSIS 
The team identified a finding concerning an inadequate emergency operating procedure (EOP) for returning the suction 
of the high pressure coolant injection (HPCI) pump to the condensate storage tank (CST) to ensure the self cooled 
HPCI lube oil temperatures would remain within the analyzed limit. This issue was associated with the HPCI safety 
function during a postulated anticipated transient without scram. The issue was considered to be of very low safety 
significance (Green) based on a Phase 1 evaluation of the Significance Determination Process since there was no actual 
loss of the HPCI system, and was determined to be a non-cited violation (NCV) of the Peach Bottom Technical 
Specifications, Section 5.4.1.b., "Procedures." 
Inspection Report# : 2002011(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PRECONDITIONING OF HIGH-PRESSURE COOLANT INJECTIONS (HPCI), REACTOR CORE 
ISOLATION COOLANT (RCIC) VALVES PRIOR TO INSERVICE TESTING (IST) 
The team identified that the high-pressure coolant injection (HPC)I and Reactor Core Isolation Cooling (RCIC) 
surveillance procedures incorporated steps which cycled 12 HPCI system valves and 8 RCIC valves, some several 
times, before the ASME in-service timing test. The team determined that this practice was unrecognized equipment 
preconditioning which had the potential to mask the as found condition of the valves. The issue was determined to be a 
finding of very low safety significance (Green) based on a Phase I evaluation of the Significance Determination 
Process because there was no actual loss of a valve safety function. 
Inspection Report# : 2002011(pdf)  
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Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE E-4 EMERGENCY DIESEL GENERATOR OPERABILITY DETERMINATION 
The inspectors identified a non-cited violation of very low safety significance (Green) of Technical Specification 5.4.1. 
Plant personnel did not perform an adequate operability determination in accordance with NOM-C-11.1 "Operability," 
for a degraded lube oil fitting on the E-4 emergency diesel generator (EDG) that was identified on September 20, 2001. 
Subsequently, during an EDG test on March 19, 2002, the degraded fitting sheared off causing lube oil to be sprayed 
into the EDG room and the E-4 EDG to be inoperable. The issue was determined to be of very low safety significance 
based on a phase 2 risk evaluation in accordance with our significance determination process. The other three 
emergency diesels were not affected by this failure and both offsite power sources remained operable while the diesel 
was inoperable.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF THE 2D RHR HEAT EXCHANGER PERFORMANCE WAS NOT RECOGNIZED IN A 
NOVEMBER 2000 TEST AND THE TESTING INTERVAL OF THE 2B AND 2C HEAT EXCHANGERS 
EXCEEDED THE PLANNED FOUR YEARS. 
The inspector identified a finding of very low safety significance regarding testing of the 2B, 2C, and 2D RHR heat 
exchangers. Specifically degradation of the 2D RHR heat exchanger performance was not recognized in a November 
2000 test and the testing interval of the 2B and 2C heat exchangers exceeded the planned four years. The finding was 
determined to be of very low safety significance because the finding did not represent an actual loss of safety function 
because the heat exchangers were always operable. 
Inspection Report# : 2002002(pdf)  

Significance:  Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering 
activities listed in Regulatory Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance 
tests on plant equipment. Contrary to the above, on November 16, 2001, operators did not verify compliance with 
Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat Removal (RHR) Loop Logic System 
Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure coolant injection, 
on three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first 
occurred when the 3'B' RHR pump was also inoperable for approximately 30 minutes, the second was when the 3'D' 
RHR pump was also inoperable for approximately 30 minutes and the third was when the 3'A' core spray loop was also 
inoperable for approximately 40 minutes. Although all three occasions were contrary to the requirements of Technical 
Specification 3.5.1, technical specifications were not violated since no required actions were missed during the time 
frames in which the additional subsystems were inoperable. The licensee entered this issue into their corrective action 
program as CR 00083213. This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
E-2 EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE BY A MISPOSITIONED JACKET 

Page 3 of 153Q/2002 Inspection Findings - Peach Bottom 2 



COOLANT EXPANSION TANK BLOCK VALVE 
The inspectors identified a Non-Cited violation of very low safety significance (Green) of Technical Specification 
5.4.1, because the gravity feed block valve in the line from the diesel generator coolant expansion tank was closed, 
contrary to system operating procedures. The closed block valve caused the E-2 emergency diesel generator (EDG) to 
be inoperable. The EDG was inoperable for an unknown period of time between October 12 and October 30, 2001. 
This issue was determined to be of very low safety significance based on a phase 2 risk evaluation in accordance with 
our significance determination process. The other three EDGs and both offsite power sources remained operable during 
this time period. This finding also affects the Barrier Integrity cornerstone. 
Inspection Report# : 2001010(pdf)  

Significance:  Aug 18, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNITS 2 AND 3 HIGH PRESSURE COOLANT INJECTION SUCTION FROM THE TORUS CHECK 
VALVES (CHK-2-23B-61 AND CHK-3-23B-61) NOT TESTED PER ASME OM CODE INSERVICE 
TESTING (IST) REQUIREMENTS. 
A Non-cited violation of 10 CFR 50.55a(f)(4)(ii) and Technical Specification 5.5.6, "Inservice Testing Program" was 
identified for failure to test the Unit 2 and Unit 3 high pressure coolant injection (HPCI) torus suction check valves for 
seat leakage in the reverse flow direction. Excessive leakage of these check valves could render the HPCI system 
inoperable during certain small-break loss of coolant accident scenarios. This issue was determined to be of very low 
safety significance since the respective high pressure coolant injection system remained operable and no actual loss of 
function occurred.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
EMERGENCY DIESEL GENERATORS BEING IN A CONDITION OUTSIDE THE DESIGN BASIS FOR 
OPERATION. 
Peach Bottom Technical Specifications (TS) Section 3.8.1 requires all EDGs to be capable of supplying onsite Class 1E 
electrical power, and TS Section 3.8.1.F requires all but one EDG to be restored to operable status within two hours if 
two or more EDGs are inoperable. During the summer of 1999, three of the four EDGs were inoperable due to cross-
flows between the jacket water coolers and the intake air coolers for a maximum of approximately 25 continuous hours. 
During this period the EDGs may not be able to be fully loaded to mitigate a postulated loss-of- coolant accident in 
conjunction with a loss-of-offsite power design basis accident. The corrective actions for this violation were already in 
the licensee's corrective action program (PEP report I0011529). This is being treated as a Non-Cited Violation. This 
issue was assessed using the Significance Determination Process, Reactor Inspection Findings for At-Power Situations. 
The phase 1 screening determined that a phase 2 risk evaluation was required because the diesel generators provide 
emergency power for equipment in both the mitigating system and barrier cornerstones. Using the Peach Bottom 
reactor risk-informed notebook, the inspectors determined that this issue was of very low safety significance. The 
reason that this issue is of very low safety significance is because of the low frequency of a loss of offsite power event 
coupled with the loss of one or more EDGs, the availability of the Conowingo dam station power source to operate 
plant safety equipment in the event the EDGs were lost, and the short duration of time during the year when the service 
water temperature is sufficiently high to adversely affect EDG operation. The NRC inspectors also reviewed a risk 
analysis performed by Exelon's PRA staff, using the Peach Bottom full scale PRA model, which also confirmed that 
the safety significance of this issue was very low.  
Inspection Report# : 2001006(pdf)  

Significance:  Aug 18, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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PROCEDURAL INADEQUACIES WITH SO 53.7.D, "RESPONSE TO A LOSS OF #343 OFF-SITE 
STARTUP SOURCE" IDENTIFIED DURING THE LOSS OF ONE OFFSITE POWER SOURCE. 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering 
activities listed in Regulatory Guide 1.33. Regulatory Guide 1.33 includes abnormal conditions such as loss of 
electrical power sources. In June 2001, the procedure, SO 53.7.D, "Response to a Loss of #343 Off-Site Startup 
Source," Revision 24 did not direct proper alignment of emergency bus breaker switches as required to maintain 
automatic emergency diesel generator power to all emergency buses. Therefore, equipment powered by these buses 
would not fulfil their safety function to mitigate the consequences of an accident. The corrective actions for this 
violation were already in the licensee's corrective action program (Condition Report (CR)# 00061124 ). This is being 
treated as a Non-Cited Violation.  
Inspection Report# : 2001006(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
EMERGENCY DIESEL GENERATORS IN A DEGRADED CONDITION POTENTIALLY OUTSIDE OF 
THE DESIGN BASIS AND EMERGENCY SERVICE WATER SYSTEM CHECK VALVE FAILURE 
Emergency service water (ESW) system check valve 2-33-514 failed open, allowing safety-related ESW flow to be 
partially diverted from emergency diesel generators (EDGs) and emergency core cooling system room coolers. The 
inspectors and the licensee identified that this risk important component had not been included in a preventive 
maintenance program. This issue caused the ESW system and the EDGs to be degraded for a period of up to two years. 
This finding was of very low safety significance because, although the ESW flow rate to the EDGs was below the 
design basis minimum value, engineering personnel determined that the EDGs would have remained available during 
accident conditions.  
Inspection Report# : 2000012(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MULTIPLE ISOLATIONS OF SHUTDOWN COOLING 
Unit 2 operators experienced four unplanned, unexpected isolations of shutdown cooling during refueling outage 2R13. 
During one time period in which there were three repetitive isolations, the reactor coolant system (RCS) temperature 
rose from 153 degrees to 171 degrees. The inspectors identified a corrective action performance issue, in that previous 
isolations of shutdown cooling had not been fully investigated and resolved. This finding was of very low safety 
significance because the increase in RCS temperature did not constitute a loss of control and did not require phase 2 
analysis per the guidance in NRC Manual Chapter 0609, Appendix G. In all instances, operators were able to restore 
the shutdown cooling system promptly. 
Inspection Report# : 2000012(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases 
of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS 
was not performed as part of the scope of this inspection, the risk associated with this issue was not established. This 
issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation 
Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
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shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment. The assumption that only a single spurious actuation need be considered for any one system for any one 
fire is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO 
entered this issue into their corrective action program and have implemented reasonable compensatory measures. 
However, the issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the 
NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this 
issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-
02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
A NON-CITED VIOLATION OF T.S. 5.4.1 FOR AN INADEQUATE EMERGENCY OPERATING 
PROCEDURE WHICH DID NOT DIRECT RE-INITIATION OF DRYWELL SPRAYS AT AN 
APPROPRIATE PRIMARY CONTAINMENT PRESSURE. 
The inspector identified a non-cited violation of technical specification 5.4.1 for an inadequate emergency operating 
procedure. Emergency operating procedure T-102, "Primary Containment Control" was inadequate because the 
procedure did not direct the operators to re-initiate drywell sprays after drywell sprays were terminated if containment 
pressure again increased. The finding was of very low safety significance because there was no actual open pathway in 
the physical integrity or actual reduction in the atmospheric control of the reactor containment. T-102 was only used 
during training and was not entered for conditions requiring actual use of drywell sprays. 
Inspection Report# : 2002002(pdf)  

Significance:  Sep 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO OBTAIN PRIMARY CONTAINMENT ATMOSPHERE GRAB SAMPLES AS REQUIRED BY 
TS 3.4.5 WHEN THE PRIMARY CONTAINMENT ATMOSPHERIC MONITORING SYSTEM WAS 
INOPERABLE. 
Technical Specification (TS) Section 3.4.5 requires grab samples of the primary containment atmosphere to be 
analyzed once per 12 hours when the primary containment atmospheric monitoring system is inoperable. On September 
15, 2001, the Unit 2 reactor operator noted that chemistry technicians had not taken the 12 hour grab samples as 
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required by TS 3.4.5.B because the sample point was isolated. On September 15, 2001, the licensee replaced the failed 
relay that caused the system to become inoperable for approximately 30 hours, verified that the primary containment 
atmosphere was acceptable, and restored the system to an operable status. The corrective actions for this violation were 
already in the licensee's corrective action program (Condition Report (CR) #00075295). This is being treated as a Non-
cited violation. 
Inspection Report# : 2001008(pdf)  

Significance:  Jun 30, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Use Applicable Design Criteria from Calculations in Acceptance Limits for 'A' Standby Gas 
Treatment Heater Capacity Testing - Common 
10 CFR 50, Appendix B, Criterion XI, "Test Control," requires, in part, that written test procedures used to demonstrate 
that structures, systems, and components perform satisfactorily incorporate acceptance limits contained in applicable 
design documents. During surveillance testing of the 'A' Standby Gas Treatment (SBGT) system per ST-O-09A-230-2 
on May 29, 2001, the test procedure did not contain applicable acceptance criteria. Specifically, heater performance 
testing for the 'A' SBGT system was evaluated using acceptance criteria based on a heater capacity calculation that 
assumed a balanced three phase circuit. This was not the configuration during this test since one element of the heater 
circuit was bypassed. This issue is documented in Exelon's corrective action program as PEP 10012657. 
Inspection Report# : 2001005(pdf)  

Significance:  Nov 18, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TORUS/DRYWELL VACUUM BREAKER FAILURE 
Unit 2 ‘H' torus to drywell vacuum breaker failed open during stroke testing. Operators shut down the unit as required 
by technical specifications. The inspectors identified a Non-Cited violation for an inadequate preventive maintenance 
procedure. This finding was of very low safety significance because, although the primary containment was rendered 
inoperable, the vacuum breaker was only partially open for a duration of approximately 19 hours. 
Inspection Report# : 2000012(pdf)  

Emergency Preparedness 
Significance: TBD Jul 01, 2002 
Identified By: NRC 
Item Type: AV Apparent Violation 
EXELON'S FORMAL CRITIQUE OF THE FEBRUARY 14, 2002, EMERGENCY PREPAREDNESS 
EXERCISE FAILED TO IDENTIFY AND CORRECT PERFORMANCE DEFICIENCIES RELATED TO 
EVENT CLASSIFICATIONS, A RISK SIGNIFICANT 
The inspector identified an apparent violation of 10 CFR 50, Appendix E, IV.F.2.g. Exelon's formal critique of the 
February 14, 2002, emergency preparedness exercise did not identify and correct weaknesses or deficiencies related to 
event classifications, a risk significant planning standard. The formal exercise critique did not identify weaknesses or 
deficiencies observed by the inspector that were directly related to being able to classify an event, including when the 
operating crew did not recognize conditions or effectively communicate key information needed by the Emergency 
Director to classify a General Emergency. The final exercise critique did not fully evaluate why the exercise response 
team classified the exercise as a General Emergency based on Emergency Director judgement rather than a General 
Emergency when reactor water level decreased to below the top of active fuel. Emergency classification is a risk 
significant performance standard. Exelon's failure to identify performance deficiencies associated with a risk significant 
planning standard was determined to be a finding of low to moderate safety significance using Manual Chapter 0609, 
Appendix B "Emergency Preparedness Significance Determination Process" Sheet 1, Middle Path, Section 4.
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Inspection Report# : 2002007(pdf)  

Significance: TBD Jul 01, 2002 
Identified By: NRC 
Item Type: AV Apparent Violation 
EXELON DID NOT DECLARE AN ALERT IN A TIMELY MANNER WHEN THE CARDOX SYSTEM 
(CARBON DIOXIDE) DISCHARGED INTO AN EMERGENCY DIESEL GENERATOR ROOM ON JUNE 2, 
2002 
The inspector identified an apparent violation of 10 CFR 50.54(q), 50.47(b)(4), Appendix E IV.B, and Appendix E 
IV.D.1, because Exelon did not make an Alert emergency classification declaration in a timely manner for an actual 
event on June 2, 2002. On that date, the cardox (carbon dioxide) fire suppression system unexpectedly discharged into 
the E-3 emergency diesel generator room of the Diesel Generator Building. A cardox system discharge into a diesel 
generator room creates an atmosphere in the room that is life threatening to plant personnel. Exelon's Alert emergency 
classification was not timely (10 CFR 50.54(q), 50.47(b)(4), Appendix E IV.B, and Appendix E IV.D.1 require prompt 
notification) because it occurred 31 minutes after Exelon's emergency action level for toxic gas release into a plant vital 
structure was reached. Exelon's emergency response procedure ERP-101, Peach Bottom's emergency action level 
scheme, did not clearly require Exelon to accomplish emergency classifications in a manner to assure a prompt 
notification of government officials and, therefore, the public. Exelon's failure to make a timely classification during an 
actual event is associated with a risk significant planning standard (10 CFR 50.47(b)(4)) and determined to be a finding 
of low to moderate safety significance using Manual Chapter 0609, Appendix B, "Emergency Preparedness 
Significance Determination Process", Sheet 2. 
Inspection Report# : 2002007(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON DID NOT ACTIVATE THE TSC WITHIN 60 MINUTES FOLLOWING DECLARATION OF AN 
ALERT ON JUNE 2, 2002 
The inspector identified a non-cited violation of 10 CFR 50.47(b)(2) because during a declared Alert on June 2, 2002, 
Exelon failed to activate their Technical Support Center (TSC) within 60 minutes as stated in their Nuclear Emergency 
Plan. Exelon's failure to activate an emergency facility in a timely manner is associated with a significant planning 
standard and determined to be a violation of very low safety significance using Manual Chapter 0609, Appendix B, 
"Emergency Preparedness Significance Determination Process," Sheet 2. 
Inspection Report# : 2002007(pdf)  

Significance: SL-III Nov 17, 2001 
Identified By: NRC 
Item Type: VIO Violation 
INOPERABLE OFF-SITE SIRENS NOT IDENTIFIED DUE TO FALSIFIED MAINTENANCE AND 
TESTING RECORDS AND INSTALLATION OF JUMPERS THAT BYPASSED SIREN FAILURE 
DETECTION CIRCUITRY 
A Severity Level III - Notice of Violation, (EA-01-188) was issued in an NRC letter dated October 23, 2001. During an 
investigation initiated by the NRC Office of Investigations on September 27, 2000, violations of NRC requirements 
were identified. A. A violation of 10 CFR 50.9 was identified due to records of routine maintenance and testing 
performed on sirens in various locations surrounding Limerick Generating Station (LGS) and Peach Bottom Atomic 
Power Station (PBAPS) not being complete and accurate in all material respects. Specifically, from April/May 2000 
until October 2000, two former Exelon Infrastructure Services (EIS) contractors falsified numerous "Siren Report - 
Routine Maintenance Checklist" records indicating that they had completed all of the routine maintenance steps, when, 
in fact, they had not. B. A violation of 10 CFR 50.47(b)(5) was identified when for an undetermined period of time 
prior to October 2000, 10 of 97 sirens surrounding PBAPS and 4 of 165 sirens surrounding LGS contained jumpers that 
bypassed failure detection circuitry. As a result, a false indication was provided that the sirens were working properly 
when, in fact, they were not. One of the former EIS contractors admitted to installing approximately ten jumper wires 
in LGS and PBAPS siren boxes between November 1999 and September 2000 to specifically bypass the failure 
detection circuitry. Installation of the jumpers compromised the ability to detect, for certain sirens, any malfunction of 
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this sytem which is used to provide early notification to the populace surrounding PBAPS and LGS. The siren system 
was compromised in that the jumpers prevented detection of certain inoperable sirens, which would have delayed, or 
possibly precluded you from taking compensatory actions to alert certain areas of the local populace in the event of an 
emergency. The safety significance of the violations was low because over 95% siren coverage of the population in the 
vicinity of LGS and PBAPS was maintained. . 
Inspection Report# : 2001009(pdf)  

Significance: N/A Oct 26, 2001 
Identified By: NRC 
Item Type: FIN Finding 
PA/EVACUATION ALARM SYSTEM 
This supplemental inspection was performed by the NRC using inspection procedure 95001, to assess the licensee's 
evaluation and corrective actions associated with a violation in the emergency preparedness area for the inoperability 
and poor maintenance of the PA/evacuation alarm system. The finding was previously characterized as having low to 
moderate safety significance (White) in NRC Inspection Report 05000277/2001-011. The inspector determined that the 
licensee had performed a thorough evaluation, have taken immediate corrective actions and continue to address the 
long term corrective actions in response to this White finding. The licensee identified that when the PA/evacuation 
alarm system was operated for greater than 49 seconds, a power overload would occur which would trip the power 
supply breakers open. This resulted in the system operating on its backup power breaker for a period of two months and 
on two occasions the system was inoperable because the backup power breaker had tripped. In addition, during a 
review of the system in 2000, the licensee had found that 47% of the system had degraded. The licensee determined the 
cause and developed comprehensive corrective actions to address the causes and prevent recurrence. The licensee's root 
cause evaluation identified the contributing factors to be: (1) routine testing of the system was suspended in 1992; (2) 
no recognition of the importance of the audibility of the speakers in carrying out the requirements of the Emergency 
Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to not considering the operating 
loads required for the plant evacuation notifications; (4) less than adequate assessment of the impact to the emergency 
planning requirements when the breakers were discovered to be tripped.  
Inspection Report# : 2001014(pdf)  

Significance: N/A Aug 02, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION (95001) IN RESPONSE TO WHITE PERFORMANCE INDICATOR FOR 
THE ALERT NOTIFICATION SYSTEM THAT OCCURRED IN THE THIRD QUARTER OF CY 2000 
This supplemental inspection (95001) was performed by the NRC to assess the licensee's evaluation associated with a 
White Performance Indicator (PI) for the Alert Notification System (ANS) Reliability. In the third quarter of 2000, the 
Peach Bottom ANS Reliablity PI was White (Green in the prior quarter). The inspector determined that the licensee had 
performed a thorough evaluation in response to the PI's change in color. The licensee identified that the change in the 
PI was due to installed jumper wires which bypassed failure detection circuitry. The licensee identified this issue, 
determined the cause and developed comprehensive corrective actions to address the causes and prevent recurrence. 
The licensee's root cause evaluation identified the contributing factors to be: (1) a lack of licensee oversight of 
contractor and utility personnel; (2) failure to enforce contractual requirements; (3) an over reliance on the failure 
detection system; and (4) inadequate self- assessment. The licensee's corrective actions to prevent recurrence included: 
(1) training for contractors regarding specification content and methodologies; (2) modification of contract content 
requirements to specify supervisory oversight; (3) development of guidelines for monitoring contracts concerning work 
performed independent of direct utility supervision; and (4) development of a siren program manual that will include 
self- assessment criteria and activities. The inspector determined that the licensee's corrective actions were appropriate 
and that the ANS Reliability PI had changed from White to Green for the first quarter of 2001. 
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RESOLUTION 10 CFR 50.54(t) AUDIT FINDING RELATED TO THE INTERFACE 
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BETWEEN THE LICENSEE AND LOCAL GOVERNMENT/AGENCIES. 
The inspector determined that the 2000 EP quality assurance audit failed to evaluate and document the EP staffs' 
interface problems with State and local governments in accordance with 10 CFR 50.54(t) requirements even though 
deficiencies were identified. The finding was considered more than minor because there was a potential impact on 
public safety in that the offsite agencies are an integral part of the response to a radiological emergency. However, the 
inspector determined the licensee failed to implement a regulatory requirement which is not considered a failure to 
meet a planning standard as defined in Appendix B, Manual Chapter 0609. Also, there was no evidence of an actual 
interface problem affecting response capabilities. Therefore, this finding was determined to be of very low safety 
significance (Green). The inspector identified this as a non-cited violation for failing to properly document and assess 
offsite agency concerns as required by 10 CFR 50.54(t).  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL MEDIA TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual media training for the year 2000 as required per 
Section 6.1.4 of the licensee's Emergency Response Plan (ERP). This finding was more than minor because there was a 
potential impact on public safety in that the information to the general public via the media needs to be disseminated 
accurately to avoid confusion. However, it was of very low safety significance because, during this time period, the 
issue was limited in scope, the licensee had conducted the 2000 training in March of 2001, and the issue is viewed as 
an implementation problem. The inspector identified this as a non-cited violation for the licensee failing to conduct 
training according to the ERP and as required per 10 CFR 50.54(q) and 10 CFR Part 50, Appendix E.IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Aug 02, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ANNUAL RADIOLOGICAL MONITORING TRAINING NOT CONDUCTED 
The inspector identified that the licensee had not conducted the annual radiological monitoring drill for the year 2000 
which would include the actual collection and analyses of environmental samples as described in the Emergency 
Response Plan (ERP) Section 6.2.7. This finding was more than minor because there was a potential impact on public 
safety in that the licensee conducts drills or training in order to maintain proficiency in case an actual radiological 
emergency occurs. However, it was of very low safety significance because there was no evidence of a loss of 
proficiency for the group of responders and the issue is viewed as an implementation problem. The inspector identified 
this as a non-cited violation for the licensee not conducting drills according to the ERP and as required per 10 CFR 
50.54(q) and 10 CFR Part 50, Appendix E. IV.F.1.  
Inspection Report# : 2001012(pdf)  

Significance:  Jul 10, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN PA/EVACUATION ALARM SYSTEM FOR PERFORMING THE DESIGNATED 
EMERGENCY PREPAREDNESS EVACUATION FUNCTION. 
By letter on August 22, 2001, the NRC issued the final significance determination and violation. The inspectors 
identified a violation of an emergency planning standard and requirement in that the power block's public address 
(PA)/evacuation alarm system was degraded from 1992 to 2000 and, once repaired, it continued to be degraded with 
breaker problems. Accordingly, the system would not have been able to meet its emergency planning function. 
Requirements 10 CFR 50.54(q), emergency planning standard 10 CFR 50.47b(8), and Appendix E Section IV.E.9 
require that onsite emergency communication systems be maintained and have a backup power source. During the 
period of 1992-2000, the PA/evacuation alarm system was not functioning correctly, in that up to 47% of the speakers 
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( as of April 1999) were either inaudible or degraded to the point in which an individual would not be able to clearly 
hear instructions. From January 19 to February 13 and March 20 to April 17, 2001, the system would have become 
nonfunctional after 49 seconds of operation because the system had been operating on the backup power breaker and 
the breaker would have tripped. On February 13 and April 17, 2001, the PA/evacuation alarm system was 
nonfunctional for the periods of 4.5 hours and 1.5 hours, respectively, because both the primary and backup breakers 
had tripped resulting in a loss of power to the system. This issue was assessed using the emergency preparedness 
Significant Determination Process (SDP) described in NRC Inspection Manual Chapter 0609, Appendix B, and 
characterized as a White finding. The finding was of low to moderate safety significance because the failure to 
maintain the emergency onsite communication system without adequate compensatory measures or without a backup 
power source resulted in an emergency preparedness function not being met. The function would not have been met, in 
that the licensee would not properly inform and alert onsite personnel of protective actions and would unnecessarily 
delay a site evacuation. (EA-01-148) A supplemental inspection (95001) was performed by the NRC and documented 
in NRC Inspection report 05000277/2001-014 to assess the licensee's evaluation and corrective actions associated with 
the violation. The inspector determined that the licensee had performed a thorough evaluation, have taken immediate 
corrective actions, and continue to address the long term corrective actions in response to this White finding. The 
licensee determined the cause and developed comprehensive corrective actions to address the causes and prevent 
recurrence. The licensee's root cause evaluation identified the contributing factors to be: (1) routine testing of the 
system was suspended in 1992; (2) no recognition of the importance of the audibility of the speakers in carrying out the 
requirements of the Emergency Plan (E-Plan); (3) less than adequate modification performed in the early 1990's due to 
not considering the operating loads required for the plant evacuation notifications; (4) less than adequate assessment of 
the impact to the emergency planning requirements when the breakers were discovered to be tripped. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2001014(pdf)  

Occupational Radiation Safety 

Significance:  Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 
requires workers to notify radiation protection personnel of radiological problems and follow written and oral radiation 
protection guidance including notifying radiation protection upon an electronic dosimetry alarm. During early January 
2002, at least 5 individuals experienced dosimetry alarms and did not contact radiation protection. The matter was 
addressed by various corrective actions and entered into the corrective action process (CR No. 93464).  
Inspection Report# : 2001015(pdf)  

Significance:  Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ACCESS CONTROL TO RADIOLOGICALLY SIGNIFICANT AREAS 
On September 16, 2000, three workers did not follow oral and written radiation protection instructions, as required by 
radiation protection procedures and Technical Specifications, to avoid areas of elevated radiation dose rates in the Unit 
2 drywell. Specifically, contrary to the instructions given to them, three workers either worked in proximity of, passed 
through, or transported radiation shielding materials through elevated radiation fields (up to 13.9 R/hr ) in the drywell. 
As a result, one of the workers exceeded the dose limit specified in the radiation work permit. Further, one of the 
workers did not contact radiation protection personnel upon alarm of their dosimeter, also as specified in written and 
oral radiation protection instructions. This PECO-identified issue was determined to be a Non-cited Violation of 
Technical Specification 5.4.1. This issue was considered to be of very low safety significance because it did not result 
in an over exposure, did not create a substantial potential for such an exposure, and did not compromise the ability of 
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PECO to assess dose to its workers. This issue was placed in PECO's corrective action system.  
Inspection Report# : 2000010(pdf)  

Significance:  Sep 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DID NOT POST AND BARRAICADE A HIGH RADIATION AREA IN UNIT 2 DRYWELL 
On September 16, 2000, PECO did not post and barricade a High Radiation Area in the Unit 2 drywell. The failure to 
properly post and barricade the area contributed to three workers entering the area and one of the workers exceeding 
the dose limit specified in the radiation work permit. This NRC identified issue was determined to be a Non-cited 
Violation of Technical Specification 5.7.2.f. This issue was considered to be of very low safety significance because it 
did not result in an over exposure, did not create a substantial potential for such an exposure, and did not compromise 
the ability of PECO to assess dose to its workers. This issue was placed in PECO's corrective action system. 
Inspection Report# : 2000010(pdf)  

Public Radiation Safety 
Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
SUPPLEMENTAL INSPECTION FOR WHITE FINDING IN PUBLIC RADIATION SAFETY 
This supplemental inspection was performed by the NRC to assess PECO's evaluations and corrective actions 
associated with a WHITE finding involving failure to properly classify a shipment of radioactive waste sent on June 28, 
1999, to the Chem-Nuclear Systems (CNS) waste disposal site, Barnwell, South Carolina. The final significance 
determination was made for this issue which characterized it as WHITE as discussed in an August 3, 2000, NRC letter 
to PECO. The inspector determined that PECO performed an evaluation of the issue, identified root and contributing 
causes, and identified and implemented corrective actions to address these causes and prevent recurrence. Consistent 
with the guidance contained in NRC Inspection Manual Chapter (IMC) 0305, "Operating Reactor Assessment 
Program," this issue will only be considered in assessing plant performance for a total of four quarters from the date 
when the issue was identified by PECO (July 22, 1999).  
Inspection Report# : 2000014(pdf)  

Significance:  May 20, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
SHIPMENT RECORDS AND DOCUMENTATION 
The NRC identified two examples of failure to ensure proper closure of radioactive material shipping packages. The 
first example involved an April 25, 2000, shipment during which an incorrect procedure was used to secure the primary 
lid on a shipping cask being prepared for shipment. The procedure provided incorrect guidance for calculation of torque 
wrench settings used for closure of the cask. The second example involved a December 8, 1999, shipment during which 
PECO Nuclear did not ensure accuracy of leak testing equipment used to prepare a shipping cask. The two examples 
involved matters that had very low risk significance because no radiation limits were exceeded and there was no actual 
public health and safety consequences. The inspectors identified a non-cited violation of 10 CFR 71.5. 
Inspection Report# : 2000002(pdf)  

Physical Protection 
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Significance:  Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Access Control 
The inspectors identified a non-cited violation of 10 CFR 73.55 (b)(3) because on at least two occasions required 
personnel were not notified within the specified time to remove terminated individuals from the access authorization 
list. The finding was of very low safety significance because there was no malevolent act, no actual intrusion occurred, 
and there have not been greater than two similar findings in the past four quarters. 
Inspection Report# : 2001003(pdf)  

Miscellaneous 
Significance: N/A Nov 09, 2001 
Identified By: NRC 
Item Type: FIN Finding 
SUMMARY CONCLUSION REGARDING THE EFFECTIVENESS OF THE PROBLEM IDENTIFICATION 
AND RESOLUTION (PI&R) PROGRAM FROM THE PI&R INSPECTION 
The team concluded that, based on the review of a selected sample, the overall implementation of the corrective action 
program at Peach Bottom Atomic Power Station, Units 2 & 3, was acceptable. In general, problems were identified at 
an appropriate level and entered into the corrective action program. Issues were adequately prioritized and evaluated, 
and the evaluations were of adequate depth to identify the causes and appropriately broad in considering the extent of 
condition. The corrective actions were reasonable and adequately implemented. Nevertheless, the team identified 
instances where the licensee missed opportunities to identify and enter problems into the condition report process. In 
one instance, the issue resulted in a Green finding that was also a non-cited violation. 
Inspection Report# : 2001007(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
PECO was effective at identifying problems and entering them into their problem identification and resolution (PI&R) 
programs. Workers were not reluctant to input safety issues into the station's PI&R programs. Few deficiencies were 
identified by external organizations, including the NRC. PECO identified problems in a timely manner, commensurate 
with their significance and ease of discovery. No instances were identified in which conditions adverse to quality were 
being handled outside the corrective action program. PECO identified and implemented acceptable corrective actions 
for individual problems or issues. The corrective actions considered the significance of the issue or problem, extent of 
condition, generic implications, common cause, and previous occurrences. PECO identified root and contributing 
causes for significant conditions adverse to quality and adequately completed or scheduled completion of corrective 
actions.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT LICENSE APPLICATION SUBMITTED TONRC 
NO COLOR - The team identified a non-cited Severity Level IV violation of 10 CFR 55.31(a)(4) because an operator 
license application was submitted to the NRC in August 1999 with incorrect information. The application was incorrect 
because it indicated that the individual completed all required training even though the emergency preparedness portion 
of his required training was not completed until May 2000 (approximately eight months after the individual had been 
licensed). When evaluating this issue according to NRC Manual Chapter 0610*, Appendix B, it did involve extenuating 
circumstances in that the issue potentially impacted the NRC's ability to perform its regulatory function. The team's 
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evaluation of the apparent cause indicated a problem between the emergency preparedness and operator training 
organizations, and limited to one individual. The issue was documented in PECO's corrective action program as 
Performance Enhancement Program Issue I0012084.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Dec 22, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INACTIVE LICENSED OPERATOR PERFORMED THE FUNCTIONS OF A LICENSED OPERATOR 
10CFR55.53 requires performance of operator duties during five 12-hour shifts in a prior calendar quarter to maintain 
an active license in the current quarter. An operator performed the functions of a licensed operator during four-12 hour 
shifts in the third quarter of 2000 and thus became inactive. The individual performed the functions of a reactor 
operator for fifteen 12-hour shifts in the fourth quarter of 2000 without having completed the required actions to restore 
the individual's license to an active status. This item is PEP I0012046 in PECO's corrective action program.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Nov 18, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS BY ENTERING MODE 2 WITHOUT 
PERFORMING A REQUIRED SURVEILLANCE TEST - UNIT 2 
One violation of very low significance, which was identified by the licensee, has been reviewed by the inspectors. 
Corrective actions taken or planned by the licensee appear reasonable.  
Inspection Report# : 2000012(pdf)  

Significance: SL-IV Sep 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
"B" DRYWELL WIDE RANGE PRESSURE INSTRUMENT INOPERABLE FOR GREATER THAN 
TECHNICAL SPECIFICATION ALLOWABLE OUTAGE TIME - UNIT 2 
As identified in LER 2-00-001, the 2B Drywell Wide Range Pressure recorder was inoperable for greater than 30 days. 
The NRC determined this to be a Non-cited violation of Technical Specification 3.3.3.1. 
Inspection Report# : 2000010(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
HEALTH PHYSICS SUPPORT 
The licensee's plans and preparations for controlling radiological activities for the ISFSI were extensive and detailed. A 
specific radiation work permit included appropriate radiological controls and a review was conducted to maintain dose 
as low as is reasonably achievable (ALARA). A health physics supervisor and several technicians were dedicated to the 
ISFSI project. They were actively involved with the dry-run activities, provided pre-job briefings, and projected 
radiation conditions to the ISFSI work staff. 
Inspection Report# : 2000004(pdf)  

Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
MANAGEMENT, ORGANIZATION, RESPONSIBILITIES, SELF-ASSESSMENTS, AND CORRECTIVE 
ACTIONS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask 
storage system included the appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. 
The procedures were highly detailed, and reviewed and approved in accordance with the licensee's administrative 
program for document control. 
Inspection Report# : 2000004(pdf)  
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Significance: TBD Mar 10, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROCEDURES, DOCUMENT CONTROLS, & RECORDS 
The operational procedures for the loading, unloading, and transferring activities associated with the TN-68 cask 
storage system included the appropriate acceptance criteria and met ISFSI program needs and regulatory requirements. 
The procedures were highly detailed, and reviewed and approved in accordance with the licensee's administrative 
program for document control. 
Inspection Report# : 2000004(pdf)  

Last modified : December 02, 2002 
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Peach Bottom 2 

Initiating Events 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY THAT THE 2BH003 RIGGING HOIST HAD NOT BEEN ADEQUATELY LOAD TESTED PRIOR TO 
INITIALLY LIFTING THE 'B' RECIRCULATION PUMP MOTOR 
The inspectors identified a finding of very low safety significance because Exelon failed to identify that the 2BH003 rigging hoist had not been 
adequately load tested prior to initial use. During the 2R14 refueling outage, on September 21, 2002, a chain broke in the 2BH003 rigging hoist 
and the 2 ‘B' recirculation pump motor, weighing approximately 48,000 pounds, fell approximately ten inches onto the pump/motor stand. 
Exelon committed to meet the requirements of ANSI B30.2-1967, that required 2BH003 be tested to at least 125 per cent of rated load prior to 
initial use. The 2BH003 rigging hoist had only been tested to 100 per cent of rated load prior to initial use. The finding was determined to be of 
very low safety significance because the 2 ‘B' reactor coolant system barrier and the permanent reactor coolant system piping and component 
supports were not damaged when the motor fell. Also, the ‘B' subsystem of shutdown cooling was in-service; the reactor vessel level was 
greater than 22 feet above the top of the vessel flange; and the reactor coolant system time-to-boil was approximately 36 hours during this 
event. 
Inspection Report# : 2002005(pdf)  

Mitigating Systems 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RIGGING PROCEDURE FOR THE 'B' RECIRCUATION PUMP MOTOR LIFT 
The inspectors identified a non-cited violation (NCV) of very low safety significance of Technical Specification 5.4.1, "Procedures." 
Maintenance procedure M-C-700-332, "Rigging and Handling Heavy Loads," used for lifting the 2 ‘B' recirculation pump motor, did not 
contain any instructions requiring that the ‘A' subsystem of residual heat removal shutdown cooling to be operable during the motor lifts. The 
licensee's analysis of NUREG-0612, "Control of Heavy Loads at Nuclear Power Plants," noted the need for ‘A' subsystem of shutdown cooling 
to be operable when lifting the ‘B' recirculation pump motor. During the 2R14 refueling outage, a chain broke in the 2BH003 rigging hoist and 
the 2 ‘B' motor, weighing approximately 48,000 pounds, fell approximately ten inches onto the pump/motor stand. The ‘A' subsystem of 
residual heat removal was inoperable during this event. This NCV was determined to be of very low safety significance because the ‘B' 
subsystem of shutdown cooling remained in-service during this event. 
Inspection Report# : 2002005(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PNEUMATIC ISOLATION OF THE EMERGENCY DIESEL GENERATOR (EDG) CARDOX (CARBON 
DIOXIDE) SYSTEM FOLLOWING THE CARDOX INJECTION IN THE E-3 EDG BAY 
The inspectors identified a finding of very low safety significance (Green) because Exelon did not adequately isolate the pneumatic portion of 
the emergency diesel generator (EDG) cardox (carbon dioxide) fire suppression system following the unexpected cardox injection into the E-3 
EDG room on June 2, 2002. This inadequate isolation would permit a pneumatic trip and lock-out of any one of the operable E-1, E-2 or E-4 
EDGs if a spurious cardox actuation signal was generated for the respective room of that EDG. The finding was determined to be of very low 
safety significance because it did not result in an actual loss of safety function. The E-1, E-2 and E-4 EDGs remained operable during all 
troubleshooting activities and restoration of the E-3 EDG to an operable condition. 
Inspection Report# : 2002004(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
TRIP PROCEDURES INCONSISTENT WITH PLANT SPECIFIC ANALYSIS 
The team identified a finding concerning an inadequate emergency operating procedure (EOP) for returning the suction of the high pressure 
coolant injection (HPCI) pump to the condensate storage tank (CST) to ensure the self cooled HPCI lube oil temperatures would remain within 
the analyzed limit. This issue was associated with the HPCI safety function during a postulated anticipated transient without scram. The issue 
was considered to be of very low safety significance (Green) based on a Phase 1 evaluation of the Significance Determination Process since 
there was no actual loss of the HPCI system, and was determined to be a non-cited violation (NCV) of the Peach Bottom Technical 
Specifications, Section 5.4.1.b., "Procedures." 
Inspection Report# : 2002011(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PRECONDITIONING OF HIGH-PRESSURE COOLANT INJECTIONS (HPCI), REACTOR CORE ISOLATION COOLANT 
(RCIC) VALVES PRIOR TO INSERVICE TESTING (IST) 
The team identified that the high-pressure coolant injection (HPC)I and Reactor Core Isolation Cooling (RCIC) surveillance procedures 
incorporated steps which cycled 12 HPCI system valves and 8 RCIC valves, some several times, before the ASME in-service timing test. The 
team determined that this practice was unrecognized equipment preconditioning which had the potential to mask the as found condition of the 
valves. The issue was determined to be a finding of very low safety significance (Green) based on a Phase I evaluation of the Significance 
Determination Process because there was no actual loss of a valve safety function. 
Inspection Report# : 2002011(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE E-4 EMERGENCY DIESEL GENERATOR OPERABILITY DETERMINATION 
The inspectors identified a non-cited violation of very low safety significance (Green) of Technical Specification 5.4.1. Plant personnel did not 
perform an adequate operability determination in accordance with NOM-C-11.1 "Operability," for a degraded lube oil fitting on the E-4 
emergency diesel generator (EDG) that was identified on September 20, 2001. Subsequently, during an EDG test on March 19, 2002, the 
degraded fitting sheared off causing lube oil to be sprayed into the EDG room and the E-4 EDG to be inoperable. The issue was determined to 
be of very low safety significance based on a phase 2 risk evaluation in accordance with our significance determination process. The other three 
emergency diesels were not affected by this failure and both offsite power sources remained operable while the diesel was inoperable.  
Inspection Report# : 2002003(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADATION OF THE 2D RHR HEAT EXCHANGER PERFORMANCE WAS NOT RECOGNIZED IN A NOVEMBER 2000 
TEST AND THE TESTING INTERVAL OF THE 2B AND 2C HEAT EXCHANGERS EXCEEDED THE PLANNED FOUR YEARS.
The inspector identified a finding of very low safety significance regarding testing of the 2B, 2C, and 2D RHR heat exchangers. Specifically 
degradation of the 2D RHR heat exchanger performance was not recognized in a November 2000 test and the testing interval of the 2B and 2C 
heat exchangers exceeded the planned four years. The finding was determined to be of very low safety significance because the finding did not 
represent an actual loss of safety function because the heat exchangers were always operable. 
Inspection Report# : 2002002(pdf)  

Significance:  Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO A SURVEILLANCE TEST PROCEDURE 
Technical Specification 5.4.1 requires written procedures be established, implemented, and maintained covering activities listed in Regulatory 
Guide 1.33. Regulatory Guided 1.33 includes procedures for performing surveillance tests on plant equipment. Contrary to the above, on 
November 16, 2001, operators did not verify compliance with Technical Specification 3.5.1 as required by ST-I-010-100, "Residual Heat 
Removal (RHR) Loop Logic System Functional Test." Specifically, with the 3‘A' loop of RHR inoperable for automatic the low pressure 
coolant injection, on three separate occasions the operators did not verify compliance with Technical Specification 3.5.1. The first occurred 
when the 3'B' RHR pump was also inoperable for approximately 30 minutes, the second was when the 3'D' RHR pump was also inoperable for 
approximately 30 minutes and the third was when the 3'A' core spray loop was also inoperable for approximately 40 minutes. Although all 
three occasions were contrary to the requirements of Technical Specification 3.5.1, technical specifications were not violated since no required 
actions were missed during the time frames in which the additional subsystems were inoperable. The licensee entered this issue into their 
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corrective action program as CR 00083213. This is being treated as a Non-Cited Violation.  
Inspection Report# : 2001015(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established. This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has 
entered this issue into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the 
issue. However, the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC 
and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment. The assumption that only a single spurious actuation need be considered for any one system 
for any one fire is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue 
into their corrective action program and have implemented reasonable compensatory measures. However, the issue of multiple spurious 
actuations of equipment in a post-fire environment is in contention between the NRC and the nuclear industry. As such, any further 
enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with 
Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Preventative Maintenance on Critical Ventilation Dampers 
The inspectors identified a non-cited violation of very low safety significance. The non-cited violation of Technical Specification 5.4.1 is due 
to the licensee's failure to adequately establish or maintain preventive maintenance activities and procedures on critical, safety-related 
ventilation dampers for the Control Room Emergency Ventilation (CREV), Standby Gas Treatment (SBGT), and reactor building ventilation 
systems. Peach Bottom procedure, A-C-28, "Preventative Maintenance Program" requires preventative maintenance activities on critical 
equipment, such as these dampers. The licensee discontinued preventive maintenance on critical, safety-related ventilation dampers in 1988. 
This NCV was determined to be of very low safety significance because individual damper failures, to date, have not impacted CREV, SBGT 
or other safety-related systems due to damper and system redundancy. A contributing cause to the length of time that Exelon did not identify 
this issue was related to the Problem Identification and Resolution cross-cutting area. Peach Bottom plant personnel did not identify the lack of 
preventative maintenance for safety-related dampers following several damper failures at Peach Bottom and a 1999 generic issue related to 
these dampers identified to the Peach Bottom staff by the licensee's Limerick Generating Station. The causal relationship between this finding 
and the cross-cutting area was that plant personnel did not identify that preventative maintenance was not being performed on safety-related 
dampers and, as a result, some individual dampers degraded to a point where they could not perform their intended functions. 
Inspection Report# : 2002006(pdf)  

Significance:  Mar 30, 2002 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
A NON-CITED VIOLATION OF T.S. 5.4.1 FOR AN INADEQUATE EMERGENCY OPERATING PROCEDURE WHICH DID 
NOT DIRECT RE-INITIATION OF DRYWELL SPRAYS AT AN APPROPRIATE PRIMARY CONTAINMENT PRESSURE. 
The inspector identified a non-cited violation of technical specification 5.4.1 for an inadequate emergency operating procedure. Emergency 
operating procedure T-102, "Primary Containment Control" was inadequate because the procedure did not direct the operators to re-initiate 
drywell sprays after drywell sprays were terminated if containment pressure again increased. The finding was of very low safety significance 
because there was no actual open pathway in the physical integrity or actual reduction in the atmospheric control of the reactor containment. T-
102 was only used during training and was not entered for conditions requiring actual use of drywell sprays. 
Inspection Report# : 2002002(pdf)  

Emergency Preparedness 

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON'S FORMAL CRITIQUE OF THE FEBRUARY 14, 2002, EMERGENCY PREPAREDNESS EXERCISE FAILED TO 
IDENTIFY AND CORRECT PERFORMANCE DEFICIENCIES 
(By letter dated November 26, 2002 Final Significance Determination for Green and White Findings and A Notice of Violation at Peach 
Bottom.) The inspector identified a non-cited violation of of 10 CFR 50, Appendix E, IV.F.2.g because the critique did not identify all relevant 
weaknesses and performance lapses during the emergency preparedness exercise on February 14, 2002. Crew performance lapses in 
communicating reactor water level information to the ED were relevant to the ED's responsibilities in classifying the event. Specifically, 
information that reactor water level had gone below the top of the fuel should have been provided to shift management and the ED to be 
considered in conjunction with contemporaneous changes in plant radiological conditions that were being interpreted. Nonetheless, the NRC 
concludes that, even without the reactor water level information, the ED made a proper classification of General Emergency Conditions in an 
acceptable time frame. Hence, the critique inadequacies did not involve failures to identify problems with any RSPS and are properly classified 
as a Green issue.  
Inspection Report# : 2002007(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: VIO Violation 
EXELON DID NOT PROPERLY USE THE CLASSIFICATION SCHEME DURING AN ALERT WHEN CARBON DIOXIDE WAS 
DISCHARGED INTO AN EMERGENCY DIESEL GENERATOR ROOM ON JUNE 2, 2002 
(By letter dated November 26, 2002 Final Significance Determination for Green and White Findings and Notice of Violation) The NRC issued 
a violation of low to moderate safety significance of 10 CFR 50.54(q), 10 CFR 50.47(b)(2), 10 CFR 50.47(b)(4), and the Exelon Nuclear 
Emergency Response Plan. Section 2.0 of this Emergency Response Plan states, in part, that the classification system provided in Emergency 
Response Procedure (ERP)-101, provides for implementation of certain actions immediately applicable to a specific condition, and indicates 
that the Emergency Director determines the emergency classification and the actions to be taken. On June 2, 2002, the standard emergency 
classification and action level scheme was not properly used by the operations crew. Specifically, at 12:31 a.m., a condition occurred that 
warranted an ALERT declaration in accordance with ERP-101 when the fire suppression system inadvertently discharged carbon dioxide, a life 
threatening gas, into the No. 3 emergency diesel generator room, a plant vital structure. After the shift manager completed actions to assure safe 
plant conditions and personnel accountability, the shift manager did not then carry out his responsibility to review emergency action levels, 
classify the event and assume the duties of Emergency Director. In particular, between 12:39 a.m. and 12:47 a.m., the shift manager was 
engaged in non-emergency response related activities implementing an administrative procedure for calling the licensee's corporate duty officer 
in order to inform licensee senior management of plant conditions. As a result, there was an undue delay in properly classifying the event and 
the ALERT classification was not made until 1:02 a.m. Per the emergency preparedness SDP (during an actual event), significance is based on 
the event classification level, and whether or not there was a failure to implement a risk significant planning standard. During the time period 
noted above, the shift manager exhibited a performance deficiency that involved a failure to implement a risk significant planning standard 
during an Alert condition. Such a finding is considered White in accordance with IMC 0609, Appendix B, and has low to moderate importance 
to safety.  
Inspection Report# : 2002007(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON DID NOT ACTIVATE THE TSC WITHIN 60 MINUTES FOLLOWING DECLARATION OF AN ALERT ON JUNE 2, 
2002 
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The inspector identified a non-cited violation of 10 CFR 50.47(b)(2) because during a declared Alert on June 2, 2002, Exelon failed to activate 
their Technical Support Center (TSC) within 60 minutes as stated in their Nuclear Emergency Plan. Exelon's failure to activate an emergency 
facility in a timely manner is associated with a significant planning standard and determined to be a violation of very low safety significance 
using Manual Chapter 0609, Appendix B, "Emergency Preparedness Significance Determination Process," Sheet 2. 
Inspection Report# : 2002007(pdf)  

Occupational Radiation Safety 

Significance:  Feb 16, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
LICENSEE DID NOT ADHERE TO RADIATION PROTECTION PROCEDURES 
Technical Specification 6.11 requires that the licensee implement radiation protection procedures. Procedure HP-C-310 requires workers to 
notify radiation protection personnel of radiological problems and follow written and oral radiation protection guidance including notifying 
radiation protection upon an electronic dosimetry alarm. During early January 2002, at least 5 individuals experienced dosimetry alarms and 
did not contact radiation protection. The matter was addressed by various corrective actions and entered into the corrective action process (CR 
No. 93464).  
Inspection Report# : 2001015(pdf)  

Public Radiation Safety 

Physical Protection 

Miscellaneous 

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

Initiating Events 

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY THAT THE 2BH003 RIGGING HOIST HAD NOT BEEN ADEQUATELY LOAD 
TESTED PRIOR TO INITIALLY LIFTING THE 'B' RECIRCULATION PUMP MOTOR 
The inspectors identified a finding of very low safety significance because Exelon failed to identify that the 2BH003 
rigging hoist had not been adequately load tested prior to initial use. During the 2R14 refueling outage, on September 
21, 2002, a chain broke in the 2BH003 rigging hoist and the 2 ‘B' recirculation pump motor, weighing approximately 
48,000 pounds, fell approximately ten inches onto the pump/motor stand. Exelon committed to meet the requirements 
of ANSI B30.2-1967, that required 2BH003 be tested to at least 125 per cent of rated load prior to initial use. The 
2BH003 rigging hoist had only been tested to 100 per cent of rated load prior to initial use. The finding was determined 
to be of very low safety significance because the 2 ‘B' reactor coolant system barrier and the permanent reactor coolant 
system piping and component supports were not damaged when the motor fell. Also, the ‘B' subsystem of shutdown 
cooling was in-service; the reactor vessel level was greater than 22 feet above the top of the vessel flange; and the 
reactor coolant system time-to-boil was approximately 36 hours during this event. 
Inspection Report# : 2002005(pdf)  

Mitigating Systems 

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY MAINTAIN FIRE SAFE SHUTDOWN EMERGENCY LIGHTING UNITS 
The inspectors identified a non-cited violation of very low safety significance (Green). The non-cited violation of 
Condition 2.C.4 of the operating licenses for both Units 2 and 3 was identified because Exelon did not adequately 
maintain emergency lighting units with at least an 8-hour battery power supply in three areas needed for operation of 
safe shutdown equipment. The Peach Bottom Fire Protection Plan (FPP) required emergency lighting for safe 
shutdown and emergency response in the event of fire. This NCV was determined to be of very low safety significance 
because the finding did not contribute to a loss of mitigation equipment functions and did not increase the likelihood of 
a fire event. In addition, during the period that the emergency lights were unavailable, there was no actual loss of 
lighting and portable seal beamed lights, that could be used as alternative lighting, were staged in three separate areas 
in the plant. A contributing cause of the failed emergency lighting in the three areas was related to the Problem 
Identification and Resolution cross-cutting area. Peach Bottom plant personnel identified in July 1996 that emergency 
lighting units were failing prematurely (CR # 060005). Although station personnel documented the lighting 
deficiencies in A/Rs and corrected each of the degraded lighting units until the summer of 2002, plant personnel did not 
implement effective corrective actions to prevent these problems from reoccurring.  
Inspection Report# : 2003002(pdf)  
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Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
UNEXPECTED TRIP OF THE E2 EMERGENCY DIESEL GENERATOR (EDG) DUE TO THE FAILURE 
TO IDENTIFY AND DISABLE THE EDG ELECTRICAL TRIPS ASSOCIATED WITH THE ISOLATED 
CARDOX INJECTION FIRE PROTECTION SYSTEM 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion XVI because Exelon did not adequately correct a condition adverse to quality, namely, emergency diesel 
generator (EDG) trips caused by electrical trip and lock-out signals from the cardox injection fire protection system due 
to loose foreign material or failed circuit cards. Specifically, between June 2002 and January 19, 2003, Exelon did not 
disable the electrical trip and lock-out signals from the cardox injection fire protection system that will trip the EDG. 
The E2 EDG tripped during a 24-hour endurance run on January 18, 2003, because of an electrical trip signal from the 
cardox injection fire protection system due to loose foreign material. This NCV was of very low safety significance 
because the E1, E3 and E4 EDGs remained operable during the entire time that the E2 EDG was unavailable and the E2 
EDG was unavailable for only a short amount of time (less than three days). A contributing cause of this finding was 
related to the Problem Identification and Resolution crossing-cutting area. Exelon did not evaluate in a prompt manner 
whether it was appropriate to disable the electrical trips of the EDGs from the cardox injection fire protection system 
after NRC inspectors identified that the trips were still active with the EDG cardox system isolated. After station 
personnel isolated the cardox injection following the inadvertent cardox injection in June 2002, inspectors documented 
in NRC Inspection Report 50-277/02-04, 50-278/02-04, dated July 23, 2002, that the electrical portion of the cardox 
system that generated the EDG trip and lock-outs was not isolated. Although, in response to the NRC inspection, 
station personnel had generated an assignment in CR # 110334 to evaluate removing the cardox system EDG trips and 
lock-outs while the cardox system was isolated, plant personnel had not completed this evaluation until after the E2 
EDG tripped during the January 2003 endurance test run. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
REACTOR CORE ISOLATION COOLING PUMP INOPERABLE IN THE AUTOMATIC FLOW 
CONTROL MODE SINCE 1994. 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green). The non-cited violation 
of Technical Specification (TS) 3.5.3 is due to the inoperability of the Unit 2 reactor core isolation cooling (RCIC) 
pump in the automatic flow control mode since March 1994. In 1994, a modification to the RCIC pump flow controller 
was performed involving replacement of the controller and subsequent increase in the controller gain setting. This gain-
set adjustment rendered the RCIC pump incapable, in automatic flow control, of delivering 600 gpm at reactor 
pressure, as required by TS 3.5.3. This NCV was determined to be of very low safety significance. The flow rate for 
Unit 2 RCIC pump in the automatic mode, although degraded, was sufficient to meet the reactor decay heat 
requirements and provide make-up water to the reactor vessel during transient events. Additionally, the RCIC pump 
met design and licensing flow requirements with the pump flow controller in manual. 
Inspection Report# : 2003007(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE RIGGING PROCEDURE FOR THE 'B' RECIRCUATION PUMP MOTOR LIFT 
The inspectors identified a non-cited violation (NCV) of very low safety significance of Technical Specification 5.4.1, 
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"Procedures." Maintenance procedure M-C-700-332, "Rigging and Handling Heavy Loads," used for lifting the 2 ‘B' 
recirculation pump motor, did not contain any instructions requiring that the ‘A' subsystem of residual heat removal 
shutdown cooling to be operable during the motor lifts. The licensee's analysis of NUREG-0612, "Control of Heavy 
Loads at Nuclear Power Plants," noted the need for ‘A' subsystem of shutdown cooling to be operable when lifting the 
‘B' recirculation pump motor. During the 2R14 refueling outage, a chain broke in the 2BH003 rigging hoist and the 2 
‘B' motor, weighing approximately 48,000 pounds, fell approximately ten inches onto the pump/motor stand. The ‘A' 
subsystem of residual heat removal was inoperable during this event. This NCV was determined to be of very low 
safety significance because the ‘B' subsystem of shutdown cooling remained in-service during this event. 
Inspection Report# : 2002005(pdf)  

Significance:  Jun 29, 2002 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE PNEUMATIC ISOLATION OF THE EMERGENCY DIESEL GENERATOR (EDG) 
CARDOX (CARBON DIOXIDE) SYSTEM FOLLOWING THE CARDOX INJECTION IN THE E-3 EDG 
BAY 
The inspectors identified a finding of very low safety significance (Green) because Exelon did not adequately isolate 
the pneumatic portion of the emergency diesel generator (EDG) cardox (carbon dioxide) fire suppression system 
following the unexpected cardox injection into the E-3 EDG room on June 2, 2002. This inadequate isolation would 
permit a pneumatic trip and lock-out of any one of the operable E-1, E-2 or E-4 EDGs if a spurious cardox actuation 
signal was generated for the respective room of that EDG. The finding was determined to be of very low safety 
significance because it did not result in an actual loss of safety function. The E-1, E-2 and E-4 EDGs remained operable 
during all troubleshooting activities and restoration of the E-3 EDG to an operable condition. 
Inspection Report# : 2002004(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TRIP PROCEDURES INCONSISTENT WITH PLANT SPECIFIC ANALYSIS 
The team identified a finding concerning an inadequate emergency operating procedure (EOP) for returning the suction 
of the high pressure coolant injection (HPCI) pump to the condensate storage tank (CST) to ensure the self cooled 
HPCI lube oil temperatures would remain within the analyzed limit. This issue was associated with the HPCI safety 
function during a postulated anticipated transient without scram. The issue was considered to be of very low safety 
significance (Green) based on a Phase 1 evaluation of the Significance Determination Process since there was no actual 
loss of the HPCI system, and was determined to be a non-cited violation (NCV) of the Peach Bottom Technical 
Specifications, Section 5.4.1.b., "Procedures." 
Inspection Report# : 2002011(pdf)  

Significance:  Jun 21, 2002 
Identified By: NRC 
Item Type: FIN Finding 
PRECONDITIONING OF HIGH-PRESSURE COOLANT INJECTIONS (HPCI), REACTOR CORE 
ISOLATION COOLANT (RCIC) VALVES PRIOR TO INSERVICE TESTING (IST) 
The team identified that the high-pressure coolant injection (HPC)I and Reactor Core Isolation Cooling (RCIC) 
surveillance procedures incorporated steps which cycled 12 HPCI system valves and 8 RCIC valves, some several 
times, before the ASME in-service timing test. The team determined that this practice was unrecognized equipment 
preconditioning which had the potential to mask the as found condition of the valves. The issue was determined to be a 
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finding of very low safety significance (Green) based on a Phase I evaluation of the Significance Determination 
Process because there was no actual loss of a valve safety function. 
Inspection Report# : 2002011(pdf)  

Significance:  May 18, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE E-4 EMERGENCY DIESEL GENERATOR OPERABILITY DETERMINATION 
The inspectors identified a non-cited violation of very low safety significance (Green) of Technical Specification 5.4.1. 
Plant personnel did not perform an adequate operability determination in accordance with NOM-C-11.1 "Operability," 
for a degraded lube oil fitting on the E-4 emergency diesel generator (EDG) that was identified on September 20, 2001. 
Subsequently, during an EDG test on March 19, 2002, the degraded fitting sheared off causing lube oil to be sprayed 
into the EDG room and the E-4 EDG to be inoperable. The issue was determined to be of very low safety significance 
based on a phase 2 risk evaluation in accordance with our significance determination process. The other three 
emergency diesels were not affected by this failure and both offsite power sources remained operable while the diesel 
was inoperable.  
Inspection Report# : 2002003(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases 
of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS 
was not performed as part of the scope of this inspection, the risk associated with this issue was not established. This 
issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation 
Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment. The assumption that only a single spurious actuation need be considered for any one system for any one 
fire is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO 
entered this issue into their corrective action program and have implemented reasonable compensatory measures. 
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However, the issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the 
NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this 
issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-
02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Preventative Maintenance on Critical Ventilation Dampers 
The inspectors identified a non-cited violation of very low safety significance. The non-cited violation of Technical 
Specification 5.4.1 is due to the licensee's failure to adequately establish or maintain preventive maintenance activities 
and procedures on critical, safety-related ventilation dampers for the Control Room Emergency Ventilation (CREV), 
Standby Gas Treatment (SBGT), and reactor building ventilation systems. Peach Bottom procedure, A-C-28, 
"Preventative Maintenance Program" requires preventative maintenance activities on critical equipment, such as these 
dampers. The licensee discontinued preventive maintenance on critical, safety-related ventilation dampers in 1988. This 
NCV was determined to be of very low safety significance because individual damper failures, to date, have not 
impacted CREV, SBGT or other safety-related systems due to damper and system redundancy. A contributing cause to 
the length of time that Exelon did not identify this issue was related to the Problem Identification and Resolution cross-
cutting area. Peach Bottom plant personnel did not identify the lack of preventative maintenance for safety-related 
dampers following several damper failures at Peach Bottom and a 1999 generic issue related to these dampers 
identified to the Peach Bottom staff by the licensee's Limerick Generating Station. The causal relationship between this 
finding and the cross-cutting area was that plant personnel did not identify that preventative maintenance was not being 
performed on safety-related dampers and, as a result, some individual dampers degraded to a point where they could 
not perform their intended functions. 
Inspection Report# : 2002006(pdf)  

Emergency Preparedness 
Significance: SL-IV Jan 17, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR50.54(q) VIOLATION FOR DECREASING THE EFFECTIVENESS OF THE PLAN BY CHANGING 
EALS THAT ADDRESS TOXIC GAS WITHOUT PRIOR NRC APPROVAL. 
Severity Level IV. The licensee changed its emergency action level schemes such that there would be a reduction in 
declarable events as the emphasis shifted from personnel safety to equipment status. The changes were determined to 
be a decrease in the effectiveness of the emergency plans. Decreases in the effectiveness of an emergency plan must 
receive NRC review prior to implementation. The changes were implemented without NRC approval. The finding was 
determined to be more than minor as its significance was related to the impact it would have on the mobilization of the 
emergency response organization and preclude offsite agencies from being aware of adverse conditions on site. The 
licensee accepted the NRC's position and entered this issue into its corrective action program (Condition Report 
139997) and will change the emergency action levels back to the original wording. The implementation of the changes 
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which decreased the effectiveness of the emergency plans, without NRC review, is being treated as a non-cited 
violations consistent with Section VI.A of the Enforcement Policy, issued on May 1, 2000 (65 FR 25388). (NCV 50-
277; 50-278/03-008-01 & 50-352; 50-353/03-006)  
Inspection Report# : 2003008(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON'S FORMAL CRITIQUE OF THE FEBRUARY 14, 2002, EMERGENCY PREPAREDNESS 
EXERCISE FAILED TO IDENTIFY AND CORRECT PERFORMANCE DEFICIENCIES 
(By letter dated November 26, 2002 Final Significance Determination for Green and White Findings and A Notice of 
Violation at Peach Bottom.) The inspector identified a non-cited violation of of 10 CFR 50, Appendix E, IV.F.2.g 
because the critique did not identify all relevant weaknesses and performance lapses during the emergency 
preparedness exercise on February 14, 2002. Crew performance lapses in communicating reactor water level 
information to the ED were relevant to the ED's responsibilities in classifying the event. Specifically, information that 
reactor water level had gone below the top of the fuel should have been provided to shift management and the ED to be 
considered in conjunction with contemporaneous changes in plant radiological conditions that were being interpreted. 
Nonetheless, the NRC concludes that, even without the reactor water level information, the ED made a proper 
classification of General Emergency Conditions in an acceptable time frame. Hence, the critique inadequacies did not 
involve failures to identify problems with any RSPS and are properly classified as a Green issue.  
Inspection Report# : 2002007(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: VIO Violation 
EXELON DID NOT PROPERLY USE THE CLASSIFICATION SCHEME DURING AN ALERT WHEN 
CARBON DIOXIDE WAS DISCHARGED INTO AN EMERGENCY DIESEL GENERATOR ROOM ON 
JUNE 2, 2002 
(By letter dated November 26, 2002 Final Significance Determination for Green and White Findings and Notice of 
Violation) The NRC issued a violation of low to moderate safety significance of 10 CFR 50.54(q), 10 CFR 50.47(b)(2), 
10 CFR 50.47(b)(4), and the Exelon Nuclear Emergency Response Plan. Section 2.0 of this Emergency Response Plan 
states, in part, that the classification system provided in Emergency Response Procedure (ERP)-101, provides for 
implementation of certain actions immediately applicable to a specific condition, and indicates that the Emergency 
Director determines the emergency classification and the actions to be taken. On June 2, 2002, the standard emergency 
classification and action level scheme was not properly used by the operations crew. Specifically, at 12:31 a.m., a 
condition occurred that warranted an ALERT declaration in accordance with ERP-101 when the fire suppression 
system inadvertently discharged carbon dioxide, a life threatening gas, into the No. 3 emergency diesel generator room, 
a plant vital structure. After the shift manager completed actions to assure safe plant conditions and personnel 
accountability, the shift manager did not then carry out his responsibility to review emergency action levels, classify 
the event and assume the duties of Emergency Director. In particular, between 12:39 a.m. and 12:47 a.m., the shift 
manager was engaged in non-emergency response related activities implementing an administrative procedure for 
calling the licensee's corporate duty officer in order to inform licensee senior management of plant conditions. As a 
result, there was an undue delay in properly classifying the event and the ALERT classification was not made until 
1:02 a.m. Per the emergency preparedness SDP (during an actual event), significance is based on the event 
classification level, and whether or not there was a failure to implement a risk significant planning standard. During the 
time period noted above, the shift manager exhibited a performance deficiency that involved a failure to implement a 
risk significant planning standard during an Alert condition. Such a finding is considered White in accordance with 
IMC 0609, Appendix B, and has low to moderate importance to safety. 
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Inspection Report# : 2002007(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON DID NOT ACTIVATE THE TSC WITHIN 60 MINUTES FOLLOWING DECLARATION OF AN 
ALERT ON JUNE 2, 2002 
The inspector identified a non-cited violation of 10 CFR 50.47(b)(2) because during a declared Alert on June 2, 2002, 
Exelon failed to activate their Technical Support Center (TSC) within 60 minutes as stated in their Nuclear Emergency 
Plan. Exelon's failure to activate an emergency facility in a timely manner is associated with a significant planning 
standard and determined to be a violation of very low safety significance using Manual Chapter 0609, Appendix B, 
"Emergency Preparedness Significance Determination Process," Sheet 2. 
Inspection Report# : 2002007(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Last modified : May 30, 2003 
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Peach Bottom 2 
2Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 27, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action for Equipment Performance Problems with a Reactor Feed Pump Turbine 
Overspeed Solenoid 
Green. A self-revealing finding was identified because Exelon did not identify and correct a mis-wired solenoid during 
troubleshooting and maintenance activities conducted in September 1999 and November 2001. This resulted in a 
reactor feed pump trip and plant transient following a subsequent solenoid failure on November 4, 2002. This finding is 
greater than minor because it was associated with an attribute and affected the objective of the Initiating Events 
Cornerstone in that the equipment deficiency resulted in a plant transient. The finding is of very low safety significance 
(Green) because, although it caused a plant perturbation, it did not increase the likelihood of a primary or secondary 
system loss of coolant accident initiator, did not contribute to a combination of a reactor trip and loss of mitigation 
equipment functions, and did not increase the likelihood of a fire or internal/external flood 
Inspection Report# : 2003012(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Identify that the 2BH003 Rigging Hoist Had Not Been Adequately Load Tested Prior to Initially 
Lifting the 'B' Recirculation Pump Motor 
The inspectors identified a finding of very low safety significance because Exelon failed to identify that the 2BH003 
rigging hoist had not been adequately load tested prior to initial use. During the 2R14 refueling outage, on September 
21, 2002, a chain broke in the 2BH003 rigging hoist and the 2 ‘B' recirculation pump motor, weighing approximately 
48,000 pounds, fell approximately ten inches onto the pump/motor stand. Exelon committed to meet the requirements 
of ANSI B30.2-1967, that required 2BH003 be tested to at least 125 per cent of rated load prior to initial use. The 
2BH003 rigging hoist had only been tested to 100 per cent of rated load prior to initial use. The finding was determined 
to be of very low safety significance because the 2 ‘B' reactor coolant system barrier and the permanent reactor coolant 
system piping and component supports were not damaged when the motor fell. Also, the ‘B' subsystem of shutdown 
cooling was in-service; the reactor vessel level was greater than 22 feet above the top of the vessel flange; and the 
reactor coolant system time-to-boil was approximately 36 hours during this event. 
Inspection Report# : 2002005(pdf)  

Mitigating Systems 

Significance:  Jun 28, 2003 
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Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate E2 Emergency Diesel Generator Maintenance Procedure Resulted in a Lube Oil Leak that Caused a 
Small Fire on the Exhaust Manifold 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical 
Specification 5.4.1 because Exelon did not adequately establish and maintain torque values for the engine top cover 
flange joint bolts in an emergency diesel generator (EDG) maintenance procedure. The lack of torque values resulted in 
lube oil leakage from an improperly torqued joint which led to a small fire on the E2 EDG exhaust manifold during 
surveillance testing. This finding was considered more than minor, since it was associated with an attribute and affected 
the objective of the Mitigating System cornerstone. The applicable attribute was maintenance procedure quality and 
affected the objective of the cornerstone to ensure the reliability of emergency electrical systems to respond to initiating 
events to prevent undesirable consequences. The finding was determined to be of very low safety significance because 
all four EDGs remained available with the loose top cover flange bolts. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 25, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Provide Cable Protection in Accordance With 10 CFR Part 50, Appendix R, Section III.G.2 
The team identified a non-cited violation of 10 CFR Part 50, Appendix R, Section III.G.2. Exelon included manual 
actions in Table A-1 of Specification NE-00296, Post-Fire Safe Shutdown Program Requirements, November 23, 1999, 
to operate equipment necessary for achieving and maintaining hot shutdown. Several of these manual actions did not 
meet the requirements of Appendix R, Section III.G.2 and the NRC had not granted exemptions to allow these actions. 
In accordance with the guidance provided in Inspection Procedure 71111.05, "Fire Protection," (Revision dated 3/6/03) 
this finding is greater than minor. The finding is of very low safety significance because the manual actions are 
reasonable and are expected to meet the criteria outlined in Enclosure 2 of Inspection Procedure 71111.05. 
Inspection Report# : 2003009(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Adequately Maintain Fire Safe Shutdown Emergency Lighting Units 
The inspectors identified a non-cited violation of very low safety significance (Green). The non-cited violation of 
Condition 2.C.4 of the operating licenses for both Units 2 and 3 was identified because Exelon did not adequately 
maintain emergency lighting units with at least an 8-hour battery power supply in three areas needed for operation of 
safe shutdown equipment. The Peach Bottom Fire Protection Plan (FPP) required emergency lighting for safe 
shutdown and emergency response in the event of fire. This NCV was determined to be of very low safety significance 
because the finding did not contribute to a loss of mitigation equipment functions and did not increase the likelihood of 
a fire event. In addition, during the period that the emergency lights were unavailable, there was no actual loss of 
lighting and portable seal beamed lights, that could be used as alternative lighting, were staged in three separate areas 
in the plant. A contributing cause of the failed emergency lighting in the three areas was related to the Problem 
Identification and Resolution cross-cutting area. Peach Bottom plant personnel identified in July 1996 that emergency 
lighting units were failing prematurely (CR # 060005). Although station personnel documented the lighting 
deficiencies in A/Rs and corrected each of the degraded lighting units until the summer of 2002, plant personnel did not 
implement effective corrective actions to prevent these problems from reoccurring.  
Inspection Report# : 2003002(pdf)  
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Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unexpected Trip of the E2 Emergency Diesel Generator (EDG) Due to the Failure to Identify and Disable the 
EDG Electrical Trips Associated with the Isolated Cardox Injection Fire Protection System 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion XVI because Exelon did not adequately correct a condition adverse to quality, namely, emergency diesel 
generator (EDG) trips caused by electrical trip and lock-out signals from the cardox injection fire protection system due 
to loose foreign material or failed circuit cards. Specifically, between June 2002 and January 19, 2003, Exelon did not 
disable the electrical trip and lock-out signals from the cardox injection fire protection system that will trip the EDG. 
The E2 EDG tripped during a 24-hour endurance run on January 18, 2003, because of an electrical trip signal from the 
cardox injection fire protection system due to loose foreign material. This NCV was of very low safety significance 
because the E1, E3 and E4 EDGs remained operable during the entire time that the E2 EDG was unavailable and the E2 
EDG was unavailable for only a short amount of time (less than three days). A contributing cause of this finding was 
related to the Problem Identification and Resolution crossing-cutting area. Exelon did not evaluate in a prompt manner 
whether it was appropriate to disable the electrical trips of the EDGs from the cardox injection fire protection system 
after NRC inspectors identified that the trips were still active with the EDG cardox system isolated. After station 
personnel isolated the cardox injection following the inadvertent cardox injection in June 2002, inspectors documented 
in NRC Inspection Report 50-277/02-04, 50-278/02-04, dated July 23, 2002, that the electrical portion of the cardox 
system that generated the EDG trip and lock-outs was not isolated. Although, in response to the NRC inspection, 
station personnel had generated an assignment in CR # 110334 to evaluate removing the cardox system EDG trips and 
lock-outs while the cardox system was isolated, plant personnel had not completed this evaluation until after the E2 
EDG tripped during the January 2003 endurance test run. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Core Isolation Cooling Pump Inoperable in the Automatic Flow Control Mode Since 1994 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green). The non-cited violation 
of Technical Specification (TS) 3.5.3 is due to the inoperability of the Unit 2 reactor core isolation cooling (RCIC) 
pump in the automatic flow control mode since March 1994. In 1994, a modification to the RCIC pump flow controller 
was performed involving replacement of the controller and subsequent increase in the controller gain setting. This gain-
set adjustment rendered the RCIC pump incapable, in automatic flow control, of delivering 600 gpm at reactor 
pressure, as required by TS 3.5.3. This NCV was determined to be of very low safety significance. The flow rate for 
Unit 2 RCIC pump in the automatic mode, although degraded, was sufficient to meet the reactor decay heat 
requirements and provide make-up water to the reactor vessel during transient events. Additionally, the RCIC pump 
met design and licensing flow requirements with the pump flow controller in manual. 
Inspection Report# : 2003007(pdf)  

Significance:  Sep 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Rigging Procedure for the 'B' Recirculation Pump Motor Lift 
The inspectors identified a non-cited violation (NCV) of very low safety significance of Technical Specification 5.4.1, 
"Procedures." Maintenance procedure M-C-700-332, "Rigging and Handling Heavy Loads," used for lifting the 2 ‘B' 
recirculation pump motor, did not contain any instructions requiring that the ‘A' subsystem of residual heat removal 
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shutdown cooling to be operable during the motor lifts. The licensee's analysis of NUREG-0612, "Control of Heavy 
Loads at Nuclear Power Plants," noted the need for ‘A' subsystem of shutdown cooling to be operable when lifting the 
‘B' recirculation pump motor. During the 2R14 refueling outage, a chain broke in the 2BH003 rigging hoist and the 2 
‘B' motor, weighing approximately 48,000 pounds, fell approximately ten inches onto the pump/motor stand. The ‘A' 
subsystem of residual heat removal was inoperable during this event. This NCV was determined to be of very low 
safety significance because the ‘B' subsystem of shutdown cooling remained in-service during this event. 
Inspection Report# : 2002005(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases 
of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS 
was not performed as part of the scope of this inspection, the risk associated with this issue was not established. This 
issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation 
Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
POST-FIRE SAFE SHUTDOWN CIRCUIT ANALYSES 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment. The assumption that only a single spurious actuation need be considered for any one system for any one 
fire is an apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO 
entered this issue into their corrective action program and have implemented reasonable compensatory measures. 
However, the issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the 
NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this 
issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-
02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 
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Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
"A" Train of Standby Gas Treatment System Inoperable for Greater Than 7 Days 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical 
Specification 3.6.4.3 due to the inoperability of one train of the standby gas treatment (SBGT) for greater than seven 
days. Around November 2002, the charcoal and HEPA filters on the ‘A' train were sprayed with water from the deluge 
system. The ‘A' train of SBGT was unable to perform its safety function for greater than seven days, due to the wetting 
of the charcoal filters. This finding was considered more than minor since it is associated with the Containment Barrier 
performance attribute of the Barrier integrity cornerstone. The finding affected the cornerstone objective to provide 
reasonable assurance that physical design barriers provide protection against a radiological release caused by accidents 
or events. The finding was determined to be of very low safety significance because the SBGT system was not required 
to mitigate a radiological release while the ‘A' train was unavailable and the ‘B' train of SBGT was operable while the 
‘A' train was unavailable. 
Inspection Report# : 2003003(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Preventative Maintenance on Critical Ventilation Dampers 
The inspectors identified a non-cited violation of very low safety significance. The non-cited violation of Technical 
Specification 5.4.1 is due to the licensee's failure to adequately establish or maintain preventive maintenance activities 
and procedures on critical, safety-related ventilation dampers for the Control Room Emergency Ventilation (CREV), 
Standby Gas Treatment (SBGT), and reactor building ventilation systems. Peach Bottom procedure, A-C-28, 
"Preventative Maintenance Program" requires preventative maintenance activities on critical equipment, such as these 
dampers. The licensee discontinued preventive maintenance on critical, safety-related ventilation dampers in 1988. This 
NCV was determined to be of very low safety significance because individual damper failures, to date, have not 
impacted CREV, SBGT or other safety-related systems due to damper and system redundancy. A contributing cause to 
the length of time that Exelon did not identify this issue was related to the Problem Identification and Resolution cross-
cutting area. Peach Bottom plant personnel did not identify the lack of preventative maintenance for safety-related 
dampers following several damper failures at Peach Bottom and a 1999 generic issue related to these dampers 
identified to the Peach Bottom staff by the licensee's Limerick Generating Station. The causal relationship between this 
finding and the cross-cutting area was that plant personnel did not identify that preventative maintenance was not being 
performed on safety-related dampers and, as a result, some individual dampers degraded to a point where they could 
not perform their intended functions. 
Inspection Report# : 2002006(pdf)  

Emergency Preparedness 
Significance: SL-IV Jan 17, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR 50.54(q) Violation For Decreasing the Effectiveness of the Plan By Changing EALs that Address Toxic 
Gas Without Prior NRC Approval 
Severity Level IV. The licensee changed its emergency action level schemes such that there would be a reduction in 
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declarable events as the emphasis shifted from personnel safety to equipment status. The changes were determined to 
be a decrease in the effectiveness of the emergency plans. Decreases in the effectiveness of an emergency plan must 
receive NRC review prior to implementation. The changes were implemented without NRC approval. The finding was 
determined to be more than minor as its significance was related to the impact it would have on the mobilization of the 
emergency response organization and preclude offsite agencies from being aware of adverse conditions on site. The 
licensee accepted the NRC's position and entered this issue into its corrective action program (Condition Report 
139997) and will change the emergency action levels back to the original wording. The implementation of the changes 
which decreased the effectiveness of the emergency plans, without NRC review, is being treated as a non-cited 
violations consistent with Section VI.A of the Enforcement Policy, issued on May 1, 2000 (65 FR 25388). (NCV 50-
277; 50-278/03-008-01 & 50-352; 50-353/03-006)  
Inspection Report# : 2003008(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON'S FORMAL CRITIQUE OF THE FEBRUARY 14, 2002, EMERGENCY PREPAREDNESS 
EXERCISE FAILED TO IDENTIFY AND CORRECT PERFORMANCE DEFICIENCIES 
(By letter dated November 26, 2002 Final Significance Determination for Green and White Findings and A Notice of 
Violation at Peach Bottom.) The inspector identified a non-cited violation of of 10 CFR 50, Appendix E, IV.F.2.g 
because the critique did not identify all relevant weaknesses and performance lapses during the emergency 
preparedness exercise on February 14, 2002. Crew performance lapses in communicating reactor water level 
information to the ED were relevant to the ED's responsibilities in classifying the event. Specifically, information that 
reactor water level had gone below the top of the fuel should have been provided to shift management and the ED to be 
considered in conjunction with contemporaneous changes in plant radiological conditions that were being interpreted. 
Nonetheless, the NRC concludes that, even without the reactor water level information, the ED made a proper 
classification of General Emergency Conditions in an acceptable time frame. Hence, the critique inadequacies did not 
involve failures to identify problems with any RSPS and are properly classified as a Green issue.  
Inspection Report# : 2002007(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: VIO Violation 
EXELON DID NOT PROPERLY USE THE CLASSIFICATION SCHEME DURING AN ALERT WHEN 
CARBON DIOXIDE WAS DISCHARGED INTO AN EMERGENCY DIESEL GENERATOR ROOM ON 
JUNE 2, 2002 
(By letter dated July 11, 2003 Supplemental Inspection Report - Violation - White Significance). The NRC performed 
this supplemental inspection in accordance with Inspection Procedure 95001, to assess the licensee's evaluation and 
corrective actions regarding the delayed Alert declaration during the June 2, 2002, carbon dioxide discharge event. 
During this inspection, the inspector determined that Exelon performed a comprehensive evaluation of the 
circumstances contributing to the delayed classification. Exelon's evaluation identified the primary root cause of this 
issue to be that ERP-101, Classification of Emergencies, was not promptly reviewed to determine the EAL 
classification because EP training learning objectives for licensed operators for recognizing EALs was inadequate. 
Other contributing causes were identified. Corrective actions and effectiveness reviews were appropriate. Given the 
licensee's acceptable performance in addressing the delayed emergency classification, the White finding associated 
with this issue will only be considered in assessing plant performance through the period concluding at the end of the 
second calendar quarter of 2003, in accordance with the guidance in IMC 0305, "Operating Reactor Assessment 
Program." (By letter dated November 26, 2003 Final Significance for White Finding and Notice of Violation) The NRC 
issued a violation of low to moderate safety significance of 10 CFR 50.54(q), 10 CFR 50.47(b)(2), 10 CFR 50.47(b)(4), 
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and the Exelon Nuclear Emergency Response Plan. Section 2.0 of this Emergency Response Plan states, in part, that 
the classification system provided in Emergency Response Procedure (ERP)-101, provides for implementation of 
certain actions immediately applicable to a specific condition, and indicates that the Emergency Director determines the 
emergency classification and the actions to be taken. On June 2, 2002, the standard emergency classification and action 
level scheme was not properly used by the operations crew. Specifically, at 12:31 a.m., a condition occurred that 
warranted an ALERT declaration in accordance with ERP-101 when the fire suppression system inadvertently 
discharged carbon dioxide, a life threatening gas, into the No. 3 emergency diesel generator room, a plant vital 
structure. After the shift manager completed actions to assure safe plant conditions and personnel accountability, the 
shift manager did not then carry out his responsibility to review emergency action levels, classify the event and assume 
the duties of Emergency Director. In particular, between 12:39 a.m. and 12:47 a.m., the shift manager was engaged in 
non-emergency response related activities implementing an administrative procedure for calling the licensee's corporate 
duty officer in order to inform licensee senior management of plant conditions. As a result, there was an undue delay in 
properly classifying the event and the ALERT classification was not made until 1:02 a.m. Per the emergency 
preparedness SDP (during an actual event), significance is based on the event classification level, and whether or not 
there was a failure to implement a risk significant planning standard. During the time period noted above, the shift 
manager exhibited a performance deficiency that involved a failure to implement a risk significant planning standard 
during an Alert condition. Such a finding is considered White in accordance with IMC 0609, Appendix B, and has low 
to moderate importance to safety.  
Inspection Report# : 2002007(pdf)  
Inspection Report# : 2003011(pdf)  

Significance:  Jul 01, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EXELON DID NOT ACTIVATE THE TSC WITHIN 60 MINUTES FOLLOWING DECLARATION OF AN 
ALERT ON JUNE 2, 2002 
The inspector identified a non-cited violation of 10 CFR 50.47(b)(2) because during a declared Alert on June 2, 2002, 
Exelon failed to activate their Technical Support Center (TSC) within 60 minutes as stated in their Nuclear Emergency 
Plan. Exelon's failure to activate an emergency facility in a timely manner is associated with a significant planning 
standard and determined to be a violation of very low safety significance using Manual Chapter 0609, Appendix B, 
"Emergency Preparedness Significance Determination Process," Sheet 2. 
Inspection Report# : 2002007(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
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Peach Bottom 2 
3Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 27, 2003 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Corrective Action for Equipment Performance Problems with a Reactor Feed Pump Turbine 
Overspeed Solenoid 
Green. A self-revealing finding was identified because Exelon did not identify and correct a mis-wired solenoid during 
troubleshooting and maintenance activities conducted in September 1999 and November 2001. This resulted in a 
reactor feed pump trip and plant transient following a subsequent solenoid failure on November 4, 2002.  
 
This finding is greater than minor because it was associated with an attribute and affected the objective of the Initiating 
Events Cornerstone in that the equipment deficiency resulted in a plant transient. The finding is of very low safety 
significance (Green) because, although it caused a plant perturbation, it did not increase the likelihood of a primary or 
secondary system loss of coolant accident initiator, did not contribute to a combination of a reactor trip and loss of 
mitigation equipment functions, and did not increase the likelihood of a fire or internal/external flood 
Inspection Report# : 2003012(pdf)  

Mitigating Systems 

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Did Not Meet 10 CFR 55.53(f)(2) When Reactivating Senior Operators to Support Fuel Handling 
The inspector identified a non-cited violation (NCV) of 10 CFR 55.53(f)(2) regarding the licensee's method used to 
reactivate senior operator licenses to support refueling. The operators were reactivated without the required direct 
supervision being present during the shift under-instruction time.  
 
This finding is more than minor but of very low safety significance because it is similar to example 2h in Appendix E 
of MC 0612. The performance deficiency is related to operator license conditions. The performance deficiency 
indicates more than 20% of the senior operator license reactivations to support refueling operations did not meet the 
requirements of 10 CFR 55.53(f)(2). Accordingly, the performance deficiency was determined to be of very low safety 
significance. 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Inadequate Corrective Actions on Unit 2 Reactor Core Isolation Cooling Pump for Automatic Flow Control 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, because Exelon did 
not adequately correct a significant condition adverse to quality, identified during a December 21, 2002 scram, 
associated with the inoperabiity of the Unit 2 reactor core isolation cooling (RCIC) pump in the automatic flow control 
mode. As a result of not adequately correcting this significant condition adverse to quality, the Unit 2 RCIC pump was 
not able to deliver the Technical Specification required 600 gpm flow rate into the reactor vessel in the automatic flow 
control mode during a July 22, 2003 scram.  
 
This finding is considered more than minor because it is associated with the design control attribute of the Mitigating 
Systems Cornerstone and adversely affects the objective, in that, the capability of RCIC was degraded to respond to 
initiating events to prevent undesirable consequences. This finding is of very low safety significance (Green) using 
Phase 1 of the Significance Determination Process (SDP) for Reactor Inspection Findings for At-Power Situations. 
This issue is of very low safety significance because there was no loss of safety function for RCIC and the finding is 
not risk significant because of seismic, flood, fire or severe weather. Unit 2 RCIC pump flow was high enough (i.e., a 
nominal flow rate of approximately 560 gpm), in the automatic flow control mode to maintain reactor vessel water 
level. Additionally, RCIC pump flow in the manual flow control mode was able to reach 600 gpm.  
 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deenergized Unit 3 HPCI Alternate Control Station Power Supply 
The inspectors identified a non-cited violation (NCV) of Condition 2.C.4 of the Unit 3 operating license. This finding 
occurred because Exelon instrumentation and control (I&C) technicians did not follow work order instructions for 
conducting testing on the Unit 3 high pressure coolant injection (HPCI) alternate control station following maintenance 
activities. Consequently, the HPCI alternate control station power supply remained de-energized for approximately 
nine days, resulting in the control station being inoperable for safe shutdown of Unit 3 during specific scenarios, a 
violation of Condition 2.C.4 of the Unit 3 operating license.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective. Operations did not have the ability to use the 
alternate control station for operation of HPCI and lost the ability to monitor some important reactor parameters. A 
Phase 3 SDP was performed due to the results of the Phase 2 determination because in case of fire in the control room 
or emergency shutdown panel, level control using HPCI at the control station was unavailable and the loss of reactor 
instrumentation at the control station would have affected operators' ability to perform depressurization and 
containment cooling functions. The Phase 3 SDP determined this issue to be of very low safety significance.  
 
A contributing cause of the Inoperable HPCI alternative control station was related to the Human Performance cross-
cutting area. Specifically, I&C technicians did not follow procedures to perform the post-maintenance test specified in 
a maintenance work order. As a result, the control station was returned to service while in a degraded condition and 
was unavailable for operation of HPCI and monitoring of important reactor parameters for safe shutdown of Unit 3 in 
certain fire scenarios. 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
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Item Type: NCV NonCited Violation 
Inadequate E2 Emergency Diesel Generator Maintenance Procedure Resulted in a Lube Oil Leak that Caused a 
Small Fire on the Exhaust Manifold 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical 
Specification 5.4.1 because Exelon did not adequately establish and maintain torque values for the engine top cover 
flange joint bolts in an emergency diesel generator (EDG) maintenance procedure. The lack of torque values resulted in 
lube oil leakage from an improperly torqued joint which led to a small fire on the E2 EDG exhaust manifold during 
surveillance testing.  
 
This finding was considered more than minor, since it was associated with an attribute and affected the objective of the 
Mitigating System cornerstone. The applicable attribute was maintenance procedure quality and affected the objective 
of the cornerstone to ensure the reliability of emergency electrical systems to respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance because all four EDGs 
remained available with the loose top cover flange bolts. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 25, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Provide Cable Protection in Accordance With 10 CFR Part 50, Appendix R, Section III.G.2 
The team identified a non-cited violation of 10 CFR Part 50, Appendix R, Section III.G.2. Exelon included manual 
actions in Table A-1 of Specification NE-00296, Post-Fire Safe Shutdown Program Requirements, November 23, 1999, 
to operate equipment necessary for achieving and maintaining hot shutdown. Several of these manual actions did not 
meet the requirements of Appendix R, Section III.G.2 and the NRC had not granted exemptions to allow these actions. 
 
In accordance with the guidance provided in Inspection Procedure 71111.05, "Fire Protection," (Revision dated 3/6/03) 
this finding is greater than minor. The finding is of very low safety significance because the manual actions are 
reasonable and are expected to meet the criteria outlined in Enclosure 2 of Inspection Procedure 71111.05. 
Inspection Report# : 2003009(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Adequately Maintain Fire Safe Shutdown Emergency Lighting Units 
The inspectors identified a non-cited violation of very low safety significance (Green). The non-cited violation of 
Condition 2.C.4 of the operating licenses for both Units 2 and 3 was identified because Exelon did not adequately 
maintain emergency lighting units with at least an 8-hour battery power supply in three areas needed for operation of 
safe shutdown equipment. The Peach Bottom Fire Protection Plan (FPP) required emergency lighting for safe 
shutdown and emergency response in the event of fire.  
 
This NCV was determined to be of very low safety significance because the finding did not contribute to a loss of 
mitigation equipment functions and did not increase the likelihood of a fire event. In addition, during the period that the 
emergency lights were unavailable, there was no actual loss of lighting and portable seal beamed lights, that could be 
used as alternative lighting, were staged in three separate areas in the plant.  
 
A contributing cause of the failed emergency lighting in the three areas was related to the Problem Identification and 
Resolution cross-cutting area. Peach Bottom plant personnel identified in July 1996 that emergency lighting units were 
failing prematurely (CR # 060005). Although station personnel documented the lighting deficiencies in A/Rs and 
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corrected each of the degraded lighting units until the summer of 2002, plant personnel did not implement effective 
corrective actions to prevent these problems from reoccurring.  
 
Inspection Report# : 2003002(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unexpected Trip of the E2 Emergency Diesel Generator (EDG) Due to the Failure to Identify and Disable the 
EDG Electrical Trips Associated with the Isolated Cardox Injection Fire Protection System 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion XVI because Exelon did not adequately correct a condition adverse to quality, namely, emergency diesel 
generator (EDG) trips caused by electrical trip and lock-out signals from the cardox injection fire protection system due 
to loose foreign material or failed circuit cards. Specifically, between June 2002 and January 19, 2003, Exelon did not 
disable the electrical trip and lock-out signals from the cardox injection fire protection system that will trip the EDG. 
The E2 EDG tripped during a 24-hour endurance run on January 18, 2003, because of an electrical trip signal from the 
cardox injection fire protection system due to loose foreign material.  
 
This NCV was of very low safety significance because the E1, E3 and E4 EDGs remained operable during the entire 
time that the E2 EDG was unavailable and the E2 EDG was unavailable for only a short amount of time (less than three 
days).  
 
A contributing cause of this finding was related to the Problem Identification and Resolution crossing-cutting area. 
Exelon did not evaluate in a prompt manner whether it was appropriate to disable the electrical trips of the EDGs from 
the cardox injection fire protection system after NRC inspectors identified that the trips were still active with the EDG 
cardox system isolated. After station personnel isolated the cardox injection following the inadvertent cardox injection 
in June 2002, inspectors documented in NRC Inspection Report 50-277/02-04, 50-278/02-04, dated July 23, 2002, that 
the electrical portion of the cardox system that generated the EDG trip and lock-outs was not isolated. Although, in 
response to the NRC inspection, station personnel had generated an assignment in CR # 110334 to evaluate removing 
the cardox system EDG trips and lock-outs while the cardox system was isolated, plant personnel had not completed 
this evaluation until after the E2 EDG tripped during the January 2003 endurance test run. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Core Isolation Cooling Pump Inoperable in the Automatic Flow Control Mode Since 1994 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green). The non-cited violation 
of Technical Specification (TS) 3.5.3 is due to the inoperability of the Unit 2 reactor core isolation cooling (RCIC) 
pump in the automatic flow control mode since March 1994. In 1994, a modification to the RCIC pump flow controller 
was performed involving replacement of the controller and subsequent increase in the controller gain setting. This gain-
set adjustment rendered the RCIC pump incapable, in automatic flow control, of delivering 600 gpm at reactor 
pressure, as required by TS 3.5.3.  
 
This NCV was determined to be of very low safety significance. The flow rate for Unit 2 RCIC pump in the automatic 
mode, although degraded, was sufficient to meet the reactor decay heat requirements and provide make-up water to the 
reactor vessel during transient events. Additionally, the RCIC pump met design and licensing flow requirements with 
the pump flow controller in manual. 
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Inspection Report# : 2003007(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases 
of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS 
was not performed as part of the scope of this inspection, the risk associated with this issue was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 
3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and the 
nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the 
Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 
2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
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Item Type: NCV NonCited Violation 
"A" Train of Standby Gas Treatment System Inoperable for Greater Than 7 Days 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical 
Specification 3.6.4.3 due to the inoperability of one train of the standby gas treatment (SBGT) for greater than seven 
days. Around November 2002, the charcoal and HEPA filters on the ‘A' train were sprayed with water from the deluge 
system. The ‘A' train of SBGT was unable to perform its safety function for greater than seven days, due to the wetting 
of the charcoal filters.  
 
This finding was considered more than minor since it is associated with the Containment Barrier performance attribute 
of the Barrier integrity cornerstone. The finding affected the cornerstone objective to provide reasonable assurance that 
physical design barriers provide protection against a radiological release caused by accidents or events. The finding 
was determined to be of very low safety significance because the SBGT system was not required to mitigate a 
radiological release while the ‘A' train was unavailable and the ‘B' train of SBGT was operable while the ‘A' train was 
unavailable. 
Inspection Report# : 2003003(pdf)  

Significance:  Dec 28, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Preventative Maintenance on Critical Ventilation Dampers 
The inspectors identified a non-cited violation of very low safety significance. The non-cited violation of Technical 
Specification 5.4.1 is due to the licensee's failure to adequately establish or maintain preventive maintenance activities 
and procedures on critical, safety-related ventilation dampers for the Control Room Emergency Ventilation (CREV), 
Standby Gas Treatment (SBGT), and reactor building ventilation systems. Peach Bottom procedure, A-C-28, 
"Preventative Maintenance Program" requires preventative maintenance activities on critical equipment, such as these 
dampers. The licensee discontinued preventive maintenance on critical, safety-related ventilation dampers in 1988.  
 
This NCV was determined to be of very low safety significance because individual damper failures, to date, have not 
impacted CREV, SBGT or other safety-related systems due to damper and system redundancy.  
 
A contributing cause to the length of time that Exelon did not identify this issue was related to the Problem 
Identification and Resolution cross-cutting area. Peach Bottom plant personnel did not identify the lack of preventative 
maintenance for safety-related dampers following several damper failures at Peach Bottom and a 1999 generic issue 
related to these dampers identified to the Peach Bottom staff by the licensee's Limerick Generating Station. The causal 
relationship between this finding and the cross-cutting area was that plant personnel did not identify that preventative 
maintenance was not being performed on safety-related dampers and, as a result, some individual dampers degraded to 
a point where they could not perform their intended functions. 
Inspection Report# : 2002006(pdf)  

Emergency Preparedness 
Significance: SL-IV Jan 17, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR 50.54(q) Violation For Decreasing the Effectiveness of the Plan By Changing EALs that Address Toxic 
Gas Without Prior NRC Approval 
Severity Level IV. The licensee changed its emergency action level schemes such that there would be a reduction in 
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declarable events as the emphasis shifted from personnel safety to equipment status. The changes were determined to 
be a decrease in the effectiveness of the emergency plans. Decreases in the effectiveness of an emergency plan must 
receive NRC review prior to implementation. The changes were implemented without NRC approval.  
 
The finding was determined to be more than minor as its significance was related to the impact it would have on the 
mobilization of the emergency response organization and preclude offsite agencies from being aware of adverse 
conditions on site. The licensee accepted the NRC's position and entered this issue into its corrective action program 
(Condition Report 139997) and will change the emergency action levels back to the original wording. The 
implementation of the changes which decreased the effectiveness of the emergency plans, without NRC review, is 
being treated as a non-cited violations consistent with Section VI.A of the Enforcement Policy, issued on May 1, 2000 
(65 FR 25388). (NCV 50-277; 50-278/03-008-01 & 50-352; 50-353/03-006)  
 
Inspection Report# : 2003008(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-IV Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Emergency Plan Change Documentation, 10 CFR 50.54(q) 
The inspector identified a Severity Level IV non-cited violation of 10 CFR 50.54(q). During the implementation of a 
new Standard Emergency Plan, Exelon did not retain a record that determined whether a decrease-in-effectiveness had 
or had not occurred when Exelon generated the new Standard Emergency Plan that deleted portions of the previous 
Combined Limerick/Peach Bottom Emergency Plan.  
 
Changing emergency plan commitments without documentation impacts the NRC's ability to perform its regulatory 
function and is, therefore, processed through traditional enforcement as specified in Section IV.A.3 of the Enforcement 
Policy, issued May 1, 2000 (65 CFR 25388). According to Supplement VIII of the Enforcement Policy, this finding 
was determined to be a Severity Level IV because it involved a failure to meet a requirement not directly related to 
assessment and notification.  
 
Inspection Report# : 2003004(pdf)  

Last modified : December 01, 2003 
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Peach Bottom 2 
4Q/2003 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 27, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Corrective Action for Equipment Performance Problems with a Reactor Feed Pump Turbine 
Overspeed Solenoid 
Green. A self-revealing finding was identified because Exelon did not identify and correct a mis-wired solenoid during 
troubleshooting and maintenance activities conducted in September 1999 and November 2001. This resulted in a 
reactor feed pump trip and plant transient following a subsequent solenoid failure on November 4, 2002.  
 
This finding is greater than minor because it was associated with an attribute and affected the objective of the Initiating 
Events Cornerstone in that the equipment deficiency resulted in a plant transient. The finding is of very low safety 
significance (Green) because, although it caused a plant perturbation, it did not increase the likelihood of a primary or 
secondary system loss of coolant accident initiator, did not contribute to a combination of a reactor trip and loss of 
mitigation equipment functions, and did not increase the likelihood of a fire or internal/external flood 
Inspection Report# : 2003012(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Clearance Restoration Results in Automatic Start of All Four Emergency Diesel Generators 
A self revealing non-cited violation (NCV) of Technical Specification 5.4.1 was identified. The NCV is of very low 
safety significance. The written clearance restoration instructions provided to maintenance technicians to restore Unit 3 
reactor vessel water level instruments to service following maintenance were inadequate. The inadequate instructions 
resulted in the unexpected generation of signals to actuate the Unit 3 emergency core cooling systems (ECCS) and to 
start the four EDGs. All four EDGs started but were not connected to the Unit 2 or 3 safety buses because normal 
power was available to these buses. None of the Unit 3 ECCS actuated because Unit-3 was in a refueling outage.  
 
The finding is greater than minor because it is similar to Insignificant Procedure Error Example 5.a in Appendix E of 
IMC 0612, "Power Reactor Inspection Reports." The reactor vessel instrumentation system was being returned to 
service after maintenance with an inadequate work instruction and caused automatic start of all four EDGs. The finding 
is of very low safety significance on both Unit 2 and Unit 3. Unit 3 was assessed using IMC 0609, Appendix G, 
"Shutdown Operations Significance Determination Process." The reactor coolant system level was maintained greater 
than 23 feet, the two sources of vessel level instrumentation used by plant operators to monitor reactor coolant system 
inventory were not affected, and the finding did not represent a loss of control. Unit-2 was assessed using IMC 0609, 
Appendix A "Significance Determination of Reactor Inspection Findings for At-Power Situations." The finding was not 
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a design deficiency, did not represent an actual loss of safety function, and did not involve the loss of equipment 
designed to mitigate an external event.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for High Unit 2 Steam Tunnel Temperature 
A self revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion 16 was identified. The NCV is of 
very low safety significance. During the period of July 2001 through July 2003, Exelon did not adequately correct a 
condition adverse to quality, specifically a high Unit 2 steam tunnel temperature condition that was not representative 
of a steam leak. Consequently, on July 22, 2003, following a turbine trip and scram of Unit 2, a high main steam tunnel 
temperature condition, that was not representative of a steam leak, caused all main steam isolation valves to close 
resulting in a loss of the normal heat sink and reactor feed water system.  
 
The finding is considered greater than minor in that the issue is associated with the equipment performance attribute of 
the mitigating systems cornerstone and adversely affects the mitigating systems cornerstone objective to assure 
availability of systems that respond to initiating events to prevent undesirable consequences. The finding is also 
associated with the equipment performance attribute of the Initiating Events cornerstone and adversely affects the 
objective of limiting the likelihood of those events that upset plant stability. A high steam tunnel temperature condition 
that is not representative of a steam leak due to a Group 3 isolation would remove the normal source of feed water and 
heat sink and cause a reactor scram.  
 
This finding is specifically related to the cross-cutting area of Problem Identification and Resolution. Although Exelon 
documented high main steam tunnel temperatures in their corrective action program on July 1, 2001, and again on April
20, 2003, Exelon did not correct the high main steam line tunnel temperature condition that was not representative of a 
steam leak on Unit 2 to prevent the closure of the main steam isolation valves on July 22, 2003. 
Inspection Report# : 2003005(pdf)  

Significance:  Nov 18, 2003 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Adequately Maintain the E-2 Emergency Diesel Generator 
(By letter dated February 3, 2004, Final Significance Determination for a White Finding and Notice of Violation, EA-
03-224.)  
 
A self-revealing finding was identified for the failure to adequately maintain the E2 emergency diesel generator (EDG) 
between July 1992 and September 2003. This finding involved two apparent violations. An apparent violation of 
Technical Specifications was identified for the failure to maintain the maintenance procedure for installation of EDG 
adapter gaskets. The procedure did not incorporate certain vendor recommendations intended to provide proper sealing 
of the gaskets, leading to relaxation over several years that allowed combustion gases to enter the jacket coolant 
system. An apparent violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Actions" was identified because 
Exelon did not correct a condition adverse to quality following two instances of low jacket water pressure observed on 
the E2 emergency diesel generator (EDG) in March and April 2003. Subsequently, the EDG failed due to a low jacket 
water pressure condition.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating 
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Systems cornerstone and adversely affects the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events. The finding was assessed using a Phase 3 evaluation. The 
finding is of low to moderate safety significance (WHITE) at Unit 2 based on delta core damage frequency ( CDF) and 
delta large early release frequency ( LERF). The finding is of very low safety significance (GREEN) at Unit 3 based on 
CDF and LERF. The difference between the two units is attributable to differences in electrical bus loads.  
 
Inspection Report# : 2003013(pdf)  

Significance:  Nov 18, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Corrective Actions to Correct a Hotwell Level Controller 
A self-revealing finding was identified because Exelon did not correct a previously known equipment deficiency with 
the Unit 2 "B" condenser hotwell level instrument as required by the corrective action program. The equipment 
deficiency resulted in draining the condensate storage tank (CST) to the condenser hotwell and automatically 
transferring the high pressure coolant injection and reactor core isolating cooling systems' suction from the CST to the 
torus. The automatic transfer of the suction to the torus was unexpected at this point during the event and therefore 
resulted in an added operational burden for the operators.  
 
This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and adversely affects the cornerstone objective to ensure the availability, reliability and capability 
of systems that respond to initiating events to prevent undesirable consequences. This finding is of very low safety 
significance (Green) using Phase 1 of the Significance Determination Process for reactor inspection findings for At-
Power reactor situations. The finding is of very low safety significance because the finding is not a design or 
qualification deficiency, does not represent an actual loss of safety function, and does not screen as potentially risk 
significant due to a seismic, fire, flooding, or severe weather initiating event. (Section 3.3)  
 
Inspection Report# : 2003013(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Did Not Meet 10 CFR 55.53(f)(2) When Reactivating Senior Operators to Support Fuel Handling 
The inspector identified a non-cited violation (NCV) of 10 CFR 55.53(f)(2) regarding the licensee's method used to 
reactivate senior operator licenses to support refueling. The operators were reactivated without the required direct 
supervision being present during the shift under-instruction time.  
 
This finding is more than minor but of very low safety significance because it is similar to example 2h in Appendix E 
of MC 0612. The performance deficiency is related to operator license conditions. The performance deficiency 
indicates more than 20% of the senior operator license reactivations to support refueling operations did not meet the 
requirements of 10 CFR 55.53(f)(2). Accordingly, the performance deficiency was determined to be of very low safety 
significance. 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Inadequate Corrective Actions on Unit 2 Reactor Core Isolation Cooling Pump for Automatic Flow Control 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, because Exelon did 
not adequately correct a significant condition adverse to quality, identified during a December 21, 2002 scram, 
associated with the inoperabiity of the Unit 2 reactor core isolation cooling (RCIC) pump in the automatic flow control 
mode. As a result of not adequately correcting this significant condition adverse to quality, the Unit 2 RCIC pump was 
not able to deliver the Technical Specification required 600 gpm flow rate into the reactor vessel in the automatic flow 
control mode during a July 22, 2003 scram.  
 
This finding is considered more than minor because it is associated with the design control attribute of the Mitigating 
Systems Cornerstone and adversely affects the objective, in that, the capability of RCIC was degraded to respond to 
initiating events to prevent undesirable consequences. This finding is of very low safety significance (Green) using 
Phase 1 of the Significance Determination Process (SDP) for Reactor Inspection Findings for At-Power Situations. 
This issue is of very low safety significance because there was no loss of safety function for RCIC and the finding is 
not risk significant because of seismic, flood, fire or severe weather. Unit 2 RCIC pump flow was high enough (i.e., a 
nominal flow rate of approximately 560 gpm), in the automatic flow control mode to maintain reactor vessel water 
level. Additionally, RCIC pump flow in the manual flow control mode was able to reach 600 gpm.  
 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate E2 Emergency Diesel Generator Maintenance Procedure Resulted in a Lube Oil Leak that Caused a 
Small Fire on the Exhaust Manifold 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical 
Specification 5.4.1 because Exelon did not adequately establish and maintain torque values for the engine top cover 
flange joint bolts in an emergency diesel generator (EDG) maintenance procedure. The lack of torque values resulted in 
lube oil leakage from an improperly torqued joint which led to a small fire on the E2 EDG exhaust manifold during 
surveillance testing.  
 
This finding was considered more than minor, since it was associated with an attribute and affected the objective of the 
Mitigating System cornerstone. The applicable attribute was maintenance procedure quality and affected the objective 
of the cornerstone to ensure the reliability of emergency electrical systems to respond to initiating events to prevent 
undesirable consequences. The finding was determined to be of very low safety significance because all four EDGs 
remained available with the loose top cover flange bolts. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 25, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Provide Cable Protection in Accordance With 10 CFR Part 50, Appendix R, Section III.G.2 
The team identified a non-cited violation of 10 CFR Part 50, Appendix R, Section III.G.2. Exelon included manual 
actions in Table A-1 of Specification NE-00296, Post-Fire Safe Shutdown Program Requirements, November 23, 1999, 
to operate equipment necessary for achieving and maintaining hot shutdown. Several of these manual actions did not 
meet the requirements of Appendix R, Section III.G.2 and the NRC had not granted exemptions to allow these actions. 
 
In accordance with the guidance provided in Inspection Procedure 71111.05, "Fire Protection," (Revision dated 3/6/03) 
this finding is greater than minor. The finding is of very low safety significance because the manual actions are 
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reasonable and are expected to meet the criteria outlined in Enclosure 2 of Inspection Procedure 71111.05. 
Inspection Report# : 2003009(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Adequately Maintain Fire Safe Shutdown Emergency Lighting Units 
The inspectors identified a non-cited violation of very low safety significance (Green). The non-cited violation of 
Condition 2.C.4 of the operating licenses for both Units 2 and 3 was identified because Exelon did not adequately 
maintain emergency lighting units with at least an 8-hour battery power supply in three areas needed for operation of 
safe shutdown equipment. The Peach Bottom Fire Protection Plan (FPP) required emergency lighting for safe 
shutdown and emergency response in the event of fire.  
 
This NCV was determined to be of very low safety significance because the finding did not contribute to a loss of 
mitigation equipment functions and did not increase the likelihood of a fire event. In addition, during the period that the 
emergency lights were unavailable, there was no actual loss of lighting and portable seal beamed lights, that could be 
used as alternative lighting, were staged in three separate areas in the plant.  
 
A contributing cause of the failed emergency lighting in the three areas was related to the Problem Identification and 
Resolution cross-cutting area. Peach Bottom plant personnel identified in July 1996 that emergency lighting units were 
failing prematurely (CR # 060005). Although station personnel documented the lighting deficiencies in A/Rs and 
corrected each of the degraded lighting units until the summer of 2002, plant personnel did not implement effective 
corrective actions to prevent these problems from reoccurring.  
 
Inspection Report# : 2003002(pdf)  

Significance:  Mar 29, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Unexpected Trip of the E2 Emergency Diesel Generator (EDG) Due to the Failure to Identify and Disable the 
EDG Electrical Trips Associated with the Isolated Cardox Injection Fire Protection System 
The inspectors identified a non-cited violation of very low safety significance (Green) of 10 CFR 50, Appendix B, 
Criterion XVI because Exelon did not adequately correct a condition adverse to quality, namely, emergency diesel 
generator (EDG) trips caused by electrical trip and lock-out signals from the cardox injection fire protection system due 
to loose foreign material or failed circuit cards. Specifically, between June 2002 and January 19, 2003, Exelon did not 
disable the electrical trip and lock-out signals from the cardox injection fire protection system that will trip the EDG. 
The E2 EDG tripped during a 24-hour endurance run on January 18, 2003, because of an electrical trip signal from the 
cardox injection fire protection system due to loose foreign material.  
 
This NCV was of very low safety significance because the E1, E3 and E4 EDGs remained operable during the entire 
time that the E2 EDG was unavailable and the E2 EDG was unavailable for only a short amount of time (less than three 
days).  
 
A contributing cause of this finding was related to the Problem Identification and Resolution crossing-cutting area. 
Exelon did not evaluate in a prompt manner whether it was appropriate to disable the electrical trips of the EDGs from 
the cardox injection fire protection system after NRC inspectors identified that the trips were still active with the EDG 
cardox system isolated. After station personnel isolated the cardox injection following the inadvertent cardox injection 
in June 2002, inspectors documented in NRC Inspection Report 50-277/02-04, 50-278/02-04, dated July 23, 2002, that 
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the electrical portion of the cardox system that generated the EDG trip and lock-outs was not isolated. Although, in 
response to the NRC inspection, station personnel had generated an assignment in CR # 110334 to evaluate removing 
the cardox system EDG trips and lock-outs while the cardox system was isolated, plant personnel had not completed 
this evaluation until after the E2 EDG tripped during the January 2003 endurance test run. 
Inspection Report# : 2003002(pdf)  

Significance:  Jan 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Reactor Core Isolation Cooling Pump Inoperable in the Automatic Flow Control Mode Since 1994 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green). The non-cited violation 
of Technical Specification (TS) 3.5.3 is due to the inoperability of the Unit 2 reactor core isolation cooling (RCIC) 
pump in the automatic flow control mode since March 1994. In 1994, a modification to the RCIC pump flow controller 
was performed involving replacement of the controller and subsequent increase in the controller gain setting. This gain-
set adjustment rendered the RCIC pump incapable, in automatic flow control, of delivering 600 gpm at reactor 
pressure, as required by TS 3.5.3.  
 
This NCV was determined to be of very low safety significance. The flow rate for Unit 2 RCIC pump in the automatic 
mode, although degraded, was sufficient to meet the reactor decay heat requirements and provide make-up water to the 
reactor vessel during transient events. Additionally, the RCIC pump met design and licensing flow requirements with 
the pump flow controller in manual. 
Inspection Report# : 2003007(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases 
of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS 
was not performed as part of the scope of this inspection, the risk associated with this issue was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 
3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
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spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and the 
nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the 
Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 
2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
"A" Train of Standby Gas Treatment System Inoperable for Greater Than 7 Days 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical 
Specification 3.6.4.3 due to the inoperability of one train of the standby gas treatment (SBGT) for greater than seven 
days. Around November 2002, the charcoal and HEPA filters on the ‘A' train were sprayed with water from the deluge 
system. The ‘A' train of SBGT was unable to perform its safety function for greater than seven days, due to the wetting 
of the charcoal filters.  
 
This finding was considered more than minor since it is associated with the Containment Barrier performance attribute 
of the Barrier integrity cornerstone. The finding affected the cornerstone objective to provide reasonable assurance that 
physical design barriers provide protection against a radiological release caused by accidents or events. The finding 
was determined to be of very low safety significance because the SBGT system was not required to mitigate a 
radiological release while the ‘A' train was unavailable and the ‘B' train of SBGT was operable while the ‘A' train was 
unavailable. 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 
Significance: SL-IV Jan 17, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
10 CFR 50.54(q) Violation For Decreasing the Effectiveness of the Plan By Changing EALs that Address Toxic 
Gas Without Prior NRC Approval 
Severity Level IV. The licensee changed its emergency action level schemes such that there would be a reduction in 
declarable events as the emphasis shifted from personnel safety to equipment status. The changes were determined to 
be a decrease in the effectiveness of the emergency plans. Decreases in the effectiveness of an emergency plan must 

Page 7 of 84Q/2003 Inspection Findings - Peach Bottom 2

04/22/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\PB2\pb2_pim.html



receive NRC review prior to implementation. The changes were implemented without NRC approval.  
 
The finding was determined to be more than minor as its significance was related to the impact it would have on the 
mobilization of the emergency response organization and preclude offsite agencies from being aware of adverse 
conditions on site. The licensee accepted the NRC's position and entered this issue into its corrective action program 
(Condition Report 139997) and will change the emergency action levels back to the original wording. The 
implementation of the changes which decreased the effectiveness of the emergency plans, without NRC review, is 
being treated as a non-cited violations consistent with Section VI.A of the Enforcement Policy, issued on May 1, 2000 
(65 FR 25388). (NCV 50-277; 50-278/03-008-01 & 50-352; 50-353/03-006)  
 
Inspection Report# : 2003008(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-IV Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Emergency Plan Change Documentation, 10 CFR 50.54(q) 
The inspector identified a Severity Level IV non-cited violation of 10 CFR 50.54(q). During the implementation of a 
new Standard Emergency Plan, Exelon did not retain a record that determined whether a decrease-in-effectiveness had 
or had not occurred when Exelon generated the new Standard Emergency Plan that deleted portions of the previous 
Combined Limerick/Peach Bottom Emergency Plan.  
 
Changing emergency plan commitments without documentation impacts the NRC's ability to perform its regulatory 
function and is, therefore, processed through traditional enforcement as specified in Section IV.A.3 of the Enforcement 
Policy, issued May 1, 2000 (65 CFR 25388). According to Supplement VIII of the Enforcement Policy, this finding 
was determined to be a Severity Level IV because it involved a failure to meet a requirement not directly related to 
assessment and notification.  
 
Inspection Report# : 2003004(pdf)  

Last modified : March 02, 2004 
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Peach Bottom 2 
1Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 27, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Corrective Action for Equipment Performance Problems with a Reactor Feed Pump Turbine Overspeed Solenoid 
A self-revealing finding was identified because Exelon did not identify and correct a mis-wired solenoid during troubleshooting and 
maintenance activities conducted in September 1999 and November 2001. This resulted in a reactor feed pump trip and plant transient 
following a subsequent solenoid failure on November 4, 2002.  
 
This finding is greater than minor because it was associated with an attribute and affected the objective of the Initiating Events Cornerstone in 
that the equipment deficiency resulted in a plant transient. The finding is of very low safety significance (Green) because, although it caused a 
plant perturbation, it did not increase the likelihood of a primary or secondary system loss of coolant accident initiator, did not contribute to a 
combination of a reactor trip and loss of mitigation equipment functions, and did not increase the likelihood of a fire or internal/external flood 
Inspection Report# : 2003012(pdf)  

Mitigating Systems 

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Clearance Restoration Results in Automatic Start of All Four Emergency Diesel Generators 
A self revealing non-cited violation (NCV) of Technical Specification 5.4.1 was identified. The NCV is of very low safety significance. The 
written clearance restoration instructions provided to maintenance technicians to restore Unit 3 reactor vessel water level instruments to service 
following maintenance were inadequate. The inadequate instructions resulted in the unexpected generation of signals to actuate the Unit 3 
emergency core cooling systems (ECCS) and to start the four EDGs. All four EDGs started but were not connected to the Unit 2 or 3 safety 
buses because normal power was available to these buses. None of the Unit 3 ECCS actuated because Unit-3 was in a refueling outage.  
 
The finding is greater than minor because it is similar to Insignificant Procedure Error Example 5.a in Appendix E of IMC 0612, "Power 
Reactor Inspection Reports." The reactor vessel instrumentation system was being returned to service after maintenance with an inadequate 
work instruction and caused automatic start of all four EDGs. The finding is of very low safety significance on both Unit 2 and Unit 3. Unit 3 
was assessed using IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process." The reactor coolant system level was 
maintained greater than 23 feet, the two sources of vessel level instrumentation used by plant operators to monitor reactor coolant system 
inventory were not affected, and the finding did not represent a loss of control. Unit-2 was assessed using IMC 0609, Appendix A 
"Significance Determination of Reactor Inspection Findings for At-Power Situations." The finding was not a design deficiency, did not 
represent an actual loss of safety function, and did not involve the loss of equipment designed to mitigate an external event.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for High Unit 2 Steam Tunnel Temperature 
A self revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion 16 was identified. The NCV is of very low safety 
significance. During the period of July 2001 through July 2003, Exelon did not adequately correct a condition adverse to quality, specifically a 
high Unit 2 steam tunnel temperature condition that was not representative of a steam leak. Consequently, on July 22, 2003, following a turbine 
trip and scram of Unit 2, a high main steam tunnel temperature condition, that was not representative of a steam leak, caused all main steam 
isolation valves to close resulting in a loss of the normal heat sink and reactor feed water system.  
 
The finding is considered greater than minor in that the issue is associated with the equipment performance attribute of the mitigating systems 
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cornerstone and adversely affects the mitigating systems cornerstone objective to assure availability of systems that respond to initiating events 
to prevent undesirable consequences. The finding is also associated with the equipment performance attribute of the Initiating Events 
cornerstone and adversely affects the objective of limiting the likelihood of those events that upset plant stability. A high steam tunnel 
temperature condition that is not representative of a steam leak due to a Group 3 isolation would remove the normal source of feed water and 
heat sink and cause a reactor scram.  
 
This finding is specifically related to the cross-cutting area of Problem Identification and Resolution. Although Exelon documented high main 
steam tunnel temperatures in their corrective action program on July 1, 2001, and again on April 20, 2003, Exelon did not correct the high main 
steam line tunnel temperature condition that was not representative of a steam leak on Unit 2 to prevent the closure of the main steam isolation 
valves on July 22, 2003. 
Inspection Report# : 2003005(pdf)  

Significance:  Nov 18, 2003 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Adequately Maintain the E-2 Emergency Diesel Generator 
(By letter dated February 3, 2004, Final Significance Determination for a White Finding and Notice of Violation, EA-03-224.)  
 
A self-revealing finding was identified for the failure to adequately maintain the E2 emergency diesel generator (EDG) between July 1992 and 
September 2003. This finding involved two apparent violations. An apparent violation of Technical Specifications was identified for the failure 
to maintain the maintenance procedure for installation of EDG adapter gaskets. The procedure did not incorporate certain vendor 
recommendations intended to provide proper sealing of the gaskets, leading to relaxation over several years that allowed combustion gases to 
enter the jacket coolant system. An apparent violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Actions" was identified because 
Exelon did not correct a condition adverse to quality following two instances of low jacket water pressure observed on the E2 emergency diesel 
generator (EDG) in March and April 2003. Subsequently, the EDG failed due to a low jacket water pressure condition.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating Systems cornerstone and 
adversely affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. 
The finding was assessed using a Phase 3 evaluation. The finding is of low to moderate safety significance (WHITE) at Unit 2 based on delta 
core damage frequency ( CDF) and delta large early release frequency ( LERF). The finding is of very low safety significance (GREEN) at 
Unit 3 based on CDF and LERF. The difference between the two units is attributable to differences in electrical bus loads.  
 
Inspection Report# : 2003013(pdf)  

Significance:  Nov 18, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Corrective Actions to Correct a Hotwell Level Controller 
A self-revealing finding was identified because Exelon did not correct a previously known equipment deficiency with the Unit 2 "B" condenser 
hotwell level instrument as required by the corrective action program. The equipment deficiency resulted in draining the condensate storage 
tank (CST) to the condenser hotwell and automatically transferring the high pressure coolant injection and reactor core isolating cooling 
systems' suction from the CST to the torus. The automatic transfer of the suction to the torus was unexpected at this point during the event and 
therefore resulted in an added operational burden for the operators.  
 
This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating Systems cornerstone and 
adversely affects the cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. This finding is of very low safety significance (Green) using Phase 1 of the Significance Determination 
Process for reactor inspection findings for At-Power reactor situations. The finding is of very low safety significance because the finding is not 
a design or qualification deficiency, does not represent an actual loss of safety function, and does not screen as potentially risk significant due 
to a seismic, fire, flooding, or severe weather initiating event. (Section 3.3)  
 
Inspection Report# : 2003013(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Did Not Meet 10 CFR 55.53(f)(2) When Reactivating Senior Operators to Support Fuel Handling 
The inspector identified a non-cited violation (NCV) of 10 CFR 55.53(f)(2) regarding the licensee's method used to reactivate senior operator 
licenses to support refueling. The operators were reactivated without the required direct supervision being present during the shift under-
instruction time.  
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This finding is more than minor but of very low safety significance because it is similar to example 2h in Appendix E of MC 0612. The 
performance deficiency is related to operator license conditions. The performance deficiency indicates more than 20% of the senior operator 
license reactivations to support refueling operations did not meet the requirements of 10 CFR 55.53(f)(2). Accordingly, the performance 
deficiency was determined to be of very low safety significance. 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions on Unit 2 Reactor Core Isolation Cooling Pump for Automatic Flow Control 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, because Exelon did not adequately correct a 
significant condition adverse to quality, identified during a December 21, 2002 scram, associated with the inoperabiity of the Unit 2 reactor 
core isolation cooling (RCIC) pump in the automatic flow control mode. As a result of not adequately correcting this significant condition 
adverse to quality, the Unit 2 RCIC pump was not able to deliver the Technical Specification required 600 gpm flow rate into the reactor vessel 
in the automatic flow control mode during a July 22, 2003 scram.  
 
This finding is considered more than minor because it is associated with the design control attribute of the Mitigating Systems Cornerstone and 
adversely affects the objective, in that, the capability of RCIC was degraded to respond to initiating events to prevent undesirable 
consequences. This finding is of very low safety significance (Green) using Phase 1 of the Significance Determination Process (SDP) for 
Reactor Inspection Findings for At-Power Situations. This issue is of very low safety significance because there was no loss of safety function 
for RCIC and the finding is not risk significant because of seismic, flood, fire or severe weather. Unit 2 RCIC pump flow was high enough (i.e., 
a nominal flow rate of approximately 560 gpm), in the automatic flow control mode to maintain reactor vessel water level. Additionally, RCIC 
pump flow in the manual flow control mode was able to reach 600 gpm.  
 
Inspection Report# : 2003004(pdf)  

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate E2 Emergency Diesel Generator Maintenance Procedure Resulted in a Lube Oil Leak that Caused a Small Fire on the 
Exhaust Manifold 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical Specification 5.4.1 because Exelon 
did not adequately establish and maintain torque values for the engine top cover flange joint bolts in an emergency diesel generator (EDG) 
maintenance procedure. The lack of torque values resulted in lube oil leakage from an improperly torqued joint which led to a small fire on the 
E2 EDG exhaust manifold during surveillance testing.  
 
This finding was considered more than minor, since it was associated with an attribute and affected the objective of the Mitigating System 
cornerstone. The applicable attribute was maintenance procedure quality and affected the objective of the cornerstone to ensure the reliability 
of emergency electrical systems to respond to initiating events to prevent undesirable consequences. The finding was determined to be of very 
low safety significance because all four EDGs remained available with the loose top cover flange bolts. 
Inspection Report# : 2003003(pdf)  

Significance:  Apr 25, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure To Provide Cable Protection in Accordance With 10 CFR Part 50, Appendix R, Section III.G.2 
The team identified a non-cited violation of 10 CFR Part 50, Appendix R, Section III.G.2. Exelon included manual actions in Table A-1 of 
Specification NE-00296, Post-Fire Safe Shutdown Program Requirements, November 23, 1999, to operate equipment necessary for achieving 
and maintaining hot shutdown. Several of these manual actions did not meet the requirements of Appendix R, Section III.G.2 and the NRC had 
not granted exemptions to allow these actions.  
 
In accordance with the guidance provided in Inspection Procedure 71111.05, "Fire Protection," (Revision dated 3/6/03) this finding is greater 
than minor. The finding is of very low safety significance because the manual actions are reasonable and are expected to meet the criteria 
outlined in Enclosure 2 of Inspection Procedure 71111.05. 
Inspection Report# : 2003009(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
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described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Jun 28, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
"A" Train of Standby Gas Treatment System Inoperable for Greater Than 7 Days 
The inspectors identified a non-cited violation (NCV) of very low safety significance (Green) of Technical Specification 3.6.4.3 due to the 
inoperability of one train of the standby gas treatment (SBGT) for greater than seven days. Around November 2002, the charcoal and HEPA 
filters on the ‘A' train were sprayed with water from the deluge system. The ‘A' train of SBGT was unable to perform its safety function for 
greater than seven days, due to the wetting of the charcoal filters.  
 
This finding was considered more than minor since it is associated with the Containment Barrier performance attribute of the Barrier integrity 
cornerstone. The finding affected the cornerstone objective to provide reasonable assurance that physical design barriers provide protection 
against a radiological release caused by accidents or events. The finding was determined to be of very low safety significance because the 
SBGT system was not required to mitigate a radiological release while the ‘A' train was unavailable and the ‘B' train of SBGT was operable 
while the ‘A' train was unavailable. 
Inspection Report# : 2003003(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: SL-IV Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Emergency Plan Change Documentation, 10 CFR 50.54(q) 
The inspector identified a Severity Level IV non-cited violation of 10 CFR 50.54(q). During the implementation of a new Standard Emergency 
Plan, Exelon did not retain a record that determined whether a decrease-in-effectiveness had or had not occurred when Exelon generated the 
new Standard Emergency Plan that deleted portions of the previous Combined Limerick/Peach Bottom Emergency Plan.  
 
Changing emergency plan commitments without documentation impacts the NRC's ability to perform its regulatory function and is, therefore, 
processed through traditional enforcement as specified in Section IV.A.3 of the Enforcement Policy, issued May 1, 2000 (65 CFR 25388). 
According to Supplement VIII of the Enforcement Policy, this finding was determined to be a Severity Level IV because it involved a failure to 
meet a requirement not directly related to assessment and notification.  
 
Inspection Report# : 2003004(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 2 High Pressure Coolant Injection Turbine Failure During Post-Maintenance Testing Due to Mis-Positioned Oil Supply Valve 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for inadequate Unit 
2 high pressure coolant injection (HPCI) turbine maintenance procedures. The procedures did not contain adequate controls to prevent the mis-
positioning of the governor bearing oil supply valve during post-maintenance testing. As a result, oil flow to the bearing was interrupted. Damage to the 
turbine bearing and rotor rendered the machine inoperable and required the bearing and rotor to be replaced, resulting in unplanned HPCI system 
unavailability.  
 
This finding is more than minor because, if left uncorrected, it would become a more significant safety concern. The finding affected the mitigating 
systems cornerstone equipment reliability attribute. The failure of HPCI turbine bearing resulted in a loss of high pressure injection system safety 
function; therefore, a Phase 2 Significance Determination Process (SDP) was required. A Phase 3 SDP was required to assess the increased risk due to 
large early release frequency. The Phase 3 SDP determined this issue to be of very low safety significance.  
 
A contributing cause to the HPCI turbine failure was related to the problem identification and resolution cross-cutting area. Specifically, Exelon failed to 
adequately incorporate relevant operating experience into the design, maintenance, and operation of the HPCI lubricating oil system. 
Inspection Report# : 2004003(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance Rule Bases Exceeded on the 2A Reactor Building Closed-Cooling Water Heat Exchanger and E-2 Emergency Diesel Generator 
The NRC identified a non-cited violation (NCV) of 10 CFR 50.65, the Maintenance Rule, having very low safety significance (Green). As of December 
14, 2003, the 2A reactor building closed cooling water (RBCCW) heat exchanger exceeded the unavailability criteria established by Exelon in its 
Maintenance Rule scoping document. The RBCCW system was not monitored against Exelon established criteria of two percent unavailability per 24 
month period. Additionally, as of February 13, 2004, the E2 emergency diesel generator (EDG) exceeded the reliability criteria established by Exelon in 
its Maintenance Rule scoping document. The E2 EDG performance was not monitored against Exelon established criteria of one maintenance 
preventable functional failure (MPFF) per 24 month period. The events determined to be MPFFs on the E2 EDG occurred on March 21, 2003, and 
September 15, 2003.  
 
The finding is more than minor because the E2 EDG 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. The 2A RBCCW heat exchanger was associated with the Equipment Performance attribute of the Initiating Events 
cornerstone. Exelon's not analyzing the E2 EDG or the 2A RBCCW heat exchanger performance in accordance with the maintenance rule was 
determined to have very low safety significance (Green) using Phase 1 of the Significance Determination Process (SDP) for Reactor Inspector Findings 
for At-Power reactor situations.  
 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Clearance Restoration Results in Automatic Start of All Four Emergency Diesel Generators 
A self revealing non-cited violation (NCV) of Technical Specification 5.4.1 was identified. The NCV is of very low safety significance. The written 
clearance restoration instructions provided to maintenance technicians to restore Unit 3 reactor vessel water level instruments to service following 
maintenance were inadequate. The inadequate instructions resulted in the unexpected generation of signals to actuate the Unit 3 emergency core cooling 
systems (ECCS) and to start the four EDGs. All four EDGs started but were not connected to the Unit 2 or 3 safety buses because normal power was 
available to these buses. None of the Unit 3 ECCS actuated because Unit-3 was in a refueling outage.  
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The finding is greater than minor because it is similar to Insignificant Procedure Error Example 5.a in Appendix E of IMC 0612, "Power Reactor 
Inspection Reports." The reactor vessel instrumentation system was being returned to service after maintenance with an inadequate work instruction and 
caused automatic start of all four EDGs. The finding is of very low safety significance on both Unit 2 and Unit 3. Unit 3 was assessed using IMC 0609, 
Appendix G, "Shutdown Operations Significance Determination Process." The reactor coolant system level was maintained greater than 23 feet, the two 
sources of vessel level instrumentation used by plant operators to monitor reactor coolant system inventory were not affected, and the finding did not 
represent a loss of control. Unit-2 was assessed using IMC 0609, Appendix A "Significance Determination of Reactor Inspection Findings for At-Power 
Situations." The finding was not a design deficiency, did not represent an actual loss of safety function, and did not involve the loss of equipment 
designed to mitigate an external event.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for High Unit 2 Steam Tunnel Temperature 
A self revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion 16 was identified. The NCV is of very low safety significance. During 
the period of July 2001 through July 2003, Exelon did not adequately correct a condition adverse to quality, specifically a high Unit 2 steam tunnel 
temperature condition that was not representative of a steam leak. Consequently, on July 22, 2003, following a turbine trip and scram of Unit 2, a high 
main steam tunnel temperature condition, that was not representative of a steam leak, caused all main steam isolation valves to close resulting in a loss 
of the normal heat sink and reactor feed water system.  
 
The finding is considered greater than minor in that the issue is associated with the equipment performance attribute of the mitigating systems 
cornerstone and adversely affects the mitigating systems cornerstone objective to assure availability of systems that respond to initiating events to 
prevent undesirable consequences. The finding is also associated with the equipment performance attribute of the Initiating Events cornerstone and 
adversely affects the objective of limiting the likelihood of those events that upset plant stability. A high steam tunnel temperature condition that is not 
representative of a steam leak due to a Group 3 isolation would remove the normal source of feed water and heat sink and cause a reactor scram.  
 
This finding is specifically related to the cross-cutting area of Problem Identification and Resolution. Although Exelon documented high main steam 
tunnel temperatures in their corrective action program on July 1, 2001, and again on April 20, 2003, Exelon did not correct the high main steam line 
tunnel temperature condition that was not representative of a steam leak on Unit 2 to prevent the closure of the main steam isolation valves on July 22, 
2003. 
Inspection Report# : 2003005(pdf)  

Significance:  Nov 18, 2003 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Adequately Maintain the E-2 Emergency Diesel Generator 
(By letter dated February 3, 2004, Final Significance Determination for a White Finding and Notice of Violation, EA-03-224.)  
 
A self-revealing finding was identified for the failure to adequately maintain the E2 emergency diesel generator (EDG) between July 1992 and 
September 2003. This finding involved two apparent violations. An apparent violation of Technical Specifications was identified for the failure to 
maintain the maintenance procedure for installation of EDG adapter gaskets. The procedure did not incorporate certain vendor recommendations 
intended to provide proper sealing of the gaskets, leading to relaxation over several years that allowed combustion gases to enter the jacket coolant 
system. An apparent violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Actions" was identified because Exelon did not correct a condition 
adverse to quality following two instances of low jacket water pressure observed on the E2 emergency diesel generator (EDG) in March and April 2003. 
Subsequently, the EDG failed due to a low jacket water pressure condition.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating Systems cornerstone and adversely 
affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. The finding was 
assessed using a Phase 3 evaluation. The finding is of low to moderate safety significance (WHITE) at Unit 2 based on delta core damage frequency 
( CDF) and delta large early release frequency ( LERF). The finding is of very low safety significance (GREEN) at Unit 3 based on CDF and LERF. 
The difference between the two units is attributable to differences in electrical bus loads.  
 
Inspection Report# : 2003013(pdf)  

Significance:  Nov 18, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Corrective Actions to Correct a Hotwell Level Controller 
A self-revealing finding was identified because Exelon did not correct a previously known equipment deficiency with the Unit 2 "B" condenser hotwell 
level instrument as required by the corrective action program. The equipment deficiency resulted in draining the condensate storage tank (CST) to the 
condenser hotwell and automatically transferring the high pressure coolant injection and reactor core isolating cooling systems' suction from the CST to 
the torus. The automatic transfer of the suction to the torus was unexpected at this point during the event and therefore resulted in an added operational 
burden for the operators.  
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This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating Systems cornerstone and adversely 
affects the cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to prevent undesirable 
consequences. This finding is of very low safety significance (Green) using Phase 1 of the Significance Determination Process for reactor inspection 
findings for At-Power reactor situations. The finding is of very low safety significance because the finding is not a design or qualification deficiency, 
does not represent an actual loss of safety function, and does not screen as potentially risk significant due to a seismic, fire, flooding, or severe weather 
initiating event. (Section 3.3)  
 
Inspection Report# : 2003013(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Did Not Meet 10 CFR 55.53(f)(2) When Reactivating Senior Operators to Support Fuel Handling 
The inspector identified a non-cited violation (NCV) of 10 CFR 55.53(f)(2) regarding the licensee's method used to reactivate senior operator licenses to 
support refueling. The operators were reactivated without the required direct supervision being present during the shift under-instruction time.  
 
This finding is more than minor but of very low safety significance because it is similar to example 2h in Appendix E of MC 0612. The performance 
deficiency is related to operator license conditions. The performance deficiency indicates more than 20% of the senior operator license reactivations to 
support refueling operations did not meet the requirements of 10 CFR 55.53(f)(2). Accordingly, the performance deficiency was determined to be of 
very low safety significance. 
Inspection Report# : 2003004(pdf)  

Significance:  Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions on Unit 2 Reactor Core Isolation Cooling Pump for Automatic Flow Control 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, because Exelon did not adequately correct a 
significant condition adverse to quality, identified during a December 21, 2002 scram, associated with the inoperabiity of the Unit 2 reactor core 
isolation cooling (RCIC) pump in the automatic flow control mode. As a result of not adequately correcting this significant condition adverse to quality, 
the Unit 2 RCIC pump was not able to deliver the Technical Specification required 600 gpm flow rate into the reactor vessel in the automatic flow 
control mode during a July 22, 2003 scram.  
 
This finding is considered more than minor because it is associated with the design control attribute of the Mitigating Systems Cornerstone and 
adversely affects the objective, in that, the capability of RCIC was degraded to respond to initiating events to prevent undesirable consequences. This 
finding is of very low safety significance (Green) using Phase 1 of the Significance Determination Process (SDP) for Reactor Inspection Findings for 
At-Power Situations. This issue is of very low safety significance because there was no loss of safety function for RCIC and the finding is not risk 
significant because of seismic, flood, fire or severe weather. Unit 2 RCIC pump flow was high enough (i.e., a nominal flow rate of approximately 560 
gpm), in the automatic flow control mode to maintain reactor vessel water level. Additionally, RCIC pump flow in the manual flow control mode was 
able to reach 600 gpm.  
 
Inspection Report# : 2003004(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as described in 
Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate the control circuits 
of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability 
at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires PECO to 
implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue into their corrective 
action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, the issue of mechanical damage 
to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As such, any further 
enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with 
Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each system 
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affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced spurious 
actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire 
operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the requirements 
of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have implemented reasonable 
compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC 
and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute 
and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: SL-IV Sep 27, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Emergency Plan Change Documentation, 10 CFR 50.54(q) 
The inspector identified a Severity Level IV non-cited violation of 10 CFR 50.54(q). During the implementation of a new Standard Emergency Plan, 
Exelon did not retain a record that determined whether a decrease-in-effectiveness had or had not occurred when Exelon generated the new Standard 
Emergency Plan that deleted portions of the previous Combined Limerick/Peach Bottom Emergency Plan.  
 
Changing emergency plan commitments without documentation impacts the NRC's ability to perform its regulatory function and is, therefore, processed 
through traditional enforcement as specified in Section IV.A.3 of the Enforcement Policy, issued May 1, 2000 (65 CFR 25388). According to 
Supplement VIII of the Enforcement Policy, this finding was determined to be a Severity Level IV because it involved a failure to meet a requirement 
not directly related to assessment and notification.  
 
Inspection Report# : 2003004(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 3 High Pressure Coolant Injection System Trip Circuit Wire Not Reinstalled Following Testing 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for 
instrument control technicians not following written procedures during conduct of a surveillance test on the Unit 3 high pressure coolant 
injection (HPCI) system. The technician's procedure error resulted in the HPCI high reactor vessel water level trip circuit being disabled due to 
a test wire not being properly reconnected following testing on August 3, 2004. Instrument control technicians identified the disabled trip 
circuit while performing testing on the opposite trip circuit on September 14, 2004.  
 
The finding is considered more than minor because the issue was associated with the configuration control attribute of the mitigating systems 
cornerstone objective to ensure availability, reliability, and capability of systems that respond to initiating events. HPCI reliability could be 
impacted if the turbine did not trip on high reactor water level. The finding was determined to be of very low safety significance (Green) 
because the issue did not result in a loss of the HPCI system automatic injection safety function.  
 
A contributing cause to the HPCI high reactor vessel water level trip being disabled was related to the human performance cross-cutting area. 
Specifically, instrument control technicians did not follow written instructions to reconnect a wire following planned surveillance testing. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 2 High Pressure Coolant Injection Turbine Failure During Post-Maintenance Testing Due to Mis-Positioned Oil Supply Valve 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for 
inadequate Unit 2 high pressure coolant injection (HPCI) turbine maintenance procedures. The procedures did not contain adequate controls to 
prevent the mis-positioning of the governor bearing oil supply valve during post-maintenance testing. As a result, oil flow to the bearing was 
interrupted. Damage to the turbine bearing and rotor rendered the machine inoperable and required the bearing and rotor to be replaced, 
resulting in unplanned HPCI system unavailability.  
 
This finding is more than minor because, if left uncorrected, it would become a more significant safety concern. The finding affected the 
mitigating systems cornerstone equipment reliability attribute. The failure of HPCI turbine bearing resulted in a loss of high pressure injection 
system safety function; therefore, a Phase 2 Significance Determination Process (SDP) was required. A Phase 3 SDP was required to assess the 
increased risk due to large early release frequency. The Phase 3 SDP determined this issue to be of very low safety significance.  
 
A contributing cause to the HPCI turbine failure was related to the problem identification and resolution cross-cutting area. Specifically, 
Exelon failed to adequately incorporate relevant operating experience into the design, maintenance, and operation of the HPCI lubricating oil 
system. 
Inspection Report# : 2004003(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance Rule Bases Exceeded on the 2A Reactor Building Closed-Cooling Water Heat Exchanger and E-2 Emergency Diesel 
Generator 
The NRC identified a non-cited violation (NCV) of 10 CFR 50.65, the Maintenance Rule, having very low safety significance (Green). As of 
December 14, 2003, the 2A reactor building closed cooling water (RBCCW) heat exchanger exceeded the unavailability criteria established by 
Exelon in its Maintenance Rule scoping document. The RBCCW system was not monitored against Exelon established criteria of two percent 
unavailability per 24 month period. Additionally, as of February 13, 2004, the E2 emergency diesel generator (EDG) exceeded the reliability 
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criteria established by Exelon in its Maintenance Rule scoping document. The E2 EDG performance was not monitored against Exelon 
established criteria of one maintenance preventable functional failure (MPFF) per 24 month period. The events determined to be MPFFs on the 
E2 EDG occurred on March 21, 2003, and September 15, 2003.  
 
The finding is more than minor because the E2 EDG 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. The 2A RBCCW heat exchanger was associated with the Equipment Performance 
attribute of the Initiating Events cornerstone. Exelon's not analyzing the E2 EDG or the 2A RBCCW heat exchanger performance in 
accordance with the maintenance rule was determined to have very low safety significance (Green) using Phase 1 of the Significance 
Determination Process (SDP) for Reactor Inspector Findings for At-Power reactor situations.  
 
Inspection Report# : 2004002(pdf)  

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Clearance Restoration Results in Automatic Start of All Four Emergency Diesel Generators 
A self revealing non-cited violation (NCV) of Technical Specification 5.4.1 was identified. The NCV is of very low safety significance. The 
written clearance restoration instructions provided to maintenance technicians to restore Unit 3 reactor vessel water level instruments to service 
following maintenance were inadequate. The inadequate instructions resulted in the unexpected generation of signals to actuate the Unit 3 
emergency core cooling systems (ECCS) and to start the four EDGs. All four EDGs started but were not connected to the Unit 2 or 3 safety 
buses because normal power was available to these buses. None of the Unit 3 ECCS actuated because Unit-3 was in a refueling outage.  
 
The finding is greater than minor because it is similar to Insignificant Procedure Error Example 5.a in Appendix E of IMC 0612, "Power 
Reactor Inspection Reports." The reactor vessel instrumentation system was being returned to service after maintenance with an inadequate 
work instruction and caused automatic start of all four EDGs. The finding is of very low safety significance on both Unit 2 and Unit 3. Unit 3 
was assessed using IMC 0609, Appendix G, "Shutdown Operations Significance Determination Process." The reactor coolant system level was 
maintained greater than 23 feet, the two sources of vessel level instrumentation used by plant operators to monitor reactor coolant system 
inventory were not affected, and the finding did not represent a loss of control. Unit-2 was assessed using IMC 0609, Appendix A 
"Significance Determination of Reactor Inspection Findings for At-Power Situations." The finding was not a design deficiency, did not 
represent an actual loss of safety function, and did not involve the loss of equipment designed to mitigate an external event.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Dec 31, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions for High Unit 2 Steam Tunnel Temperature 
A self revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion 16 was identified. The NCV is of very low safety 
significance. During the period of July 2001 through July 2003, Exelon did not adequately correct a condition adverse to quality, specifically a 
high Unit 2 steam tunnel temperature condition that was not representative of a steam leak. Consequently, on July 22, 2003, following a turbine 
trip and scram of Unit 2, a high main steam tunnel temperature condition, that was not representative of a steam leak, caused all main steam 
isolation valves to close resulting in a loss of the normal heat sink and reactor feed water system.  
 
The finding is considered greater than minor in that the issue is associated with the equipment performance attribute of the mitigating systems 
cornerstone and adversely affects the mitigating systems cornerstone objective to assure availability of systems that respond to initiating events 
to prevent undesirable consequences. The finding is also associated with the equipment performance attribute of the Initiating Events 
cornerstone and adversely affects the objective of limiting the likelihood of those events that upset plant stability. A high steam tunnel 
temperature condition that is not representative of a steam leak due to a Group 3 isolation would remove the normal source of feed water and 
heat sink and cause a reactor scram.  
 
This finding is specifically related to the cross-cutting area of Problem Identification and Resolution. Although Exelon documented high main 
steam tunnel temperatures in their corrective action program on July 1, 2001, and again on April 20, 2003, Exelon did not correct the high main 
steam line tunnel temperature condition that was not representative of a steam leak on Unit 2 to prevent the closure of the main steam isolation 
valves on July 22, 2003. 
Inspection Report# : 2003005(pdf)  

Significance:  Nov 18, 2003 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Adequately Maintain the E-2 Emergency Diesel Generator 
(By letter dated February 3, 2004, Final Significance Determination for a White Finding and Notice of Violation, EA-03-224.)  
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A self-revealing finding was identified for the failure to adequately maintain the E2 emergency diesel generator (EDG) between July 1992 and 
September 2003. This finding involved two apparent violations. An apparent violation of Technical Specifications was identified for the failure 
to maintain the maintenance procedure for installation of EDG adapter gaskets. The procedure did not incorporate certain vendor 
recommendations intended to provide proper sealing of the gaskets, leading to relaxation over several years that allowed combustion gases to 
enter the jacket coolant system. An apparent violation of 10 CFR 50 Appendix B, Criterion XVI, "Corrective Actions" was identified because 
Exelon did not correct a condition adverse to quality following two instances of low jacket water pressure observed on the E2 emergency diesel 
generator (EDG) in March and April 2003. Subsequently, the EDG failed due to a low jacket water pressure condition.  
 
This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating Systems cornerstone and 
adversely affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events. 
The finding was assessed using a Phase 3 evaluation. The finding is of low to moderate safety significance (WHITE) at Unit 2 based on delta 
core damage frequency ( CDF) and delta large early release frequency ( LERF). The finding is of very low safety significance (GREEN) at 
Unit 3 based on CDF and LERF. The difference between the two units is attributable to differences in electrical bus loads.  
 
Inspection Report# : 2003013(pdf)  
Inspection Report# : 2004010(pdf)  

Significance:  Nov 18, 2003 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Inadequate Corrective Actions to Correct a Hotwell Level Controller 
A self-revealing finding was identified because Exelon did not correct a previously known equipment deficiency with the Unit 2 "B" condenser 
hotwell level instrument as required by the corrective action program. The equipment deficiency resulted in draining the condensate storage 
tank (CST) to the condenser hotwell and automatically transferring the high pressure coolant injection and reactor core isolating cooling 
systems' suction from the CST to the torus. The automatic transfer of the suction to the torus was unexpected at this point during the event and 
therefore resulted in an added operational burden for the operators.  
 
This finding is more than minor because it is associated with the Equipment Performance attribute of the Mitigating Systems cornerstone and 
adversely affects the cornerstone objective to ensure the availability, reliability and capability of systems that respond to initiating events to 
prevent undesirable consequences. This finding is of very low safety significance (Green) using Phase 1 of the Significance Determination 
Process for reactor inspection findings for At-Power reactor situations. The finding is of very low safety significance because the finding is not 
a design or qualification deficiency, does not represent an actual loss of safety function, and does not screen as potentially risk significant due 
to a seismic, fire, flooding, or severe weather initiating event. (Section 3.3)  
 
Inspection Report# : 2003013(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
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requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow DOT Package Closure Requirements 
The NRC identified a non-cited violation (NCV) of 10 CFR 71.5 associated with failure to properly close Type A shipping packages (control 
rod drive shipping boxes). Specifically, for packages loaded on September 20, 2004, and previous shipments, Exelon did not torque the 
package closures (T-bolts) to torque values specified in vendor closure procedures as required by 49 CFR 173.475.  
 
The finding was more than minor, in that it is associated with the public radiation safety cornerstone. The cornerstone objective was affected 
because the issue involved an occurrence in the radioactive material transportation program that was contrary to NRC or Department of 
Transportation regulations. Specifically, Exelon did not ensure the DOT Type A packages were properly closed. The finding is of very low 
safety significance (Green), in that it involved a radioactive material control and package procedure compliance issue, but did not involve a 
radiation limit being exceeded or a package breach. Exelon placed this issue in its corrective action program, had not shipped the specific 
packages offsite, and verified that previous shipments of this package type had arrived at their destination with no external contamination. 
Inspection Report# : 2004004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance: N/A Dec 03, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Supplemental Inspection of Exelon's Evaluation of the White PI Associated with the Peach Bottom Unit 2 Scrams 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification attributes of IP 95001. Regarding the problem 
resolution attributes of IP 95001, the inspector did not identify any common root causes for the five scrams; however, there were some 
common contributing causes including: not entering or resolving equipment failures in the corrective action process; not implementing timely 
corrective measures; not appropriately assessing potential safety risk associated with equipment anomalies and problems. Some examples of 
these problems were discussed in the licensee's common cause analysis and the inspector identified additional examples that are discussed in 
the body of this report.  
 
The inspector independently evaluated the cause analysis for each of the five scrams and identified an overall weakness in the area of problem 
resolution. Specifically, Exelon's cause evaluations for the scrams were not always thorough in that some of the conclusions were not supported 
by available information and two of the root cause evaluations did not identify the underlying causes. In most cases there was little evidence of 
the use of credited evaluation methods and some conclusions did not appear to be supported by these evaluation methods. Additionally, the 
extent of condition and cause reviews were not always appropriately focused and there were problems with the adequacy and implementation 
of some corrective actions. Nonetheless, the inspector concluded that although Exelon missed some opportunities to identify the underlying 
causes of events and that some of the root cause analysis were not thorough, the evaluations did identify and the licensee did implement 
corrective actions sufficient to prevent recurrence of similar events. This conclusion is also supported by the fact that there were no additional 
scrams as of the conclusion of this inspection. We plan to review your actions to address these weaknesses during subsequent baseline 
inspections such as our problem identification and resolution (PI&R) biennial team inspection and PI&R sample inspections.  
 
Inspection Report# : 2004011(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 3 High Pressure Coolant Injection System Trip Circuit Wire Not Reinstalled Following Testing 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for 
instrument control technicians not following written procedures during conduct of a surveillance test on the Unit 3 high pressure coolant 
injection (HPCI) system. The technician's procedure error resulted in the HPCI high reactor vessel water level trip circuit being disabled due to 
a test wire not being properly reconnected following testing on August 3, 2004. Instrument control technicians identified the disabled trip 
circuit while performing testing on the opposite trip circuit on September 14, 2004.  
 
The finding is considered more than minor because the issue was associated with the configuration control attribute of the mitigating systems 
cornerstone objective to ensure availability, reliability, and capability of systems that respond to initiating events. HPCI reliability could be 
impacted if the turbine did not trip on high reactor water level. The finding was determined to be of very low safety significance (Green) 
because the issue did not result in a loss of the HPCI system automatic injection safety function.  
 
A contributing cause to the HPCI high reactor vessel water level trip being disabled was related to the human performance cross-cutting area. 
Specifically, instrument control technicians did not follow written instructions to reconnect a wire following planned surveillance testing. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 2 High Pressure Coolant Injection Turbine Failure During Post-Maintenance Testing Due to Mis-Positioned Oil Supply Valve 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for 
inadequate Unit 2 high pressure coolant injection (HPCI) turbine maintenance procedures. The procedures did not contain adequate controls to 
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prevent the mis-positioning of the governor bearing oil supply valve during post-maintenance testing. As a result, oil flow to the bearing was 
interrupted. Damage to the turbine bearing and rotor rendered the machine inoperable and required the bearing and rotor to be replaced, 
resulting in unplanned HPCI system unavailability.  
 
This finding is more than minor because, if left uncorrected, it would become a more significant safety concern. The finding affected the 
mitigating systems cornerstone equipment reliability attribute. The failure of HPCI turbine bearing resulted in a loss of high pressure injection 
system safety function; therefore, a Phase 2 Significance Determination Process (SDP) was required. A Phase 3 SDP was required to assess the 
increased risk due to large early release frequency. The Phase 3 SDP determined this issue to be of very low safety significance.  
 
A contributing cause to the HPCI turbine failure was related to the problem identification and resolution cross-cutting area. Specifically, 
Exelon failed to adequately incorporate relevant operating experience into the design, maintenance, and operation of the HPCI lubricating oil 
system. 
Inspection Report# : 2004003(pdf)  

Significance:  Mar 31, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance Rule Bases Exceeded on the 2A Reactor Building Closed-Cooling Water Heat Exchanger and E-2 Emergency Diesel 
Generator 
The NRC identified a non-cited violation (NCV) of 10 CFR 50.65, the Maintenance Rule, having very low safety significance (Green). As of 
December 14, 2003, the 2A reactor building closed cooling water (RBCCW) heat exchanger exceeded the unavailability criteria established by 
Exelon in its Maintenance Rule scoping document. The RBCCW system was not monitored against Exelon established criteria of two percent 
unavailability per 24 month period. Additionally, as of February 13, 2004, the E2 emergency diesel generator (EDG) exceeded the reliability 
criteria established by Exelon in its Maintenance Rule scoping document. The E2 EDG performance was not monitored against Exelon 
established criteria of one maintenance preventable functional failure (MPFF) per 24 month period. The events determined to be MPFFs on the 
E2 EDG occurred on March 21, 2003, and September 15, 2003.  
 
The finding is more than minor because the E2 EDG 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. The 2A RBCCW heat exchanger was associated with the Equipment Performance 
attribute of the Initiating Events cornerstone. Exelon's not analyzing the E2 EDG or the 2A RBCCW heat exchanger performance in 
accordance with the maintenance rule was determined to have very low safety significance (Green) using Phase 1 of the Significance 
Determination Process (SDP) for Reactor Inspector Findings for At-Power reactor situations.  
 
Inspection Report# : 2004002(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
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requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Exelon Did Not Adhere to Radiation Protection Procedures for Control of Radioactive Material Within the Radiologically Controlled 
Area 
A self-revealing non-cited violation of Technical Specification 5.4 associated with implementation of Regulatory Guide 1.33 procedures for 
control of radioactivity was identified. Specifically, positive control was not maintained of an unlabeled bucket containing elevated levels of 
residual radioactive materials on November 8, 2004. The material was unknowingly spilled in a non-contaminated area resulting in personnel 
and area contamination. Exelon conducted a clean-up of the contamination, evaluated potential personnel exposures, reviewed extent of 
condition, and placed this issue into the corrective action program. No significant occupational dose was identified.  
 
The finding was greater than minor because it affected the Occupational Radiation Safety cornerstone attributes of program and processes for 
exposure control and monitoring in that Exelon did not maintain control of radioactive materials to ensure adequate protection of worker health 
and safety from exposure to radioactive materials. This finding was determined to be of very low safety significance (Green), in that: 1) it did 
not involve an ALARA finding, 2) it did not involve an overexposure, 3) there was no substantial potential of an overexposure and, 4) the 
ability to assess dose was not compromised. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow DOT Package Closure Requirements 
The NRC identified a non-cited violation (NCV) of 10 CFR 71.5 associated with failure to properly close Type A shipping packages (control 
rod drive shipping boxes). Specifically, for packages loaded on September 20, 2004, and previous shipments, Exelon did not torque the 
package closures (T-bolts) to torque values specified in vendor closure procedures as required by 49 CFR 173.475.  
 
The finding was more than minor, in that it is associated with the public radiation safety cornerstone. The cornerstone objective was affected 
because the issue involved an occurrence in the radioactive material transportation program that was contrary to NRC or Department of 
Transportation regulations. Specifically, Exelon did not ensure the DOT Type A packages were properly closed. The finding is of very low 
safety significance (Green), in that it involved a radioactive material control and package procedure compliance issue, but did not involve a 
radiation limit being exceeded or a package breach. Exelon placed this issue in its corrective action program, had not shipped the specific 
packages offsite, and verified that previous shipments of this package type had arrived at their destination with no external contamination. 
Inspection Report# : 2004004(pdf)  
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Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : March 09, 2005 
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Peach Bottom 2 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Outer Intake Structure Trash Racks 
The inspectors identified a very low safety significance (Green), NCV of 10 CFR 50.65, paragraph b(2)(iii). Specifically, Peach Bottom 
Atomic Power Station (PBAPS) did not scope the outer intake structure trash racks into the Maintenance Rule when past station events showed 
elevated levels of debris blockage on the trash racks would upset plant stability and increased the likelihood of a scram on both units due to loss 
of main condenser vacuum.  
 
This finding is greater than minor because it was associated with the protection against external factors attribute of the Initiating Events 
cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability during power operations. 
The finding is of very low safety significance (Green) because it did not affect both the likelihood of a plant transient and unavailability of 
mitigation equipment or functions. Specifically, PBAPS personnel were able to recover intake basin level during the January 2004 and January 
2005 icing events prior to a scram being procedurally required.  
 
A contributing cause to the failure is related to the identification subcategory of the Problem Identification and Resolution cross-cutting area 
because PBAPS did not identify the requirement to scope the intake structure trash racks into the Maintenance Rule. 
Inspection Report# : 2005002(pdf)  

Significance: N/A Dec 03, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Supplemental Inspection of Exelon's Evaluation of the White PI Associated with the Peach Bottom Unit 2 Scrams 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification attributes of IP 95001. Regarding the problem 
resolution attributes of IP 95001, the inspector did not identify any common root causes for the five scrams; however, there were some 
common contributing causes including: not entering or resolving equipment failures in the corrective action process; not implementing timely 
corrective measures; not appropriately assessing potential safety risk associated with equipment anomalies and problems. Some examples of 
these problems were discussed in the licensee's common cause analysis and the inspector identified additional examples that are discussed in 
the body of this report.  
 
The inspector independently evaluated the cause analysis for each of the five scrams and identified an overall weakness in the area of problem 
resolution. Specifically, Exelon's cause evaluations for the scrams were not always thorough in that some of the conclusions were not supported 
by available information and two of the root cause evaluations did not identify the underlying causes. In most cases there was little evidence of 
the use of credited evaluation methods and some conclusions did not appear to be supported by these evaluation methods. Additionally, the 
extent of condition and cause reviews were not always appropriately focused and there were problems with the adequacy and implementation 
of some corrective actions. Nonetheless, the inspector concluded that although Exelon missed some opportunities to identify the underlying 
causes of events and that some of the root cause analysis were not thorough, the evaluations did identify and the licensee did implement 
corrective actions sufficient to prevent recurrence of similar events. This conclusion is also supported by the fact that there were no additional 
scrams as of the conclusion of this inspection. We plan to review your actions to address these weaknesses during subsequent baseline 
inspections such as our problem identification and resolution (PI&R) biennial team inspection and PI&R sample inspections.  
 
Inspection Report# : 2004011(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Station Blackout Power Supply to Emergency Buses with SBO Transformer Tap Loss of Function 
A self-revealing Green NCV of 10 CFR 50.63, "Loss of All Alternating Current Power," was identified for PBAPS's inadequate station 
blackout coping analysis for the configuration that existed from September 14 until December 1, 2004. Lack of design documentation and 
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administrative controls resulted in inadequate configuration control of the SBO system that would have de-energized the power feed to its 
control power circuit following a station blackout event.  
 
This finding is greater than minor because it was associated with the configuration control attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of safe shutdown systems to respond to a station 
blackout event. The finding is of very low safety significance (Green) because the issue was a design deficiency of a defense in depth support 
system to long-term heat removal that was subsequently verified not to represent an actual loss of safety function.  
 
A contributing cause for the inadequate configuration control was related to the organization subcategory in the Human Performance cross-
cutting area, in that procedure and design documents did not support maintaining SBO system operability. 
Inspection Report# : 2005002(pdf)  

Significance:  Sep 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 3 High Pressure Coolant Injection System Trip Circuit Wire Not Reinstalled Following Testing 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for 
instrument control technicians not following written procedures during conduct of a surveillance test on the Unit 3 high pressure coolant 
injection (HPCI) system. The technician's procedure error resulted in the HPCI high reactor vessel water level trip circuit being disabled due to 
a test wire not being properly reconnected following testing on August 3, 2004. Instrument control technicians identified the disabled trip 
circuit while performing testing on the opposite trip circuit on September 14, 2004.  
 
The finding is considered more than minor because the issue was associated with the configuration control attribute of the mitigating systems 
cornerstone objective to ensure availability, reliability, and capability of systems that respond to initiating events. HPCI reliability could be 
impacted if the turbine did not trip on high reactor water level. The finding was determined to be of very low safety significance (Green) 
because the issue did not result in a loss of the HPCI system automatic injection safety function.  
 
A contributing cause to the HPCI high reactor vessel water level trip being disabled was related to the human performance cross-cutting area. 
Specifically, instrument control technicians did not follow written instructions to reconnect a wire following planned surveillance testing. 
Inspection Report# : 2004004(pdf)  

Significance:  Jun 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 2 High Pressure Coolant Injection Turbine Failure During Post-Maintenance Testing Due to Mis-Positioned Oil Supply Valve 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for 
inadequate Unit 2 high pressure coolant injection (HPCI) turbine maintenance procedures. The procedures did not contain adequate controls to 
prevent the mis-positioning of the governor bearing oil supply valve during post-maintenance testing. As a result, oil flow to the bearing was 
interrupted. Damage to the turbine bearing and rotor rendered the machine inoperable and required the bearing and rotor to be replaced, 
resulting in unplanned HPCI system unavailability.  
 
This finding is more than minor because, if left uncorrected, it would become a more significant safety concern. The finding affected the 
mitigating systems cornerstone equipment reliability attribute. The failure of HPCI turbine bearing resulted in a loss of high pressure injection 
system safety function; therefore, a Phase 2 Significance Determination Process (SDP) was required. A Phase 3 SDP was required to assess the 
increased risk due to large early release frequency. The Phase 3 SDP determined this issue to be of very low safety significance.  
 
A contributing cause to the HPCI turbine failure was related to the problem identification and resolution cross-cutting area. Specifically, 
Exelon failed to adequately incorporate relevant operating experience into the design, maintenance, and operation of the HPCI lubricating oil 
system. 
Inspection Report# : 2004003(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
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the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Exelon Did Not Adhere to Radiation Protection Procedures for Control of Radioactive Material Within the Radiologically Controlled 
Area 
A self-revealing non-cited violation of Technical Specification 5.4 associated with implementation of Regulatory Guide 1.33 procedures for 
control of radioactivity was identified. Specifically, positive control was not maintained of an unlabeled bucket containing elevated levels of 
residual radioactive materials on November 8, 2004. The material was unknowingly spilled in a non-contaminated area resulting in personnel 
and area contamination. Exelon conducted a clean-up of the contamination, evaluated potential personnel exposures, reviewed extent of 
condition, and placed this issue into the corrective action program. No significant occupational dose was identified.  
 
The finding was greater than minor because it affected the Occupational Radiation Safety cornerstone attributes of program and processes for 
exposure control and monitoring in that Exelon did not maintain control of radioactive materials to ensure adequate protection of worker health 
and safety from exposure to radioactive materials. This finding was determined to be of very low safety significance (Green), in that: 1) it did 
not involve an ALARA finding, 2) it did not involve an overexposure, 3) there was no substantial potential of an overexposure and, 4) the 
ability to assess dose was not compromised. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Significance:  Sep 30, 2004 
Identified By: NRC 

Page 3 of 41Q/2005 Inspection Findings - Peach Bottom 2



Item Type: NCV NonCited Violation 
Failure to Follow DOT Package Closure Requirements 
The NRC identified a non-cited violation (NCV) of 10 CFR 71.5 associated with failure to properly close Type A shipping packages (control 
rod drive shipping boxes). Specifically, for packages loaded on September 20, 2004, and previous shipments, Exelon did not torque the 
package closures (T-bolts) to torque values specified in vendor closure procedures as required by 49 CFR 173.475.  
 
The finding was more than minor, in that it is associated with the public radiation safety cornerstone. The cornerstone objective was affected 
because the issue involved an occurrence in the radioactive material transportation program that was contrary to NRC or Department of 
Transportation regulations. Specifically, Exelon did not ensure the DOT Type A packages were properly closed. The finding is of very low 
safety significance (Green), in that it involved a radioactive material control and package procedure compliance issue, but did not involve a 
radiation limit being exceeded or a package breach. Exelon placed this issue in its corrective action program, had not shipped the specific 
packages offsite, and verified that previous shipments of this package type had arrived at their destination with no external contamination. 
Inspection Report# : 2004004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Last modified : July 11, 2005 
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Peach Bottom 2 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Outer Intake Structure Trash Racks Into The Maintenance Rule Program Based on Site Specific Operating 
Experience 
The inspectors identified a very low safety significance (Green), NCV of 10 CFR 50.65, paragraph b(2)(iii). Specifically, Peach Bottom 
Atomic Power Station (PBAPS) did not scope the outer intake structure trash racks into the Maintenance Rule when past station events showed 
elevated levels of debris blockage on the trash racks would upset plant stability and increased the likelihood of a scram on both units due to loss 
of main condenser vacuum.  
 
This finding is greater than minor because it was associated with the protection against external factors attribute of the Initiating Events 
cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability during power operations. 
The finding is of very low safety significance (Green) because it did not affect both the likelihood of a plant transient and unavailability of 
mitigation equipment or functions. Specifically, PBAPS personnel were able to recover intake basin level during the January 2004 and January 
2005 icing events prior to a scram being procedurally required.  
 
A contributing cause to the failure is related to the identification subcategory of the Problem Identification and Resolution cross-cutting area 
because PBAPS did not identify the requirement to scope the intake structure trash racks into the Maintenance Rule. 
Inspection Report# : 2005002(pdf)  

Significance: N/A Dec 03, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
Supplemental Inspection of Exelon's Evaluation of the White PI Associated with the Peach Bottom Unit 2 Scrams 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification attributes of IP 95001. Regarding the problem 
resolution attributes of IP 95001, the inspector did not identify any common root causes for the five scrams; however, there were some 
common contributing causes including: not entering or resolving equipment failures in the corrective action process; not implementing timely 
corrective measures; not appropriately assessing potential safety risk associated with equipment anomalies and problems. Some examples of 
these problems were discussed in the licensee's common cause analysis and the inspector identified additional examples that are discussed in 
the body of this report.  
 
The inspector independently evaluated the cause analysis for each of the five scrams and identified an overall weakness in the area of problem 
resolution. Specifically, Exelon's cause evaluations for the scrams were not always thorough in that some of the conclusions were not supported 
by available information and two of the root cause evaluations did not identify the underlying causes. In most cases there was little evidence of 
the use of credited evaluation methods and some conclusions did not appear to be supported by these evaluation methods. Additionally, the 
extent of condition and cause reviews were not always appropriately focused and there were problems with the adequacy and implementation 
of some corrective actions. Nonetheless, the inspector concluded that although Exelon missed some opportunities to identify the underlying 
causes of events and that some of the root cause analysis were not thorough, the evaluations did identify and the licensee did implement 
corrective actions sufficient to prevent recurrence of similar events. This conclusion is also supported by the fact that there were no additional 
scrams as of the conclusion of this inspection. We plan to review your actions to address these weaknesses during subsequent baseline 
inspections such as our problem identification and resolution (PI&R) biennial team inspection and PI&R sample inspections.  
 
Inspection Report# : 2004011(pdf)  

Mitigating Systems 

Significance:  Apr 21, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Delayed Inoperability Declaration When Activities Affecting Quality Were Not Accomplished in Accordance with Site Procedures. 
Green. A self-revealing (Green) NCV of 10 CFR 50 Appendix B, 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
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Drawings," was identified because the PBAPS staff did not accomplish activities affecting quality in accordance with the prescribed station 
procedure, LS-AA-105, "Operability Determinations." Specifically, procedure instructions to declare a component inoperable upon discovery 
of leakage from a Class 2 component pressure boundary was not accomplished in a timely manner.  
 
This finding is greater than minor because it is associated with the Equipment Performance attributes of reliability and availability and the 
finding affected the Mitigating Systems cornerstone objectives to ensure the availability, reliability, and capability of systems to respond to 
initiating events to prevent undesirable consequences. Although the finding represented an actual loss of safety function of a single train 
system, a Phase 2 SDP analysis determined that this find was of very low safety significance because the Unit 2 HPCI system was unavailable 
for less than three days as a result of this issue.  
 
One contributing cause to the failure was related to the identification subcategory of the Problem Identification and Resolution cross-cutting 
area because PBAPS did not identify and document timely in the issue reporting system that the steam leak was a through-wall leak and not a 
packing leak as originally suspected (IR 348745). A second contributing cause for the delay in declaring the 2-MO-14 valve and the Unit 2 
HPCI system inoperable was related to the resources subcategory in the Human Performance cross-cutting area because PBAPS personnel 
sufficiently knowledgeable to address ASME Code pressure boundary leakage were not available and because the technical requirements 
manual specifications were non-conservative relative to established regulatory standards and corporate administrative procedure requirements 
addressing operational leakage (Section 1R15)  
 
Inspection Report# : 2005003(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Failure to Recognize the Loss of Function of the Station Blackout Transformer Tap Changer and the Impact on the SBO Power 
Supply to the Emergency Buses following a SBO 
A self-revealing Green NCV of 10 CFR 50.63, "Loss of All Alternating Current Power," was identified for PBAPS's inadequate station 
blackout coping analysis for the configuration that existed from September 14 until December 1, 2004. Lack of design documentation and 
administrative controls resulted in inadequate configuration control of the SBO system that would have de-energized the power feed to its 
control power circuit following a station blackout event.  
 
This finding is greater than minor because it was associated with the configuration control attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of safe shutdown systems to respond to a station 
blackout event. The finding is of very low safety significance (Green) because the issue was a design deficiency of a defense in depth support 
system to long-term heat removal that was subsequently verified not to represent an actual loss of safety function.  
 
A contributing cause for the inadequate configuration control was related to the organization subcategory in the Human Performance cross-
cutting area, in that procedure and design documents did not support maintaining SBO system operability. 
Inspection Report# : 2005002(pdf)  

Significance:  Sep 30, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Unit 3 High Pressure Coolant Injection System Trip Circuit Wire Not Reinstalled Following Testing 
A self-revealing non-cited violation (NCV) of Technical Specification 5.4.1, "Administrative Controls - Procedures," was identified for 
instrument control technicians not following written procedures during conduct of a surveillance test on the Unit 3 high pressure coolant 
injection (HPCI) system. The technician's procedure error resulted in the HPCI high reactor vessel water level trip circuit being disabled due to 
a test wire not being properly reconnected following testing on August 3, 2004. Instrument control technicians identified the disabled trip 
circuit while performing testing on the opposite trip circuit on September 14, 2004.  
 
The finding is considered more than minor because the issue was associated with the configuration control attribute of the mitigating systems 
cornerstone objective to ensure availability, reliability, and capability of systems that respond to initiating events. HPCI reliability could be 
impacted if the turbine did not trip on high reactor water level. The finding was determined to be of very low safety significance (Green) 
because the issue did not result in a loss of the HPCI system automatic injection safety function.  
 
A contributing cause to the HPCI high reactor vessel water level trip being disabled was related to the human performance cross-cutting area. 
Specifically, instrument control technicians did not follow written instructions to reconnect a wire following planned surveillance testing. 
Inspection Report# : 2004004(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
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evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
Exelon Did Not Adhere to Radiation Protection Procedures for Control of Radioactive Material Within the Radiologically Controlled 
Area 
A self-revealing non-cited violation of Technical Specification 5.4 associated with implementation of Regulatory Guide 1.33 procedures for 
control of radioactivity was identified. Specifically, positive control was not maintained of an unlabeled bucket containing elevated levels of 
residual radioactive materials on November 8, 2004. The material was unknowingly spilled in a non-contaminated area resulting in personnel 
and area contamination. Exelon conducted a clean-up of the contamination, evaluated potential personnel exposures, reviewed extent of 
condition, and placed this issue into the corrective action program. No significant occupational dose was identified.  
 
The finding was greater than minor because it affected the Occupational Radiation Safety cornerstone attributes of program and processes for 
exposure control and monitoring in that Exelon did not maintain control of radioactive materials to ensure adequate protection of worker health 
and safety from exposure to radioactive materials. This finding was determined to be of very low safety significance (Green), in that: 1) it did 
not involve an ALARA finding, 2) it did not involve an overexposure, 3) there was no substantial potential of an overexposure and, 4) the 
ability to assess dose was not compromised. 
Inspection Report# : 2004005(pdf)  
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Public Radiation Safety 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow DOT Package Closure Requirements 
The NRC identified a non-cited violation (NCV) of 10 CFR 71.5 associated with failure to properly close Type A shipping packages (control 
rod drive shipping boxes). Specifically, for packages loaded on September 20, 2004, and previous shipments, Exelon did not torque the 
package closures (T-bolts) to torque values specified in vendor closure procedures as required by 49 CFR 173.475.  
 
The finding was more than minor, in that it is associated with the public radiation safety cornerstone. The cornerstone objective was affected 
because the issue involved an occurrence in the radioactive material transportation program that was contrary to NRC or Department of 
Transportation regulations. Specifically, Exelon did not ensure the DOT Type A packages were properly closed. The finding is of very low 
safety significance (Green), in that it involved a radioactive material control and package procedure compliance issue, but did not involve a 
radiation limit being exceeded or a package breach. Exelon placed this issue in its corrective action program, had not shipped the specific 
packages offsite, and verified that previous shipments of this package type had arrived at their destination with no external contamination. 
Inspection Report# : 2004004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Sep 30, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence During Surveillance Testing of the Unit 2 Main Turbine Mechanical Trip Valve 
A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a was identified because a reactor trip resulted when 
operators did not implement established procedure adherence standards during recovery from an aborted routine test. The licensee entered the 
deficiency with procedure adherence into their corrective action program for resolution. A contributing cause of the finding is related to the 
cross-cutting element of human performance, in that operators did not perform the appropriate portions of the restoration section, did not 
initiate a temporary procedure change and did not seek technical support after receiving an unexpected result.  
 
The finding is greater than minor because it resulted in a reactor trip and is associated with the Initiating Events Cornerstone and the respective 
attribute of human performance. Although the finding contributed to a reactor trip, the inspectors determined that it was of very low safety 
significance (Green) because the likelihood that mitigation equipment or functions were not available did not increase.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Outer Intake Structure Trash Racks Into The Maintenance Rule Program Based on Site Specific Operating 
Experience 
The inspectors identified a very low safety significance (Green), NCV of 10 CFR 50.65, paragraph b(2)(iii). Specifically, Peach Bottom 
Atomic Power Station (PBAPS) did not scope the outer intake structure trash racks into the Maintenance Rule when past station events showed 
elevated levels of debris blockage on the trash racks would upset plant stability and increased the likelihood of a scram on both units due to loss 
of main condenser vacuum.  
 
This finding is greater than minor because it was associated with the protection against external factors attribute of the Initiating Events 
cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability during power operations. 
The finding is of very low safety significance (Green) because it did not affect both the likelihood of a plant transient and unavailability of 
mitigation equipment or functions. Specifically, PBAPS personnel were able to recover intake basin level during the January 2004 and January 
2005 icing events prior to a scram being procedurally required.  
 
A contributing cause to the failure is related to the identification subcategory of the Problem Identification and Resolution cross-cutting area 
because PBAPS did not identify the requirement to scope the intake structure trash racks into the Maintenance Rule. 
Inspection Report# : 2005002(pdf)  

Significance: N/A Dec 03, 2004 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Supplemental Inspection of Exelon's Evaluation of the White PI Associated with the Peach Bottom Unit 2 Scrams 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification attributes of IP 95001. Regarding the problem 
resolution attributes of IP 95001, the inspector did not identify any common root causes for the five scrams; however, there were some 
common contributing causes including: not entering or resolving equipment failures in the corrective action process; not implementing timely 
corrective measures; not appropriately assessing potential safety risk associated with equipment anomalies and problems. Some examples of 
these problems were discussed in the licensee's common cause analysis and the inspector identified additional examples that are discussed in 
the body of this report.  
 
The inspector independently evaluated the cause analysis for each of the five scrams and identified an overall weakness in the area of problem 
resolution. Specifically, Exelon's cause evaluations for the scrams were not always thorough in that some of the conclusions were not supported 
by available information and two of the root cause evaluations did not identify the underlying causes. In most cases there was little evidence of 
the use of credited evaluation methods and some conclusions did not appear to be supported by these evaluation methods. Additionally, the 
extent of condition and cause reviews were not always appropriately focused and there were problems with the adequacy and implementation 
of some corrective actions. Nonetheless, the inspector concluded that although Exelon missed some opportunities to identify the underlying 
causes of events and that some of the root cause analysis were not thorough, the evaluations did identify and the licensee did implement 
corrective actions sufficient to prevent recurrence of similar events. This conclusion is also supported by the fact that there were no additional 
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scrams as of the conclusion of this inspection. We plan to review your actions to address these weaknesses during subsequent baseline 
inspections such as our problem identification and resolution (PI&R) biennial team inspection and PI&R sample inspections.  
 
Inspection Report# : 2004011(pdf)  

Mitigating Systems 

Significance:  Apr 21, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Delayed Inoperability Declaration When Activities Affecting Quality Were Not Accomplished in Accordance with Site Procedures. 
Green. A self-revealing (Green) NCV of 10 CFR 50 Appendix B, 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," was identified because the PBAPS staff did not accomplish activities affecting quality in accordance with the prescribed station 
procedure, LS-AA-105, "Operability Determinations." Specifically, procedure instructions to declare a component inoperable upon discovery 
of leakage from a Class 2 component pressure boundary was not accomplished in a timely manner.  
 
This finding is greater than minor because it is associated with the Equipment Performance attributes of reliability and availability and the 
finding affected the Mitigating Systems cornerstone objectives to ensure the availability, reliability, and capability of systems to respond to 
initiating events to prevent undesirable consequences. Although the finding represented an actual loss of safety function of a single train 
system, a Phase 2 SDP analysis determined that this find was of very low safety significance because the Unit 2 HPCI system was unavailable 
for less than three days as a result of this issue.  
 
One contributing cause to the failure was related to the identification subcategory of the Problem Identification and Resolution cross-cutting 
area because PBAPS did not identify and document timely in the issue reporting system that the steam leak was a through-wall leak and not a 
packing leak as originally suspected (IR 348745). A second contributing cause for the delay in declaring the 2-MO-14 valve and the Unit 2 
HPCI system inoperable was related to the resources subcategory in the Human Performance cross-cutting area because PBAPS personnel 
sufficiently knowledgeable to address ASME Code pressure boundary leakage were not available and because the technical requirements 
manual specifications were non-conservative relative to established regulatory standards and corporate administrative procedure requirements 
addressing operational leakage (Section 1R15)  
 
Inspection Report# : 2005003(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Recognize the Loss of Function of the Station Blackout Transformer Tap Changer and the Impact on the SBO Power 
Supply to the Emergency Buses following a SBO 
A self-revealing Green NCV of 10 CFR 50.63, "Loss of All Alternating Current Power," was identified for PBAPS's inadequate station 
blackout coping analysis for the configuration that existed from September 14 until December 1, 2004. Lack of design documentation and 
administrative controls resulted in inadequate configuration control of the SBO system that would have de-energized the power feed to its 
control power circuit following a station blackout event.  
 
This finding is greater than minor because it was associated with the configuration control attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of safe shutdown systems to respond to a station 
blackout event. The finding is of very low safety significance (Green) because the issue was a design deficiency of a defense in depth support 
system to long-term heat removal that was subsequently verified not to represent an actual loss of safety function.  
 
A contributing cause for the inadequate configuration control was related to the organization subcategory in the Human Performance cross-
cutting area, in that procedure and design documents did not support maintaining SBO system operability. 
Inspection Report# : 2005002(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
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The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Respiratory Equipment Qualifications Current 
The inspectors identified an NCV of 10 CFR 50.47(b)(10) because emergency workers required to use respiratory equipment had not 
maintained their qualifications. The licensee entered the deficiency of not having at least half the operations support center respirator qualified 
into the corrective action program.  
 
This finding is greater than minor because it affects the readiness attribute of the Emergency Preparedness (EP) Cornerstone. Not maintaining 
respiratory qualifications current for emergency response organization personnel could impact the EP Cornerstone objective of ensuring that 
the licensee is capable of implementing adequate measures to protect the public health and safety during a radiological emergency. This finding 
was determined to be of very low safety significance because it did not constitute a failure to meet a risk significant planning standard. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Exelon Did Not Adhere to Radiation Protection Procedures for Control of Radioactive Material Within the Radiologically Controlled 
Area 
A self-revealing non-cited violation of Technical Specification 5.4 associated with implementation of Regulatory Guide 1.33 procedures for 
control of radioactivity was identified. Specifically, positive control was not maintained of an unlabeled bucket containing elevated levels of 
residual radioactive materials on November 8, 2004. The material was unknowingly spilled in a non-contaminated area resulting in personnel 
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and area contamination. Exelon conducted a clean-up of the contamination, evaluated potential personnel exposures, reviewed extent of 
condition, and placed this issue into the corrective action program. No significant occupational dose was identified.  
 
The finding was greater than minor because it affected the Occupational Radiation Safety cornerstone attributes of program and processes for 
exposure control and monitoring in that Exelon did not maintain control of radioactive materials to ensure adequate protection of worker health 
and safety from exposure to radioactive materials. This finding was determined to be of very low safety significance (Green), in that: 1) it did 
not involve an ALARA finding, 2) it did not involve an overexposure, 3) there was no substantial potential of an overexposure and, 4) the 
ability to assess dose was not compromised. 
Inspection Report# : 2004005(pdf)  

Public Radiation Safety 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The Licensee Did Not Implement Certain Aspects of its Offsite Dose Calculation Manual Associated with Airborne Radioactivity 
Sampling and Broad Leaf Vegetation Sampling 
The inspectors identified a NCV of TS 5.5.1 for inadequate implementation of provisions in the Offsite Dose Calculation Manual (ODCM). 
Specifically, one of three airborne radioiodine and particulate samplers, required to be in one of the three highest annual average ground level 
D/Q areas, in accordance with the ODCM, was not sampling correctly. Alternatively, Exelon did not conduct vegetation or milk sampling at 
the nearest offsite garden of highest calculated annual average ground level D/Q in accordance with the ODCM. The finding was entered into 
the licensee's corrective action program.  
 
This finding is greater than minor because it affects the Public Radiation Safety Cornerstone objective to ensure adequate protection of public 
health and safety from exposure to radioactive materials released into the public domain. Specifically, these conditions resulted in an impaired 
ability to assess environmental impact. This finding was determined to be of very low safety significance because calculations of public dose 
commitments did not identify any significant public dose or environment impacts. 
Inspection Report# : 2005004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Jul 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that the corrective action program at Peach Bottom was adequate. The team determined that Exelon was effective at 
identifying problems and entering them into the corrective action program (CAP). Once entered into the system, the items were generally 
screened and prioritized in a timely manner using established criteria. Items entered into the CAP were properly evaluated commensurate with 
their safety significance. The causal evaluations for equipment issues and events reasonably identified the causes of the problem and developed 
appropriate corrective actions. However, for some of the issues affecting human performance, the evaluations were not of sufficient depth to 
identify the base root cause; therefore, the corrective actions did not prevent further human performance errors of a similar nature. In two cases, 
operability determinations did not consider all the applicable information to support the final conclusion that the equipment was operable. 
Corrective actions were typically implemented in a timely manner, but the team found that in one case, corrective actions were not adequate to 
correct the problem, and did not prevent recurrence. Many of the problems the team reviewed were long standing and had been previously 
identified by internal and external organizations. 
Inspection Report# : 2005006(pdf)  

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

Initiating Events 

Significance: N/A Dec 09, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental Inspection for Peach Bottom Unit 2 White PI for Scrams With Loss of Normal Heat Removal. 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification and problem resolution attributes of NRC 
inspection procedure 95001. The inspectors did not identify any common root causes for the three scrams. Minor weaknesses were noted 
associated with root cause characterization, and the timeliness and adequacy of documenting potentially similar problems in the corrective 
action program. None of these weaknesses adversely impacted Exelon's conclusions or corrective actions. Some examples of these problems 
were similarly identified and discussed in Exelon's focused area self assessment, which was completed several weeks prior to the NRC's 
supplemental inspection.  
 
The U.S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess Exelon's evaluation in response to a White 
performance indicator (PI) in the initiating events cornerstone. Peach Bottom Unit 2 crossed the threshold from Green to White for Scrams 
With Loss of Normal Heat Removal in the fourth quarter of calendar year 2004. This supplemental inspection assessed Exelon's problem 
identification, cause evaluation and corrective actions associated with the Unit 2 Scrams With Loss of Normal Heat Removal PI. Based on the 
results of this inspection, no findings of significance were identified.  
 
Therefore, consistent with the guidance in NRC Inspection Manual Chapter (IMC) 0305, Operating Reactor Assessment Program, the 
performance indicator associated with Loss of Normal Heat Removal will only be considered in assessing plant performance until it crosses 
below the threshold, returning it to a Green characterization. 
Inspection Report# : 2005008(pdf)  

Significance:  Sep 30, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence During Surveillance Testing of the Unit 2 Main Turbine Mechanical Trip Valve 
A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a was identified because a reactor trip resulted when 
operators did not implement established procedure adherence standards during recovery from an aborted routine test. The licensee entered the 
deficiency with procedure adherence into their corrective action program for resolution. A contributing cause of the finding is related to the 
cross-cutting element of human performance, in that operators did not perform the appropriate portions of the restoration section, did not 
initiate a temporary procedure change and did not seek technical support after receiving an unexpected result.  
 
The finding is greater than minor because it resulted in a reactor trip and is associated with the Initiating Events Cornerstone and the respective 
attribute of human performance. Although the finding contributed to a reactor trip, the inspectors determined that it was of very low safety 
significance (Green) because the likelihood that mitigation equipment or functions were not available did not increase.  
 
Inspection Report# : 2005004(pdf)  

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Scope Outer Intake Structure Trash Racks Into The Maintenance Rule Program Based on Site Specific Operating 
Experience 
The inspectors identified a very low safety significance (Green), NCV of 10 CFR 50.65, paragraph b(2)(iii). Specifically, Peach Bottom 
Atomic Power Station (PBAPS) did not scope the outer intake structure trash racks into the Maintenance Rule when past station events showed 
elevated levels of debris blockage on the trash racks would upset plant stability and increased the likelihood of a scram on both units due to loss 
of main condenser vacuum.  
 
This finding is greater than minor because it was associated with the protection against external factors attribute of the Initiating Events 
cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant stability during power operations. 
The finding is of very low safety significance (Green) because it did not affect both the likelihood of a plant transient and unavailability of 
mitigation equipment or functions. Specifically, PBAPS personnel were able to recover intake basin level during the January 2004 and January 
2005 icing events prior to a scram being procedurally required.  
 
A contributing cause to the failure is related to the identification subcategory of the Problem Identification and Resolution cross-cutting area 
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because PBAPS did not identify the requirement to scope the intake structure trash racks into the Maintenance Rule. 
Inspection Report# : 2005002(pdf)  

Mitigating Systems 

Significance:  Apr 21, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Delayed Inoperability Declaration When Activities Affecting Quality Were Not Accomplished in Accordance with Site Procedures. 
Green. A self-revealing (Green) NCV of 10 CFR 50 Appendix B, 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," was identified because the PBAPS staff did not accomplish activities affecting quality in accordance with the prescribed station 
procedure, LS-AA-105, "Operability Determinations." Specifically, procedure instructions to declare a component inoperable upon discovery 
of leakage from a Class 2 component pressure boundary was not accomplished in a timely manner.  
 
This finding is greater than minor because it is associated with the Equipment Performance attributes of reliability and availability and the 
finding affected the Mitigating Systems cornerstone objectives to ensure the availability, reliability, and capability of systems to respond to 
initiating events to prevent undesirable consequences. Although the finding represented an actual loss of safety function of a single train 
system, a Phase 2 SDP analysis determined that this find was of very low safety significance because the Unit 2 HPCI system was unavailable 
for less than three days as a result of this issue.  
 
One contributing cause to the failure was related to the identification subcategory of the Problem Identification and Resolution cross-cutting 
area because PBAPS did not identify and document timely in the issue reporting system that the steam leak was a through-wall leak and not a 
packing leak as originally suspected (IR 348745). A second contributing cause for the delay in declaring the 2-MO-14 valve and the Unit 2 
HPCI system inoperable was related to the resources subcategory in the Human Performance cross-cutting area because PBAPS personnel 
sufficiently knowledgeable to address ASME Code pressure boundary leakage were not available and because the technical requirements 
manual specifications were non-conservative relative to established regulatory standards and corporate administrative procedure requirements 
addressing operational leakage (Section 1R15)  
 
Inspection Report# : 2005003(pdf)  

Significance:  Mar 31, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Recognize the Loss of Function of the Station Blackout Transformer Tap Changer and the Impact on the SBO Power 
Supply to the Emergency Buses following a SBO 
A self-revealing Green NCV of 10 CFR 50.63, "Loss of All Alternating Current Power," was identified for PBAPS's inadequate station 
blackout coping analysis for the configuration that existed from September 14 until December 1, 2004. Lack of design documentation and 
administrative controls resulted in inadequate configuration control of the SBO system that would have de-energized the power feed to its 
control power circuit following a station blackout event.  
 
This finding is greater than minor because it was associated with the configuration control attribute of the Mitigating Systems cornerstone and 
affected the cornerstone objective of ensuring the availability, reliability, and capability of safe shutdown systems to respond to a station 
blackout event. The finding is of very low safety significance (Green) because the issue was a design deficiency of a defense in depth support 
system to long-term heat removal that was subsequently verified not to represent an actual loss of safety function.  
 
A contributing cause for the inadequate configuration control was related to the organization subcategory in the Human Performance cross-
cutting area, in that procedure and design documents did not support maintaining SBO system operability. 
Inspection Report# : 2005002(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
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implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Respiratory Equipment Qualifications Current 
The inspectors identified an NCV of 10 CFR 50.47(b)(10) because emergency workers required to use respiratory equipment had not 
maintained their qualifications. The licensee entered the deficiency of not having at least half the operations support center respirator qualified 
into the corrective action program.  
 
This finding is greater than minor because it affects the readiness attribute of the Emergency Preparedness (EP) Cornerstone. Not maintaining 
respiratory qualifications current for emergency response organization personnel could impact the EP Cornerstone objective of ensuring that 
the licensee is capable of implementing adequate measures to protect the public health and safety during a radiological emergency. This finding 
was determined to be of very low safety significance because it did not constitute a failure to meet a risk significant planning standard. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The Licensee Did Not Implement Certain Aspects of its Offsite Dose Calculation Manual Associated with Airborne Radioactivity 
Sampling and Broad Leaf Vegetation Sampling 
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The inspectors identified a NCV of TS 5.5.1 for inadequate implementation of provisions in the Offsite Dose Calculation Manual (ODCM). 
Specifically, one of three airborne radioiodine and particulate samplers, required to be in one of the three highest annual average ground level 
D/Q areas, in accordance with the ODCM, was not sampling correctly. Alternatively, Exelon did not conduct vegetation or milk sampling at 
the nearest offsite garden of highest calculated annual average ground level D/Q in accordance with the ODCM. The finding was entered into 
the licensee's corrective action program.  
 
This finding is greater than minor because it affects the Public Radiation Safety Cornerstone objective to ensure adequate protection of public 
health and safety from exposure to radioactive materials released into the public domain. Specifically, these conditions resulted in an impaired 
ability to assess environmental impact. This finding was determined to be of very low safety significance because calculations of public dose 
commitments did not identify any significant public dose or environment impacts. 
Inspection Report# : 2005004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Jul 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that the corrective action program at Peach Bottom was adequate. The team determined that Exelon was effective at 
identifying problems and entering them into the corrective action program (CAP). Once entered into the system, the items were generally 
screened and prioritized in a timely manner using established criteria. Items entered into the CAP were properly evaluated commensurate with 
their safety significance. The causal evaluations for equipment issues and events reasonably identified the causes of the problem and developed 
appropriate corrective actions. However, for some of the issues affecting human performance, the evaluations were not of sufficient depth to 
identify the base root cause; therefore, the corrective actions did not prevent further human performance errors of a similar nature. In two cases, 
operability determinations did not consider all the applicable information to support the final conclusion that the equipment was operable. 
Corrective actions were typically implemented in a timely manner, but the team found that in one case, corrective actions were not adequate to 
correct the problem, and did not prevent recurrence. Many of the problems the team reviewed were long standing and had been previously 
identified by internal and external organizations. 
Inspection Report# : 2005006(pdf)  

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

Initiating Events 

Significance: N/A Dec 09, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental Inspection for Peach Bottom Unit 2 White PI for Scrams With Loss of Normal Heat Removal. 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification and problem resolution attributes of NRC 
inspection procedure 95001. The inspectors did not identify any common root causes for the three scrams. Minor weaknesses were noted 
associated with root cause characterization, and the timeliness and adequacy of documenting potentially similar problems in the corrective 
action program. None of these weaknesses adversely impacted Exelon's conclusions or corrective actions. Some examples of these problems 
were similarly identified and discussed in Exelon's focused area self assessment, which was completed several weeks prior to the NRC's 
supplemental inspection.  
 
The U.S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess Exelon's evaluation in response to a White 
performance indicator (PI) in the initiating events cornerstone. Peach Bottom Unit 2 crossed the threshold from Green to White for Scrams 
With Loss of Normal Heat Removal in the fourth quarter of calendar year 2004. This supplemental inspection assessed Exelon's problem 
identification, cause evaluation and corrective actions associated with the Unit 2 Scrams With Loss of Normal Heat Removal PI. Based on the 
results of this inspection, no findings of significance were identified.  
 
Therefore, consistent with the guidance in NRC Inspection Manual Chapter (IMC) 0305, Operating Reactor Assessment Program, the 
performance indicator associated with Loss of Normal Heat Removal will only be considered in assessing plant performance until it crosses 
below the threshold, returning it to a Green characterization. 
Inspection Report# : 2005008(pdf)  

Significance:  Sep 30, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence During Surveillance Testing of the Unit 2 Main Turbine Mechanical Trip Valve 
A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a was identified because a reactor trip resulted when 
operators did not implement established procedure adherence standards during recovery from an aborted routine test. The licensee entered the 
deficiency with procedure adherence into their corrective action program for resolution. A contributing cause of the finding is related to the 
cross-cutting element of human performance, in that operators did not perform the appropriate portions of the restoration section, did not 
initiate a temporary procedure change and did not seek technical support after receiving an unexpected result.  
 
The finding is greater than minor because it resulted in a reactor trip and is associated with the Initiating Events Cornerstone and the respective 
attribute of human performance. Although the finding contributed to a reactor trip, the inspectors determined that it was of very low safety 
significance (Green) because the likelihood that mitigation equipment or functions were not available did not increase.  
 
Inspection Report# : 2005004(pdf)  

Mitigating Systems 

Significance:  Apr 21, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Delayed Inoperability Declaration When Activities Affecting Quality Were Not Accomplished in Accordance with Site Procedures. 
Green. A self-revealing (Green) NCV of 10 CFR 50 Appendix B, 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," was identified because the PBAPS staff did not accomplish activities affecting quality in accordance with the prescribed station 
procedure, LS-AA-105, "Operability Determinations." Specifically, procedure instructions to declare a component inoperable upon discovery 
of leakage from a Class 2 component pressure boundary was not accomplished in a timely manner.  
 
This finding is greater than minor because it is associated with the Equipment Performance attributes of reliability and availability and the 
finding affected the Mitigating Systems cornerstone objectives to ensure the availability, reliability, and capability of systems to respond to 
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initiating events to prevent undesirable consequences. Although the finding represented an actual loss of safety function of a single train 
system, a Phase 2 SDP analysis determined that this find was of very low safety significance because the Unit 2 HPCI system was unavailable 
for less than three days as a result of this issue.  
 
One contributing cause to the failure was related to the identification subcategory of the Problem Identification and Resolution cross-cutting 
area because PBAPS did not identify and document timely in the issue reporting system that the steam leak was a through-wall leak and not a 
packing leak as originally suspected (IR 348745). A second contributing cause for the delay in declaring the 2-MO-14 valve and the Unit 2 
HPCI system inoperable was related to the resources subcategory in the Human Performance cross-cutting area because PBAPS personnel 
sufficiently knowledgeable to address ASME Code pressure boundary leakage were not available and because the technical requirements 
manual specifications were non-conservative relative to established regulatory standards and corporate administrative procedure requirements 
addressing operational leakage (Section 1R15)  
 
Inspection Report# : 2005003(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown 
conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is 
in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of 
this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 
evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of 
the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was 
not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear 
industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the 
NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Respiratory Equipment Qualifications Current 
The inspectors identified an NCV of 10 CFR 50.47(b)(10) because emergency workers required to use respiratory equipment had not 
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maintained their qualifications. The licensee entered the deficiency of not having at least half the operations support center respirator qualified 
into the corrective action program.  
 
This finding is greater than minor because it affects the readiness attribute of the Emergency Preparedness (EP) Cornerstone. Not maintaining 
respiratory qualifications current for emergency response organization personnel could impact the EP Cornerstone objective of ensuring that 
the licensee is capable of implementing adequate measures to protect the public health and safety during a radiological emergency. This finding 
was determined to be of very low safety significance because it did not constitute a failure to meet a risk significant planning standard. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The Licensee Did Not Implement Certain Aspects of its Offsite Dose Calculation Manual Associated with Airborne Radioactivity 
Sampling and Broad Leaf Vegetation Sampling 
The inspectors identified a NCV of TS 5.5.1 for inadequate implementation of provisions in the Offsite Dose Calculation Manual (ODCM). 
Specifically, one of three airborne radioiodine and particulate samplers, required to be in one of the three highest annual average ground level 
D/Q areas, in accordance with the ODCM, was not sampling correctly. Alternatively, Exelon did not conduct vegetation or milk sampling at 
the nearest offsite garden of highest calculated annual average ground level D/Q in accordance with the ODCM. The finding was entered into 
the licensee's corrective action program.  
 
This finding is greater than minor because it affects the Public Radiation Safety Cornerstone objective to ensure adequate protection of public 
health and safety from exposure to radioactive materials released into the public domain. Specifically, these conditions resulted in an impaired 
ability to assess environmental impact. This finding was determined to be of very low safety significance because calculations of public dose 
commitments did not identify any significant public dose or environment impacts. 
Inspection Report# : 2005004(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Jul 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that the corrective action program at Peach Bottom was adequate. The team determined that Exelon was effective at 
identifying problems and entering them into the corrective action program (CAP). Once entered into the system, the items were generally 
screened and prioritized in a timely manner using established criteria. Items entered into the CAP were properly evaluated commensurate with 
their safety significance. The causal evaluations for equipment issues and events reasonably identified the causes of the problem and developed 
appropriate corrective actions. However, for some of the issues affecting human performance, the evaluations were not of sufficient depth to 
identify the base root cause; therefore, the corrective actions did not prevent further human performance errors of a similar nature. In two cases, 
operability determinations did not consider all the applicable information to support the final conclusion that the equipment was operable. 
Corrective actions were typically implemented in a timely manner, but the team found that in one case, corrective actions were not adequate to 
correct the problem, and did not prevent recurrence. Many of the problems the team reviewed were long standing and had been previously 
identified by internal and external organizations. 
Inspection Report# : 2005006(pdf)  
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Peach Bottom 2 
2Q/2006 Plant Inspection Findings 

Initiating Events 

Significance: N/A Dec 09, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental Inspection for Peach Bottom Unit 2 White PI for Scrams With Loss of Normal Heat Removal. 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification and problem resolution attributes of NRC inspection 
procedure 95001. The inspectors did not identify any common root causes for the three scrams. Minor weaknesses were noted associated with root 
cause characterization, and the timeliness and adequacy of documenting potentially similar problems in the corrective action program. None of 
these weaknesses adversely impacted Exelon's conclusions or corrective actions. Some examples of these problems were similarly identified and 
discussed in Exelon's focused area self assessment, which was completed several weeks prior to the NRC's supplemental inspection.  
 
The U.S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess Exelon's evaluation in response to a White 
performance indicator (PI) in the initiating events cornerstone. Peach Bottom Unit 2 crossed the threshold from Green to White for Scrams With 
Loss of Normal Heat Removal in the fourth quarter of calendar year 2004. This supplemental inspection assessed Exelon's problem identification, 
cause evaluation and corrective actions associated with the Unit 2 Scrams With Loss of Normal Heat Removal PI. Based on the results of this 
inspection, no findings of significance were identified.  
 
Therefore, consistent with the guidance in NRC Inspection Manual Chapter (IMC) 0305, Operating Reactor Assessment Program, the performance 
indicator associated with Loss of Normal Heat Removal will only be considered in assessing plant performance until it crosses below the threshold, 
returning it to a Green characterization. 
Inspection Report# : 2005008(pdf)  

Significance:  Sep 30, 2005 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence During Surveillance Testing of the Unit 2 Main Turbine Mechanical Trip Valve 
A self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1.a was identified because a reactor trip resulted when operators did 
not implement established procedure adherence standards during recovery from an aborted routine test. The licensee entered the deficiency with 
procedure adherence into their corrective action program for resolution. A contributing cause of the finding is related to the cross-cutting element of 
human performance, in that operators did not perform the appropriate portions of the restoration section, did not initiate a temporary procedure 
change and did not seek technical support after receiving an unexpected result.  
 
The finding is greater than minor because it resulted in a reactor trip and is associated with the Initiating Events Cornerstone and the respective 
attribute of human performance. Although the finding contributed to a reactor trip, the inspectors determined that it was of very low safety 
significance (Green) because the likelihood that mitigation equipment or functions were not available did not increase.  
 
Inspection Report# : 2005004(pdf)  

Mitigating Systems 

Significance:  Apr 21, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative High Pressure Coolant Injection (HPCI) and Reactor Core Isolation Cooling (RCIC) Pumps Test Acceptance Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, Criterion XI, Test Control. 
The team determined that the licensee had failed to ensure that the high pressure coolant injection (HPCI) and reactor core isolation cooling (RCIC) 
pump hydraulic performance test procedures had acceptance criteria that incorporated the limits from applicable design documents. If the HPCI 
pump had degraded to the lower limit of the test acceptance criteria, it would not have been able to meet the design basis discharge pressure and 
flow requirements. Following the identification of the issue the licensee entered the issue into the corrective action program and verified the 
operability of the pumps based on actual test results. Additionally, the licensee intends to change the test procedures.  
 
The finding was more than minor because it affected the procedure quality attribute associated with the mitigating systems cornerstone objective to 
ensure the availability, reliability, and capability of the HPCI and RCIC systems, which are both mitigating systems. The team reviewed this finding 
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using the Phase 1 SDP worksheet and determined the finding was of very low safety significance (Green), because subsequent analyses determined 
that the pumps were capable of meeting the design basis discharge pressures and flows. 
Inspection Report# : 2006009(pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-induced 
spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe shutdown conditions 
in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment is in 
contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue 
by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 
2000. 
Inspection Report# : 2000003(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as described 
in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not evaluate the control 
circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown 
capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires PECO to 
implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue into their 
corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, the issue of 
mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in 
accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Annual Operating Test Administered at Limerick 
The inspectors identified a finding of very low safety significance (Green) non-cited violation (NCV) of 10 CFR 55.59(a)(2)(ii) for an inadequate 
annual operating test that was administered at Limerick for Peach Bottom and Limerick Senior Reactor Operators Limited to Fuel Handling 
(LSROs). Exelon procedures and commitments made by the licensee in 1991 require questions on job performance measures (JPMs) to explore the 
differences, if any, in task performance between Limerick and Peach Bottom. Three of the five JPMs had significant differences in the way the task 
is performed at Limerick versus the same task at Peach Bottom. These three JPMs should have had questions to explore these differences, but did 
not. Exelon has entered this issue into their corrective action program (CAP) for resolution.  
 
The inspectors determined that the inadequate annual operating test administered at Limerick for Peach Bottom and Limerick LSROs was more 
than minor because it was associated with the human performance attribute and affected the Barrier Integrity cornerstone objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or events. The finding is Green 
because the inadequate annual operating test did not have an adverse impact on operator actions such that safety related equipment was made 
inoperable during normal operations or in response to a plant transient. 
Inspection Report# : 2006003(pdf)  

Emergency Preparedness 
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Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Maintain Respiratory Protective Equipment in Accordance with Manufacture's Guidance and Regulatory Requirements. 
The inspectors identified a Green NCV of 10 CFR 50.47(b)(10) was identified for failure to maintain protective measures for emergency workers. 
On April 20, 2006, the NRC identified a ready-for-use self-contained breathing apparatus (SCBA), in the main control room, with a partially 
separated regulator air diffuser. This NRC observation revealed that program procedures for inspection of SCBAs were not in accordance with the 
manufacture’s guidance for maintenance and inspection of SCBAs. Exelon removed the SCBA from service, entered this issue into its CAP, and 
conducted an extent of condition review.  
 
This finding is more than minor because if left uncorrected damaged components may be missed during other SCBAs inspections. Using the 
Emergency Preparedness Significance Determination Process, the inspectors determined that the finding was Green because the failure to meet a 
regulatory requirement and maintain onsite respiratory protective equipment, in accordance with regulations, is specifically identified in NRC 
Manual Chapter 0609, Appendix B, as an example of a 10 CFR 50.47(b)(10) finding of very low safety significance. The licensee’s 10 CFR 
20.1703 required quality assurance program for respiratory protection equipment did not require complete inspection of the SCBAs. Although the 
finding did involve an emergency planning standard, the standard was not degraded in that additional devices were available, and an extent of 
condition review did not identify any additional examples. 
Inspection Report# : 2006003(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Maintain Respiratory Equipment Qualifications Current 
The inspectors identified an NCV of 10 CFR 50.47(b)(10) because emergency workers required to use respiratory equipment had not maintained 
their qualifications. The licensee entered the deficiency of not having at least half the operations support center respirator qualified into the 
corrective action program.  
 
This finding is greater than minor because it affects the readiness attribute of the Emergency Preparedness (EP) Cornerstone. Not maintaining 
respiratory qualifications current for emergency response organization personnel could impact the EP Cornerstone objective of ensuring that the 
licensee is capable of implementing adequate measures to protect the public health and safety during a radiological emergency. This finding was 
determined to be of very low safety significance because it did not constitute a failure to meet a risk significant planning standard. 
Inspection Report# : 2005004(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
The Licensee Did Not Implement Certain Aspects of its Offsite Dose Calculation Manual Associated with Airborne Radioactivity Sampling 
and Broad Leaf Vegetation Sampling 
The inspectors identified a NCV of TS 5.5.1 for inadequate implementation of provisions in the Offsite Dose Calculation Manual (ODCM). 
Specifically, one of three airborne radioiodine and particulate samplers, required to be in one of the three highest annual average ground level D/Q 
areas, in accordance with the ODCM, was not sampling correctly. Alternatively, Exelon did not conduct vegetation or milk sampling at the nearest 
offsite garden of highest calculated annual average ground level D/Q in accordance with the ODCM. The finding was entered into the licensee's 
corrective action program.  
 
This finding is greater than minor because it affects the Public Radiation Safety Cornerstone objective to ensure adequate protection of public health 
and safety from exposure to radioactive materials released into the public domain. Specifically, these conditions resulted in an impaired ability to 
assess environmental impact. This finding was determined to be of very low safety significance because calculations of public dose commitments 
did not identify any significant public dose or environment impacts. 
Inspection Report# : 2005004(pdf)  
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Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Jul 29, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The team determined that the corrective action program at Peach Bottom was adequate. The team determined that Exelon was effective at 
identifying problems and entering them into the corrective action program (CAP). Once entered into the system, the items were generally screened 
and prioritized in a timely manner using established criteria. Items entered into the CAP were properly evaluated commensurate with their safety 
significance. The causal evaluations for equipment issues and events reasonably identified the causes of the problem and developed appropriate 
corrective actions. However, for some of the issues affecting human performance, the evaluations were not of sufficient depth to identify the base 
root cause; therefore, the corrective actions did not prevent further human performance errors of a similar nature. In two cases, operability 
determinations did not consider all the applicable information to support the final conclusion that the equipment was operable. Corrective actions 
were typically implemented in a timely manner, but the team found that in one case, corrective actions were not adequate to correct the problem, 
and did not prevent recurrence. Many of the problems the team reviewed were long standing and had been previously identified by internal and 
external organizations. 
Inspection Report# : 2005006(pdf)  

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

Initiating Events 
Significance: N/A Dec 09, 2005 
Identified By: NRC 
Item Type: FIN Finding 
Supplemental Inspection for Peach Bottom Unit 2 White PI for Scrams With Loss of Normal Heat Removal. 
Overall, the inspectors concluded that Exelon adequately addressed the problem identification and problem resolution 
attributes of NRC inspection procedure 95001. The inspectors did not identify any common root causes for the three 
scrams. Minor weaknesses were noted associated with root cause characterization, and the timeliness and adequacy of 
documenting potentially similar problems in the corrective action program. None of these weaknesses adversely impacted 
Exelon's conclusions or corrective actions. Some examples of these problems were similarly identified and discussed in 
Exelon's focused area self assessment, which was completed several weeks prior to the NRC's supplemental inspection.  
 
The U.S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess Exelon's evaluation in 
response to a White performance indicator (PI) in the initiating events cornerstone. Peach Bottom Unit 2 crossed the 
threshold from Green to White for Scrams With Loss of Normal Heat Removal in the fourth quarter of calendar year 2004. 
This supplemental inspection assessed Exelon's problem identification, cause evaluation and corrective actions associated 
with the Unit 2 Scrams With Loss of Normal Heat Removal PI. Based on the results of this inspection, no findings of 
significance were identified.  
 
Therefore, consistent with the guidance in NRC Inspection Manual Chapter (IMC) 0305, Operating Reactor Assessment 
Program, the performance indicator associated with Loss of Normal Heat Removal will only be considered in assessing 
plant performance until it crosses below the threshold, returning it to a Green characterization. 
Inspection Report# : 2005008(pdf)  

Mitigating Systems 

Significance:  Apr 21, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative High Pressure Coolant Injection (HPCI) and Reactor Core Isolation Cooling (RCIC) Pumps Test 
Acceptance Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, 
Criterion XI, Test Control. The team determined that the licensee had failed to ensure that the high pressure coolant 
injection (HPCI) and reactor core isolation cooling (RCIC) pump hydraulic performance test procedures had acceptance 
criteria that incorporated the limits from applicable design documents. If the HPCI pump had degraded to the lower limit of 
the test acceptance criteria, it would not have been able to meet the design basis discharge pressure and flow requirements. 
Following the identification of the issue the licensee entered the issue into the corrective action program and verified the 
operability of the pumps based on actual test results. Additionally, the licensee intends to change the test procedures.  
 
The finding was more than minor because it affected the procedure quality attribute associated with the mitigating systems 
cornerstone objective to ensure the availability, reliability, and capability of the HPCI and RCIC systems, which are both 
mitigating systems. The team reviewed this finding using the Phase 1 SDP worksheet and determined the finding was of 
very low safety significance (Green), because subsequent analyses determined that the pumps were capable of meeting the 
design basis discharge pressures and flows. 
Inspection Report# : 2006009(pdf)  
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Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious 
actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO 
adequately protected against fire-induced spurious actuations. The team did not identify any additional spurious actuations 
which would have prevented achieving safe shutdown conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent 
violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their 
corrective action program and have implemented reasonable compensatory measures. However, the issue of multiple 
spurious actuations of equipment in a post-fire environment is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute 
and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced 
cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases of the 
facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to determine if it was 
susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS was not performed as 
part of the scope of this inspection, the risk associated with this issue was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation 
Reports. PECO has entered this issue into their corrective action program and has implemented reasonable compensatory 
measures pending final resolution of the issue. However, the issue of mechanical damage to safe shutdown equipment due 
to fire-induced cable faults is in contention between the NRC and the nuclear industry. As such, any further enforcement 
action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in 
accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Annual Operating Test Administered at Limerick 
The inspectors identified a finding of very low safety significance (Green) non-cited violation (NCV) of 10 CFR 55.59(a)
(2)(ii) for an inadequate annual operating test that was administered at Limerick for Peach Bottom and Limerick Senior 
Reactor Operators Limited to Fuel Handling (LSROs). Exelon procedures and commitments made by the licensee in 1991 
require questions on job performance measures (JPMs) to explore the differences, if any, in task performance between 
Limerick and Peach Bottom. Three of the five JPMs had significant differences in the way the task is performed at 
Limerick versus the same task at Peach Bottom. These three JPMs should have had questions to explore these differences, 
but did not. Exelon has entered this issue into their corrective action program (CAP) for resolution.  
 
The inspectors determined that the inadequate annual operating test administered at Limerick for Peach Bottom and 
Limerick LSROs was more than minor because it was associated with the human performance attribute and affected the 
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Barrier Integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The finding is Green because the inadequate annual operating test did 
not have an adverse impact on operator actions such that safety related equipment was made inoperable during normal 
operations or in response to a plant transient. 
Inspection Report# : 2006003(pdf)  

Emergency Preparedness 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Maintain Respiratory Protective Equipment in Accordance with Manufacture's Guidance and 
Regulatory Requirements. 
The inspectors identified a Green NCV of 10 CFR 50.47(b)(10) was identified for failure to maintain protective measures 
for emergency workers. On April 20, 2006, the NRC identified a ready-for-use self-contained breathing apparatus (SCBA), 
in the main control room, with a partially separated regulator air diffuser. This NRC observation revealed that program 
procedures for inspection of SCBAs were not in accordance with the manufacture’s guidance for maintenance and 
inspection of SCBAs. Exelon removed the SCBA from service, entered this issue into its CAP, and conducted an extent of 
condition review.  
 
This finding is more than minor because if left uncorrected damaged components may be missed during other SCBAs 
inspections. Using the Emergency Preparedness Significance Determination Process, the inspectors determined that the 
finding was Green because the failure to meet a regulatory requirement and maintain onsite respiratory protective 
equipment, in accordance with regulations, is specifically identified in NRC Manual Chapter 0609, Appendix B, as an 
example of a 10 CFR 50.47(b)(10) finding of very low safety significance. The licensee’s 10 CFR 20.1703 required quality 
assurance program for respiratory protection equipment did not require complete inspection of the SCBAs. Although the 
finding did involve an emergency planning standard, the standard was not degraded in that additional devices were 
available, and an extent of condition review did not identify any additional examples. 
Inspection Report# : 2006003(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Significance:  Sep 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures by Performing Equipment Manipulations Without Instructions 
A self-revealing non-cited violation of Technical Specification (TS) 5.4.1.a, "Procedures," occurred when, during a pre-job 
walk down, a senior reactor operator (SRO) inappropriately operated an instrument valve without a procedure. This 
inappropriate valve manipulation resulted in a half Group 1 primary containment isolation logic signal. PBAPS has entered 
this issue into their corrective action program (CAP) for resolution.  
 
This finding is greater than minor because it is associated with the Initiating Events Cornerstone attribute of human 
performance and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability and 
challenge critical safety functions during power operations. Inappropriate operation of the instrument valve increased the 
likelihood of the main steam isolation valve’s (MSIV) closing, and a reactor scram with loss of normal heat removal. The 
finding was of very low safety significance because it did not contribute to both the likelihood of a reactor scram and the 
likelihood that mitigation equipment or functions would not be available. A contributing cause of the finding has a cross-
cutting aspect in the area of human performance work practices because operations personnel did not follow procedures 
when manipulating a main steam pressure switch instrument vent valve without the use of procedures.  
 
Inspection Report# : 2006004 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Operability Determinations Procedure 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for a failure to follow administrative procedures for conducting operability evaluations of nonconforming 
equipment which resulted in an operability determination (OD) that did not demonstrate a reasonable expectation of 
standby liquid control (SLC) system operability and reliability. Specifically, PBAPS personnel did not address issues 
regarding pressure pulsations to SLC systems with degraded relief valves.  
 
This 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 reliability of systems that respond to initiating 
events. The finding is related to an OD for a qualification deficiency and the OD did not confirm a reasonable expectation 
of operability per "Part 9900, Technical Guidance, Operability Determination Process for Operability and Functional 
Assessment.” However, the finding was determined to be of very low safety significance (Green), based on a Phase 1 
screening in Appendix A of IMC 0609, "Determining the Significance of Reactor Inspection Findings for At-Power 
Situations," because it did not: (1) represent a loss of system safety function; (2) did not represent an actual loss of safety 
function of a single train; (3) the finding did not result in a loss of safety function for risk significant non-Technical 
Specification trains of equipment; and, (4) 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 PBAPS personnel did not use conservative 
assumptions in the operability determination process decision making. This finding was entered into the PBAPS's CAP.  
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Inspection Report# : 2006005 (pdf)  

Significance:  Apr 21, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative High Pressure Coolant Injection (HPCI) and Reactor Core Isolation Cooling (RCIC) Pumps Test 
Acceptance Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, 
Criterion XI, Test Control. The team determined that the licensee had failed to ensure that the high pressure coolant 
injection (HPCI) and reactor core isolation cooling (RCIC) pump hydraulic performance test procedures had acceptance 
criteria that incorporated the limits from applicable design documents. If the HPCI pump had degraded to the lower limit of 
the test acceptance criteria, it would not have been able to meet the design basis discharge pressure and flow requirements. 
Following the identification of the issue the licensee entered the issue into the corrective action program and verified the 
operability of the pumps based on actual test results. Additionally, the licensee intends to change the test procedures.  
 
The finding was more than minor because it affected the procedure quality attribute associated with the mitigating systems 
cornerstone objective to ensure the availability, reliability, and capability of the HPCI and RCIC systems, which are both 
mitigating systems. The team reviewed this finding using the Phase 1 SDP worksheet and determined the finding was of 
very low safety significance (Green), because subsequent analyses determined that the pumps were capable of meeting the 
design basis discharge pressures and flows. 
Inspection Report# : 2006009 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious 
actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO 
adequately protected against fire-induced spurious actuations. The team did not identify any additional spurious actuations 
which would have prevented achieving safe shutdown conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent 
violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their 
corrective action program and have implemented reasonable compensatory measures. However, the issue of multiple 
spurious actuations of equipment in a post-fire environment is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute 
and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced 
cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases of the 
facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to determine if it was 
susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS was not performed as 
part of the scope of this inspection, the risk associated with this issue was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation 
Reports. PECO has entered this issue into their corrective action program and has implemented reasonable compensatory 
measures pending final resolution of the issue. However, the issue of mechanical damage to safe shutdown equipment due 
to fire-induced cable faults is in contention between the NRC and the nuclear industry. As such, any further enforcement 
action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in 
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accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Annual Operating Test Administered at Limerick 
The inspectors identified a finding of very low safety significance (Green) non-cited violation (NCV) of 10 CFR 55.59(a)
(2)(ii) for an inadequate annual operating test that was administered at Limerick for Peach Bottom and Limerick Senior 
Reactor Operators Limited to Fuel Handling (LSROs). Exelon procedures and commitments made by the licensee in 1991 
require questions on job performance measures (JPMs) to explore the differences, if any, in task performance between 
Limerick and Peach Bottom. Three of the five JPMs had significant differences in the way the task is performed at 
Limerick versus the same task at Peach Bottom. These three JPMs should have had questions to explore these differences, 
but did not. Exelon has entered this issue into their corrective action program (CAP) for resolution.  
 
The inspectors determined that the inadequate annual operating test administered at Limerick for Peach Bottom and 
Limerick LSROs was more than minor because it was associated with the human performance attribute and affected the 
Barrier Integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The finding is Green because the inadequate annual operating test did 
not have an adverse impact on operator actions such that safety related equipment was made inoperable during normal 
operations or in response to a plant transient. 
Inspection Report# : 2006003 (pdf)  

Emergency Preparedness 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Maintain Respiratory Protective Equipment in Accordance with Manufacture's Guidance and 
Regulatory Requirements. 
The inspectors identified a Green NCV of 10 CFR 50.47(b)(10) was identified for failure to maintain protective measures 
for emergency workers. On April 20, 2006, the NRC identified a ready-for-use self-contained breathing apparatus (SCBA), 
in the main control room, with a partially separated regulator air diffuser. This NRC observation revealed that program 
procedures for inspection of SCBAs were not in accordance with the manufacture’s guidance for maintenance and 
inspection of SCBAs. Exelon removed the SCBA from service, entered this issue into its CAP, and conducted an extent of 
condition review.  
 
This finding is more than minor because if left uncorrected damaged components may be missed during other SCBAs 
inspections. Using the Emergency Preparedness Significance Determination Process, the inspectors determined that the 
finding was Green because the failure to meet a regulatory requirement and maintain onsite respiratory protective 
equipment, in accordance with regulations, is specifically identified in NRC Manual Chapter 0609, Appendix B, as an 
example of a 10 CFR 50.47(b)(10) finding of very low safety significance. The licensee’s 10 CFR 20.1703 required quality 
assurance program for respiratory protection equipment did not require complete inspection of the SCBAs. Although the 
finding did involve an emergency planning standard, the standard was not degraded in that additional devices were 
available, and an extent of condition review did not identify any additional examples. 
Inspection Report# : 2006003 (pdf)  

Page 3 of 44Q/2006 Inspection Findings - Peach Bottom 2



Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : March 01, 2007 
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Peach Bottom 2 
1Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures by Performing Equipment Manipulations Without Instructions 
A self-revealing non-cited violation of Technical Specification (TS) 5.4.1.a, "Procedures," occurred when, during a pre-job 
walk down, a senior reactor operator (SRO) inappropriately operated an instrument valve without a procedure. This 
inappropriate valve manipulation resulted in a half Group 1 primary containment isolation logic signal. PBAPS has entered 
this issue into their corrective action program (CAP) for resolution.  
 
This finding is greater than minor because it is associated with the Initiating Events Cornerstone attribute of human 
performance and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability and 
challenge critical safety functions during power operations. Inappropriate operation of the instrument valve increased the 
likelihood of the main steam isolation valve’s (MSIV) closing, and a reactor scram with loss of normal heat removal. The 
finding was of very low safety significance because it did not contribute to both the likelihood of a reactor scram and the 
likelihood that mitigation equipment or functions would not be available. A contributing cause of the finding has a cross-
cutting aspect in the area of human performance work practices because operations personnel did not follow procedures 
when manipulating a main steam pressure switch instrument vent valve without the use of procedures.  
 
Inspection Report# : 2006004 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Technical Specifications Position Incorrectly Credited for Active License Maintenance 
The inspectors identified a NCV of 10 CFR 55.53(e), “Conditions of Licenses,” for incorrectly credited individuals with 
actively performing the functions of a senior operator (SO) while that individual was staffing a position that was not 
specified in PBAPS’s Technical Specifications (TSs). Specifically, PBAPS incorrectly credited individuals with actively 
performing the functions of a SO while that individual was staffing the work execution control supervisor (WECS) 
position. The WECS position is not required by PBAPS’s TSs. Corrective actions included issuing a cease and desist order 
to licensed operators to stop crediting time in the WECS position as active time for maintaining their licenses.  
 
The finding is greater than minor because if left uncorrected, it would become a more safety significant safety concern. 
Specifically, although the WECS performs activities important to safety, the active time credited was not in a position 
defined by TSs that involved directing the licensed activities of licensed operators. The finding was related to operator 
license conditions and was determined to be of very low safety significance (Green) because more than 20 percent of the 
records reviewed had deficiencies.  
 
Inspection Report# : 2007002 (pdf)  

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



Failure to Follow Operability Determinations Procedure 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for a failure to follow administrative procedures for conducting operability evaluations of nonconforming 
equipment which resulted in an operability determination (OD) that did not demonstrate a reasonable expectation of 
standby liquid control (SLC) system operability and reliability. Specifically, PBAPS personnel did not address issues 
regarding pressure pulsations to SLC systems with degraded relief valves.  
 
This 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 reliability of systems that respond to initiating 
events. The finding is related to an OD for a qualification deficiency and the OD did not confirm a reasonable expectation 
of operability per "Part 9900, Technical Guidance, Operability Determination Process for Operability and Functional 
Assessment.” However, the finding was determined to be of very low safety significance (Green), based on a Phase 1 
screening in Appendix A of IMC 0609, "Determining the Significance of Reactor Inspection Findings for At-Power 
Situations," because it did not: (1) represent a loss of system safety function; (2) did not represent an actual loss of safety 
function of a single train; (3) the finding did not result in a loss of safety function for risk significant non-Technical 
Specification trains of equipment; and, (4) 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 PBAPS personnel did not use conservative 
assumptions in the operability determination process decision making. This finding was entered into the PBAPS's CAP.  
 
Inspection Report# : 2006005 (pdf)  

Significance:  Apr 21, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative High Pressure Coolant Injection (HPCI) and Reactor Core Isolation Cooling (RCIC) Pumps Test 
Acceptance Criteria 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix B, 
Criterion XI, Test Control. The team determined that the licensee had failed to ensure that the high pressure coolant 
injection (HPCI) and reactor core isolation cooling (RCIC) pump hydraulic performance test procedures had acceptance 
criteria that incorporated the limits from applicable design documents. If the HPCI pump had degraded to the lower limit of 
the test acceptance criteria, it would not have been able to meet the design basis discharge pressure and flow requirements. 
Following the identification of the issue the licensee entered the issue into the corrective action program and verified the 
operability of the pumps based on actual test results. Additionally, the licensee intends to change the test procedures.  
 
The finding was more than minor because it affected the procedure quality attribute associated with the mitigating systems 
cornerstone objective to ensure the availability, reliability, and capability of the HPCI and RCIC systems, which are both 
mitigating systems. The team reviewed this finding using the Phase 1 SDP worksheet and determined the finding was of 
very low safety significance (Green), because subsequent analyses determined that the pumps were capable of meeting the 
design basis discharge pressures and flows. 
Inspection Report# : 2006009 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious 
actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO 
adequately protected against fire-induced spurious actuations. The team did not identify any additional spurious actuations 
which would have prevented achieving safe shutdown conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent 
violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their 
corrective action program and have implemented reasonable compensatory measures. However, the issue of multiple 
spurious actuations of equipment in a post-fire environment is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy Institute 
and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000.



Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced 
cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design bases of the 
facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to determine if it was 
susceptible to this problem. Since a detailed review of the alternative shutdown capability at PBAPS was not performed as 
part of the scope of this inspection, the risk associated with this issue was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, 
which requires PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation 
Reports. PECO has entered this issue into their corrective action program and has implemented reasonable compensatory 
measures pending final resolution of the issue. However, the issue of mechanical damage to safe shutdown equipment due 
to fire-induced cable faults is in contention between the NRC and the nuclear industry. As such, any further enforcement 
action will be deferred pending final resolution of this issue by the Nuclear Energy Institute and the NRC staff, in 
accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement HPCI Surveillance Testing in a Manner Consistent with Vendor Specified Test 
Instructions 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for inadequate surveillance procedure development that changed the use of a common high pressure coolant 
injection (HPCI)\reactor core isolation cooling (RCIC) line to the torus from its original design purpose as a partial flow 
flush line to a full flow test line. The cracked piping to the torus was replaced and this issue was placed into the CAP for 
resolution.  
 
The finding is more than minor because it is associated with the design control attribute of the Barrier Integrity Cornerstone 
and affected the objective to provide reasonable assurance that physical design barriers (primary containment) protect the 
public from radio nuclide releases caused by accidents or events. The SDP Phase 1 screening identified that a Phase 2 
analysis was needed because the finding affected two Cornerstones, Mitigating Systems and Barrier Integrity. However, the 
senior reactor analysts (SRAs) conducted a Phase 3 evaluation because the issue was too complex to evaluate using the 
Plant Specific Phase 2 Notebook. For events (large or medium break loss-of-coolant accidents ) with the greatest potential 
consequence, the SRAs determined that the probability of a large early release remained very low because existing 
emergency operating procedures direct reactor operators (ROs) to maintain torus level and prevent an increase in core 
damage frequency by injecting high pressure service water (HPSW) through the residual heat removal (RHR) system. 
Specifically, the Phase 3 SDP evaluation concluded that this finding was of very low safety significance (Green), 
represented a very low change in delta core damage frequency (CDF) (low to mid E-8), and a very low change of high E-8 
in large early release frequency (LERF) (delta LERF).  
 
 
Inspection Report# : 2007002 (pdf)  

Significance:  Jun 30, 2006 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Annual Operating Test Administered at Limerick 
The inspectors identified a finding of very low safety significance (Green) non-cited violation (NCV) of 10 CFR 55.59(a)
(2)(ii) for an inadequate annual operating test that was administered at Limerick for Peach Bottom and Limerick Senior 
Reactor Operators Limited to Fuel Handling (LSROs). Exelon procedures and commitments made by the licensee in 1991 
require questions on job performance measures (JPMs) to explore the differences, if any, in task performance between 
Limerick and Peach Bottom. Three of the five JPMs had significant differences in the way the task is performed at 
Limerick versus the same task at Peach Bottom. These three JPMs should have had questions to explore these differences, 
but did not. Exelon has entered this issue into their corrective action program (CAP) for resolution.  
 
The inspectors determined that the inadequate annual operating test administered at Limerick for Peach Bottom and 
Limerick LSROs was more than minor because it was associated with the human performance attribute and affected the 
Barrier Integrity cornerstone objective to provide reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The finding is Green because the inadequate annual operating test did 
not have an adverse impact on operator actions such that safety related equipment was made inoperable during normal 
operations or in response to a plant transient. 
Inspection Report# : 2006003 (pdf)  

Emergency Preparedness 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Maintain Respiratory Protective Equipment in Accordance with Manufacture's Guidance and 
Regulatory Requirements. 
The inspectors identified a Green NCV of 10 CFR 50.47(b)(10) was identified for failure to maintain protective measures 
for emergency workers. On April 20, 2006, the NRC identified a ready-for-use self-contained breathing apparatus (SCBA), 
in the main control room, with a partially separated regulator air diffuser. This NRC observation revealed that program 
procedures for inspection of SCBAs were not in accordance with the manufacture’s guidance for maintenance and 
inspection of SCBAs. Exelon removed the SCBA from service, entered this issue into its CAP, and conducted an extent of 
condition review.  
 
This finding is more than minor because if left uncorrected damaged components may be missed during other SCBAs 
inspections. Using the Emergency Preparedness Significance Determination Process, the inspectors determined that the 
finding was Green because the failure to meet a regulatory requirement and maintain onsite respiratory protective 
equipment, in accordance with regulations, is specifically identified in NRC Manual Chapter 0609, Appendix B, as an 
example of a 10 CFR 50.47(b)(10) finding of very low safety significance. The licensee’s 10 CFR 20.1703 required quality 
assurance program for respiratory protection equipment did not require complete inspection of the SCBAs. Although the 
finding did involve an emergency planning standard, the standard was not degraded in that additional devices were 
available, and an extent of condition review did not identify any additional examples. 
Inspection Report# : 2006003 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2007 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Establish and Implement Adequate Procedures for Quality Assurance of Effluent Monitoring as 
Required by Technical Specification 5.4.1. 
The inspectors identified a NCV of TS 5.4.1.C for inadequately establishing and maintaining procedures for effluent 
monitoring. Specifically, the quality assurance (QA) required procedures for effluent monitoring were inadequate to detect 
non-representative sampling of the ‘B’ train of the main stack particulate effluents sampling system. This issue was placed 
in the CAP for resolution.  
 
This finding is greater than minor because it affected the Public Radiation Safety Cornerstone objective to ensure adequate 
protection of public health and safety. This finding was determined to be of very low safety significance because: 1) it was 
not a radioactive material control issue, 2) it did involve the effluent release program, 3) there was an impaired ability to 
assess dose, and 4) public radiation doses did not exceed 10 CFR 50, Appendix I values. The finding has a cross-cutting 
aspect in the human performance area, resources component because the procedures and training of personnel were 
inadequate to detect the sample bypass.  
 
Inspection Report# : 2007002 (pdf)  

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : June 01, 2007 



Peach Bottom 2 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Implement Procedures by Performing Equipment Manipulations Without Instructions 
A self-revealing non-cited violation of Technical Specification (TS) 5.4.1.a, "Procedures," occurred when, during a 
pre-job walk down, a senior reactor operator (SRO) inappropriately operated an instrument valve without a procedure. 
This inappropriate valve manipulation resulted in a half Group 1 primary containment isolation logic signal. PBAPS 
has entered this issue into their corrective action program (CAP) for resolution.  
 
This finding is greater than minor because it is associated with the Initiating Events Cornerstone attribute of human 
performance and affects the cornerstone objective of limiting the likelihood of those events that upset plant stability 
and challenge critical safety functions during power operations. Inappropriate operation of the instrument valve 
increased the likelihood of the main steam isolation valve’s (MSIV) closing, and a reactor scram with loss of normal 
heat removal. The finding was of very low safety significance because it did not contribute to both the likelihood of a 
reactor scram and the likelihood that mitigation equipment or functions would not be available.  
 
A contributing cause of the finding has a cross-cutting aspect in the area of human performance work practices 
because operations personnel did not follow procedures when manipulating a main steam pressure switch instrument 
vent valve without the use of procedures. (IMC 0305 aspect H.4(b)). (Section 4OA3).  
 
Inspection Report# : 2006004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Missed Procedure Step Resulted in Unplanned Overloading of the E-3 EDG 
A self-revealing NCV of Technical Specification (TS) 5.4.1, was identified when operators inadequately implemented 
a surveillance procedure by missing a procedure step. The missed step placed the E-3 emergency diesel generator 
(EDG) in the isochronous mode of operation while it was synchronized to off-site power and resulted in an 
unexpected over-loading of the E-3 EDG.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone, and impacted the cornerstone objective of ensuring the availability of the E-3 EDG to respond 
to initiating events. This finding is of very low safety significance (Green) because all other EDGs remained operable 
and the actual loss of safety function of the E-3 EDG was less than the TS allowed outage time of seven days. This 
finding had a cross-cutting aspect in the area of human performance (work practices component) because PBAPS 
personnel did not follow procedure steps when transferring the E-3 EDG to the isochronous load control mode with 
the E-3 EDG synchronized to the off-site power source (IMC 0305 aspect H.4(b)). (Section 4OA3.2)  
 
 
Inspection Report# : 2007003 (pdf)  



Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Compliance Issues Result in Damage to the Diesel Driven Fire Pump 
A self-revealing NCV of TS 5.4.1, was identified when operators manipulated a diesel-driven fire pump (DDFP) 
cooling water valve outside of procedure guidance. The improper manipulation led to misalignment of the DDFP 
cooling water that subsequently damaged the engine during operations without cooling water.  
 
The failure to use a procedure for cleaning and restoring the DDFP cooling water strainer was a more than minor 
finding because it was associated with the degradation of a fire protection feature, in that, the DDFP was rendered 
inoperable by damage to the engine. Using the Fire Protection SDP, the finding was determined to be of very low 
safety significance due to the motor-driven fire pump remaining operable during the five days the DDFP was 
inoperable, and the small number of fire scenarios which would impact the power supply to the motor-driven fire 
pump. This finding had a cross-cutting aspect in the area of human performance (resources component) because 
procedure ST-O-37D-340-2 did not provide complete and accurate instructions for cleaning the DDFP cooling water 
strainer (IMC 0305 aspect H.2(c)). (Section 4OA3.3)  
 
 
Inspection Report# : 2007003 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a 2006 NRC-Identified NCV in a Timely Manner - Quarterly Surveillance Test with Non-
Conservative Acceptance Criteria for the HPCI Pump 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Actions,” related to the 
failure to correct the March 2006 deficiency identified in NCV 05000277,278/2006009-01, related to less than 
adequate acceptance criteria in a quarterly surveillance test procedure for the HPCI pumps. The team identified that 
Exelon had not revised the procedure and had continued to conduct the surveillance test, thirteen times since the issue 
was discovered by the NRC. Exelon performed an evaluation of the recent HPCI pump surveillance test results and 
concluded that the pumps currently met the design basis requirements, and had remained operable.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon failed to take prompt corrective actions to address a safety issue in a timely manner, 
commensurate with safety significance and complexity. [P.1.(d)]  
 
The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the capability of HPCI, a mitigating system. The finding is of very low safety 
significance because the finding was not a design or qualification deficiency, did not represent a loss of system safety 
function, and was not risk significant due to external initiating events. (Section 4OA2.a(3)(a))  
 
Inspection Report# : 2007006 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a 2005 NRC-Identified NCV in a Timely Manner - Failure to Follow a Site Procedure 
Resulted in a Delayed Operability Determination 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Action,” for failure to 
correct a condition adverse to quality for approximately 22 months, associated with Class 1, 2, and 3 pressure 
boundary leakage. Specifically, NCV 05000277/2005003-02, issued in July 2005, documented a delayed operability 
determination due to the station not promptly evaluating a steam leak on a HPCI valve, in accordance with the site 
procedures. A contributing cause was the inconsistent guidance provided by the Technical Requirements Manual 
(TRM) and the Operability Determination procedure. The TRM allowed 72 hours to evaluate the structural integrity 
of the boundary, while the procedure required that the system be declared inoperable immediately. In July 2005, the 



licensee initiated a condition report to evaluate the difference, and determined that one of the corrective actions was to 
revise the TRM to be consistent with the procedure. During this inspection, the team determined the TRM had not 
been revised.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon did not take appropriate corrective actions to address a safety issue in a timely 
manner, commensurate with its safety significance and complexity. [P.1(d)]  
 
The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events; in that, operators were provided with conflicting guidance for response to Class 1, 2, and 3 
component pressure boundary leaks. The finding is of very low safety significance because the finding was not a 
design or qualification deficiency, did not represent a loss of system safety function, and was not risk significant due 
to external initiating events. (Section 4OA2.a(3)(b))  
 
 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Technical Specifications Position Incorrectly Credited for Active License Maintenance 
The inspectors identified a NCV of 10 CFR 55.53(e), “Conditions of Licenses,” for incorrectly credited individuals 
with actively performing the functions of a senior operator (SO) while that individual was staffing a position that was 
not specified in PBAPS’s Technical Specifications (TSs). Specifically, PBAPS incorrectly credited individuals with 
actively performing the functions of a SO while that individual was staffing the work execution control supervisor 
(WECS) position. The WECS position is not required by PBAPS’s TSs. Corrective actions included issuing a cease 
and desist order to licensed operators to stop crediting time in the WECS position as active time for maintaining their 
licenses.  
 
The finding is greater than minor because if left uncorrected, it would become a more safety significant safety 
concern. Specifically, although the WECS performs activities important to safety, the active time credited was not in a 
position defined by TSs that involved directing the licensed activities of licensed operators. The finding was related to 
operator license conditions and was determined to be of very low safety significance (Green) because more than 20 
percent of the records reviewed had deficiencies. (Section 1R11.1)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Operability Determinations Procedure 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for a failure to follow administrative procedures for conducting operability evaluations of nonconforming 
equipment which resulted in an operability determination (OD) that did not demonstrate a reasonable expectation of 
standby liquid control (SLC) system operability and reliability. Specifically, PBAPS personnel did not address issues 
regarding pressure pulsations to SLC systems with degraded relief valves.  
 
This 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 reliability of systems that respond to 
initiating events. The finding is related to an OD for a qualification deficiency and the OD did not confirm a 
reasonable expectation of operability per "Part 9900, Technical Guidance, Operability Determination Process for 
Operability and Functional Assessment.” However, the finding was determined to be of very low safety significance 
(Green), based on a Phase 1 screening in Appendix A of IMC 0609, "Determining the Significance of Reactor 
Inspection Findings for At-Power Situations," because it did not: (1) represent a loss of system safety function; (2) did 
not represent an actual loss of safety function of a single train; (3) the finding did not result in a loss of safety function 



for risk significant non-Technical Specification trains of equipment; and, (4) 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 PBAPS personnel did not use 
conservative assumptions in the operability determination process decision making. This finding was entered into the 
PBAPS's CAP. (IMC 0305 aspect H.1(b)) (Section 1R15)  
 
This NCV was discussed in IR 2007006, Section 4OA2.a(2), dated June 26, 2007. 
Inspection Report# : 2006005 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 



Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement HPCI Surveillance Testing in a Manner Consistent with Vendor Specified 
Test Instructions 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for inadequate surveillance procedure development that changed the use of a common high pressure coolant 
injection (HPCI)\reactor core isolation cooling (RCIC) line to the torus from its original design purpose as a partial 
flow flush line to a full flow test line. The cracked piping to the torus was replaced and this issue was placed into the 
CAP for resolution.  
 
The finding is more than minor because it is associated with the design control attribute of the Barrier Integrity 
Cornerstone and affected the objective to provide reasonable assurance that physical design barriers (primary 
containment) protect the public from radio nuclide releases caused by accidents or events. The SDP Phase 1 screening 
identified that a Phase 2 analysis was needed because the finding affected two Cornerstones, Mitigating Systems and 
Barrier Integrity. However, the senior reactor analysts (SRAs) conducted a Phase 3 evaluation because the issue was 
too complex to evaluate using the Plant Specific Phase 2 Notebook. For events (large or medium break loss-of-coolant 
accidents ) with the greatest potential consequence, the SRAs determined that the probability of a large early release 
remained very low because existing emergency operating procedures direct reactor operators (ROs) to maintain torus 
level and prevent an increase in core damage frequency by injecting high pressure service water (HPSW) through the 
residual heat removal (RHR) system. Specifically, the Phase 3 SDP evaluation concluded that this finding was of very 
low safety significance (Green), represented a very low change in delta core damage frequency (CDF) (low to mid E-
8), and a very low change of high E-8 in large early release frequency (LERF) (delta LERF). (Section 4OA3.2)  
 
 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Establish and Implement Adequate Procedures for Quality Assurance of Effluent Monitoring 
as Required by Technical Specification 5.4.1. 
The inspectors identified a NCV of TS 5.4.1.C for inadequately establishing and maintaining procedures for effluent 
monitoring. Specifically, the quality assurance (QA) required procedures for effluent monitoring were inadequate to 
detect non-representative sampling of the ‘B’ train of the main stack particulate effluents sampling system. This issue 
was placed in the CAP for resolution.  
 
This finding is greater than minor because it affected the Public Radiation Safety Cornerstone objective to ensure 
adequate protection of public health and safety. This finding was determined to be of very low safety significance 
because: 1) it was not a radioactive material control issue, 2) it did involve the effluent release program, 3) there was 
an impaired ability to assess dose, and 4) public radiation doses did not exceed 10 CFR 50, Appendix I values.  
 



The finding has a cross-cutting aspect in the human performance area, resources component because the procedures 
and training of personnel were inadequate to detect the sample bypass. (IMC 0305 aspct H.2(c)) Section 2PS1)  
 
Inspection Report# : 2007002 (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 24, 2007 



Peach Bottom 2 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Missed Procedure Step Resulted in Unplanned Overloading of the E-3 EDG 
A self-revealing NCV of Technical Specification (TS) 5.4.1, was identified when operators inadequately implemented 
a surveillance procedure by missing a procedure step. The missed step placed the E-3 emergency diesel generator 
(EDG) in the isochronous mode of operation while it was synchronized to off-site power and resulted in an 
unexpected over-loading of the E-3 EDG.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone, and impacted the cornerstone objective of ensuring the availability of the E-3 EDG to respond 
to initiating events. This finding is of very low safety significance (Green) because all other EDGs remained operable 
and the actual loss of safety function of the E-3 EDG was less than the TS allowed outage time of seven days. This 
finding had a cross-cutting aspect in the area of human performance (work practices component) because PBAPS 
personnel did not follow procedure steps when transferring the E-3 EDG to the isochronous load control mode with 
the E-3 EDG synchronized to the off-site power source (IMC 0305 aspect H.4(b)). (Section 4OA3.2)  
 
 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Compliance Issues Result in Damage to the Diesel Driven Fire Pump 
A self-revealing NCV of TS 5.4.1, was identified when operators manipulated a diesel-driven fire pump (DDFP) 
cooling water valve outside of procedure guidance. The improper manipulation led to misalignment of the DDFP 
cooling water that subsequently damaged the engine during operations without cooling water.  
 
The failure to use a procedure for cleaning and restoring the DDFP cooling water strainer was a more than minor 
finding because it was associated with the degradation of a fire protection feature, in that, the DDFP was rendered 
inoperable by damage to the engine. Using the Fire Protection SDP, the finding was determined to be of very low 
safety significance due to the motor-driven fire pump remaining operable during the five days the DDFP was 
inoperable, and the small number of fire scenarios which would impact the power supply to the motor-driven fire 
pump. This finding had a cross-cutting aspect in the area of human performance (resources component) because 
procedure ST-O-37D-340-2 did not provide complete and accurate instructions for cleaning the DDFP cooling water 
strainer (IMC 0305 aspect H.2(c)). (Section 4OA3.3)  
 
 
Inspection Report# : 2007003 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Correct a 2006 NRC-Identified NCV in a Timely Manner - Quarterly Surveillance Test with Non-
Conservative Acceptance Criteria for the HPCI Pump 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Actions,” related to the 
failure to correct the March 2006 deficiency identified in NCV 05000277,278/2006009-01, related to less than 
adequate acceptance criteria in a quarterly surveillance test procedure for the HPCI pumps. The team identified that 
Exelon had not revised the procedure and had continued to conduct the surveillance test, thirteen times since the issue 
was discovered by the NRC. Exelon performed an evaluation of the recent HPCI pump surveillance test results and 
concluded that the pumps currently met the design basis requirements, and had remained operable.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon failed to take prompt corrective actions to address a safety issue in a timely manner, 
commensurate with safety significance and complexity. [P.1.(d)]  
 
The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the capability of HPCI, a mitigating system. The finding is of very low safety 
significance because the finding was not a design or qualification deficiency, did not represent a loss of system safety 
function, and was not risk significant due to external initiating events. (Section 4OA2.a(3)(a))  
 
Inspection Report# : 2007006 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a 2005 NRC-Identified NCV in a Timely Manner - Failure to Follow a Site Procedure 
Resulted in a Delayed Operability Determination 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Action,” for failure to 
correct a condition adverse to quality for approximately 22 months, associated with Class 1, 2, and 3 pressure 
boundary leakage. Specifically, NCV 05000277/2005003-02, issued in July 2005, documented a delayed operability 
determination due to the station not promptly evaluating a steam leak on a HPCI valve, in accordance with the site 
procedures. A contributing cause was the inconsistent guidance provided by the Technical Requirements Manual 
(TRM) and the Operability Determination procedure. The TRM allowed 72 hours to evaluate the structural integrity 
of the boundary, while the procedure required that the system be declared inoperable immediately. In July 2005, the 
licensee initiated a condition report to evaluate the difference, and determined that one of the corrective actions was to 
revise the TRM to be consistent with the procedure. During this inspection, the team determined the TRM had not 
been revised.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon did not take appropriate corrective actions to address a safety issue in a timely 
manner, commensurate with its safety significance and complexity. [P.1(d)]  
 
The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events; in that, operators were provided with conflicting guidance for response to Class 1, 2, and 3 
component pressure boundary leaks. The finding is of very low safety significance because the finding was not a 
design or qualification deficiency, did not represent a loss of system safety function, and was not risk significant due 
to external initiating events. (Section 4OA2.a(3)(b))  
 
 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Technical Specifications Position Incorrectly Credited for Active License Maintenance 
The inspectors identified a NCV of 10 CFR 55.53(e), “Conditions of Licenses,” for incorrectly credited individuals 



with actively performing the functions of a senior operator (SO) while that individual was staffing a position that was 
not specified in PBAPS’s Technical Specifications (TSs). Specifically, PBAPS incorrectly credited individuals with 
actively performing the functions of a SO while that individual was staffing the work execution control supervisor 
(WECS) position. The WECS position is not required by PBAPS’s TSs. Corrective actions included issuing a cease 
and desist order to licensed operators to stop crediting time in the WECS position as active time for maintaining their 
licenses.  
 
The finding is greater than minor because if left uncorrected, it would become a more safety significant safety 
concern. Specifically, although the WECS performs activities important to safety, the active time credited was not in a 
position defined by TSs that involved directing the licensed activities of licensed operators. The finding was related to 
operator license conditions and was determined to be of very low safety significance (Green) because more than 20 
percent of the records reviewed had deficiencies. (Section 1R11.1)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Dec 31, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Operability Determinations Procedure 
The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawings," for a failure to follow administrative procedures for conducting operability evaluations of nonconforming 
equipment which resulted in an operability determination (OD) that did not demonstrate a reasonable expectation of 
standby liquid control (SLC) system operability and reliability. Specifically, PBAPS personnel did not address issues 
regarding pressure pulsations to SLC systems with degraded relief valves.  
 
This 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 reliability of systems that respond to 
initiating events. The finding is related to an OD for a qualification deficiency and the OD did not confirm a 
reasonable expectation of operability per "Part 9900, Technical Guidance, Operability Determination Process for 
Operability and Functional Assessment.” However, the finding was determined to be of very low safety significance 
(Green), based on a Phase 1 screening in Appendix A of IMC 0609, "Determining the Significance of Reactor 
Inspection Findings for At-Power Situations," because it did not: (1) represent a loss of system safety function; (2) did 
not represent an actual loss of safety function of a single train; (3) the finding did not result in a loss of safety function 
for risk significant non-Technical Specification trains of equipment; and, (4) 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 PBAPS personnel did not use 
conservative assumptions in the operability determination process decision making. This finding was entered into the 
PBAPS's CAP. (IMC 0305 aspect H.1(b)) (Section 1R15)  
 
This NCV was discussed in IR 2007006, Section 4OA2.a(2), dated June 26, 2007. 
Inspection Report# : 2006005 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 



issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement HPCI Surveillance Testing in a Manner Consistent with Vendor Specified 
Test Instructions 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for inadequate surveillance procedure development that changed the use of a common high pressure coolant 
injection (HPCI)\reactor core isolation cooling (RCIC) line to the torus from its original design purpose as a partial 
flow flush line to a full flow test line. The cracked piping to the torus was replaced and this issue was placed into the 
CAP for resolution.  
 
The finding is more than minor because it is associated with the design control attribute of the Barrier Integrity 
Cornerstone and affected the objective to provide reasonable assurance that physical design barriers (primary 
containment) protect the public from radio nuclide releases caused by accidents or events. The SDP Phase 1 screening 
identified that a Phase 2 analysis was needed because the finding affected two Cornerstones, Mitigating Systems and 
Barrier Integrity. However, the senior reactor analysts (SRAs) conducted a Phase 3 evaluation because the issue was 
too complex to evaluate using the Plant Specific Phase 2 Notebook. For events (large or medium break loss-of-coolant 
accidents ) with the greatest potential consequence, the SRAs determined that the probability of a large early release 
remained very low because existing emergency operating procedures direct reactor operators (ROs) to maintain torus 
level and prevent an increase in core damage frequency by injecting high pressure service water (HPSW) through the 
residual heat removal (RHR) system. Specifically, the Phase 3 SDP evaluation concluded that this finding was of very 
low safety significance (Green), represented a very low change in delta core damage frequency (CDF) (low to mid E-
8), and a very low change of high E-8 in large early release frequency (LERF) (delta LERF). (Section 4OA3.2) 



 
 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Establish and Implement Adequate Procedures for Quality Assurance of Effluent Monitoring 
as Required by Technical Specification 5.4.1. 
The inspectors identified a NCV of TS 5.4.1.C for inadequately establishing and maintaining procedures for effluent 
monitoring. Specifically, the quality assurance (QA) required procedures for effluent monitoring were inadequate to 
detect non-representative sampling of the ‘B’ train of the main stack particulate effluents sampling system. This issue 
was placed in the CAP for resolution.  
 
This finding is greater than minor because it affected the Public Radiation Safety Cornerstone objective to ensure 
adequate protection of public health and safety. This finding was determined to be of very low safety significance 
because: 1) it was not a radioactive material control issue, 2) it did involve the effluent release program, 3) there was 
an impaired ability to assess dose, and 4) public radiation doses did not exceed 10 CFR 50, Appendix I values.  
 
The finding has a cross-cutting aspect in the human performance area, resources component because the procedures 
and training of personnel were inadequate to detect the sample bypass. (IMC 0305 aspct H.2(c)) Section 2PS1)  
 
Inspection Report# : 2007002 (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 : December 07, 2007 



Peach Bottom 2 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Missed Procedure Step Resulted in Unplanned Overloading of the E-3 EDG 
A self-revealing NCV of Technical Specification (TS) 5.4.1, was identified when operators inadequately implemented 
a surveillance procedure by missing a procedure step. The missed step placed the E-3 emergency diesel generator 
(EDG) in the isochronous mode of operation while it was synchronized to off-site power and resulted in an 
unexpected over-loading of the E-3 EDG.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone, and impacted the cornerstone objective of ensuring the availability of the E-3 EDG to respond 
to initiating events. This finding is of very low safety significance (Green) because all other EDGs remained operable 
and the actual loss of safety function of the E-3 EDG was less than the TS allowed outage time of seven days. This 
finding had a cross-cutting aspect in the area of human performance (work practices component) because PBAPS 
personnel did not follow procedure steps when transferring the E-3 EDG to the isochronous load control mode with 
the E-3 EDG synchronized to the off-site power source (IMC 0305 aspect H.4(b)). (Section 4OA3.2)  
 
 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Compliance Issues Result in Damage to the Diesel Driven Fire Pump 
A self-revealing NCV of TS 5.4.1, was identified when operators manipulated a diesel-driven fire pump (DDFP) 
cooling water valve outside of procedure guidance. The improper manipulation led to misalignment of the DDFP 
cooling water that subsequently damaged the engine during operations without cooling water.  
 
The failure to use a procedure for cleaning and restoring the DDFP cooling water strainer was a more than minor 
finding because it was associated with the degradation of a fire protection feature, in that, the DDFP was rendered 
inoperable by damage to the engine. Using the Fire Protection SDP, the finding was determined to be of very low 
safety significance due to the motor-driven fire pump remaining operable during the five days the DDFP was 
inoperable, and the small number of fire scenarios which would impact the power supply to the motor-driven fire 
pump. This finding had a cross-cutting aspect in the area of human performance (resources component) because 
procedure ST-O-37D-340-2 did not provide complete and accurate instructions for cleaning the DDFP cooling water 
strainer (IMC 0305 aspect H.2(c)). (Section 4OA3.3)  
 
 
Inspection Report# : 2007003 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Failure to Correct a 2006 NRC-Identified NCV in a Timely Manner - Quarterly Surveillance Test with Non-
Conservative Acceptance Criteria for the HPCI Pump 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Actions,” related to the 
failure to correct the March 2006 deficiency identified in NCV 05000277,278/2006009-01, related to less than 
adequate acceptance criteria in a quarterly surveillance test procedure for the HPCI pumps. The team identified that 
Exelon had not revised the procedure and had continued to conduct the surveillance test, thirteen times since the issue 
was discovered by the NRC. Exelon performed an evaluation of the recent HPCI pump surveillance test results and 
concluded that the pumps currently met the design basis requirements, and had remained operable.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon failed to take prompt corrective actions to address a safety issue in a timely manner, 
commensurate with safety significance and complexity. [P.1.(d)]  
 
The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the capability of HPCI, a mitigating system. The finding is of very low safety 
significance because the finding was not a design or qualification deficiency, did not represent a loss of system safety 
function, and was not risk significant due to external initiating events. (Section 4OA2.a(3)(a))  
 
Inspection Report# : 2007006 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a 2005 NRC-Identified NCV in a Timely Manner - Failure to Follow a Site Procedure 
Resulted in a Delayed Operability Determination 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Action,” for failure to 
correct a condition adverse to quality for approximately 22 months, associated with Class 1, 2, and 3 pressure 
boundary leakage. Specifically, NCV 05000277/2005003-02, issued in July 2005, documented a delayed operability 
determination due to the station not promptly evaluating a steam leak on a HPCI valve, in accordance with the site 
procedures. A contributing cause was the inconsistent guidance provided by the Technical Requirements Manual 
(TRM) and the Operability Determination procedure. The TRM allowed 72 hours to evaluate the structural integrity 
of the boundary, while the procedure required that the system be declared inoperable immediately. In July 2005, the 
licensee initiated a condition report to evaluate the difference, and determined that one of the corrective actions was to 
revise the TRM to be consistent with the procedure. During this inspection, the team determined the TRM had not 
been revised.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon did not take appropriate corrective actions to address a safety issue in a timely 
manner, commensurate with its safety significance and complexity. [P.1(d)]  
 
The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events; in that, operators were provided with conflicting guidance for response to Class 1, 2, and 3 
component pressure boundary leaks. The finding is of very low safety significance because the finding was not a 
design or qualification deficiency, did not represent a loss of system safety function, and was not risk significant due 
to external initiating events. (Section 4OA2.a(3)(b))  
 
 
Inspection Report# : 2007006 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Technical Specifications Position Incorrectly Credited for Active License Maintenance 
The inspectors identified a NCV of 10 CFR 55.53(e), “Conditions of Licenses,” for incorrectly credited individuals 



with actively performing the functions of a senior operator (SO) while that individual was staffing a position that was 
not specified in PBAPS’s Technical Specifications (TSs). Specifically, PBAPS incorrectly credited individuals with 
actively performing the functions of a SO while that individual was staffing the work execution control supervisor 
(WECS) position. The WECS position is not required by PBAPS’s TSs. Corrective actions included issuing a cease 
and desist order to licensed operators to stop crediting time in the WECS position as active time for maintaining their 
licenses.  
 
The finding is greater than minor because if left uncorrected, it would become a more safety significant safety 
concern. Specifically, although the WECS performs activities important to safety, the active time credited was not in a 
position defined by TSs that involved directing the licensed activities of licensed operators. The finding was related to 
operator license conditions and was determined to be of very low safety significance (Green) because more than 20 
percent of the records reviewed had deficiencies. (Section 1R11.1)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  



Barrier Integrity 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Develop and Implement HPCI Surveillance Testing in a Manner Consistent with Vendor Specified 
Test Instructions 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was 
identified for inadequate surveillance procedure development that changed the use of a common high pressure coolant 
injection (HPCI)\reactor core isolation cooling (RCIC) line to the torus from its original design purpose as a partial 
flow flush line to a full flow test line. The cracked piping to the torus was replaced and this issue was placed into the 
CAP for resolution.  
 
The finding is more than minor because it is associated with the design control attribute of the Barrier Integrity 
Cornerstone and affected the objective to provide reasonable assurance that physical design barriers (primary 
containment) protect the public from radio nuclide releases caused by accidents or events. The SDP Phase 1 screening 
identified that a Phase 2 analysis was needed because the finding affected two Cornerstones, Mitigating Systems and 
Barrier Integrity. However, the senior reactor analysts (SRAs) conducted a Phase 3 evaluation because the issue was 
too complex to evaluate using the Plant Specific Phase 2 Notebook. For events (large or medium break loss-of-coolant 
accidents ) with the greatest potential consequence, the SRAs determined that the probability of a large early release 
remained very low because existing emergency operating procedures direct reactor operators (ROs) to maintain torus 
level and prevent an increase in core damage frequency by injecting high pressure service water (HPSW) through the 
residual heat removal (RHR) system. Specifically, the Phase 3 SDP evaluation concluded that this finding was of very 
low safety significance (Green), represented a very low change in delta core damage frequency (CDF) (low to mid E-
8), and a very low change of high E-8 in large early release frequency (LERF) (delta LERF). (Section 4OA3.2)  
 
 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Exelon Did Not Establish and Implement Adequate Procedures for Quality Assurance of Effluent Monitoring 
as Required by Technical Specification 5.4.1. 
The inspectors identified a NCV of TS 5.4.1.C for inadequately establishing and maintaining procedures for effluent 
monitoring. Specifically, the quality assurance (QA) required procedures for effluent monitoring were inadequate to 
detect non-representative sampling of the ‘B’ train of the main stack particulate effluents sampling system. This issue 
was placed in the CAP for resolution.  
 
This finding is greater than minor because it affected the Public Radiation Safety Cornerstone objective to ensure 



adequate protection of public health and safety. This finding was determined to be of very low safety significance 
because: 1) it was not a radioactive material control issue, 2) it did involve the effluent release program, 3) there was 
an impaired ability to assess dose, and 4) public radiation doses did not exceed 10 CFR 50, Appendix I values.  
 
The finding has a cross-cutting aspect in the human performance area, resources component because the procedures 
and training of personnel were inadequate to detect the sample bypass. (IMC 0305 aspct H.2(c)) Section 2PS1)  
 
Inspection Report# : 2007002 (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 : February 04, 2008 



Peach Bottom 2 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Document Fire Brigade Deficiencies 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1, which requires that 
written procedures be implemented covering the Fire Protection Program. The Fire Drill Performance procedure was 
inadequately implemented because numerous fire brigade deficiencies were not discussed at the post-drill critique or 
documented in the fire drill record. The licensee has entered this problem into their CAP for action.  
 
This finding is more than minor because it affects the impairment or degradation of a fire protection feature, 
specifically, on the ability of the fire brigade to effectively carry out the defense-in-depth attribute of manual fire 
fighting and is associated with the Mitigating Systems Cornerstone and its respective attribute of human performance. 
This finding is of very low safety significance because the observed crew was only one of five crews of the site fire 
brigade team, the other crews had no known problems, and the overall condition of the fire detection and suppression 
systems had been satisfactory. The finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution because Peach Bottom Atomic Power Station personnel did not properly identify and assess deficiencies 
with the fire brigade’s performance. (IMC 0305, aspect P.3 (a)) (Section 1R05.2).  
 
 
Inspection Report# : 2008002 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Reactor Building Drain System Into the Scope of the Maintenance Rule Program 
A Green non-cited violation (NCV) of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified for PBAPS’s failure to include the reactor building equipment 
and floor drain plugs in the scope of the Maintenance Rule (MR) program and, therefore, the station did not recognize 
that appropriate preventative maintenance was not being performed. PBAPS entered this issue into the corrective 
action program and took action to assess the scoping of the reactor building floor and equipment drain systems into 
the preventive maintenance program.  
 
The inspectors determined that this finding was more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of protection against external factors, and impacted the cornerstone objective of 
ensuring the availability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors determined that this finding is of very low safety significance because the condition was not a design or 
qualification deficiency confirmed not to result in a loss of operability, did not represent a loss of system safety 
function, did not represent an actual loss of safety function of a single train for greater than its TS allowed outage 
time, did not represent an actual loss of one or more risk-significant non-TS trains of equipment for greater than 24 
hours, and did not screen as potentially risk-significant due to seismic, flooding, or severe weather. The inspectors 
also determined that this finding had a cross-cutting aspect in the area of problem identification and resolution (PI&R) 
because the licensee’s procedure did not appropriately contain lessons learned from a similar event that had occurred 
in February 2007 (IMC 0305, P.2(b)). 
Inspection Report# : 2007005 (pdf)  



Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Missed Procedure Step Resulted in Unplanned Overloading of the E-3 EDG 
A self-revealing NCV of Technical Specification (TS) 5.4.1, was identified when operators inadequately implemented 
a surveillance procedure by missing a procedure step. The missed step placed the E-3 emergency diesel generator 
(EDG) in the isochronous mode of operation while it was synchronized to off-site power and resulted in an 
unexpected over-loading of the E-3 EDG.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone, and impacted the cornerstone objective of ensuring the availability of the E-3 EDG to respond 
to initiating events. This finding is of very low safety significance (Green) because all other EDGs remained operable 
and the actual loss of safety function of the E-3 EDG was less than the TS allowed outage time of seven days. This 
finding had a cross-cutting aspect in the area of human performance (work practices component) because PBAPS 
personnel did not follow procedure steps when transferring the E-3 EDG to the isochronous load control mode with 
the E-3 EDG synchronized to the off-site power source (IMC 0305 aspect H.4(b)). (Section 4OA3.2)  
 
 
Inspection Report# : 2007003 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Procedural Compliance Issues Result in Damage to the Diesel Driven Fire Pump 
A self-revealing NCV of TS 5.4.1, was identified when operators manipulated a diesel-driven fire pump (DDFP) 
cooling water valve outside of procedure guidance. The improper manipulation led to misalignment of the DDFP 
cooling water that subsequently damaged the engine during operations without cooling water.  
 
The failure to use a procedure for cleaning and restoring the DDFP cooling water strainer was a more than minor 
finding because it was associated with the degradation of a fire protection feature, in that, the DDFP was rendered 
inoperable by damage to the engine. Using the Fire Protection SDP, the finding was determined to be of very low 
safety significance due to the motor-driven fire pump remaining operable during the five days the DDFP was 
inoperable, and the small number of fire scenarios which would impact the power supply to the motor-driven fire 
pump. This finding had a cross-cutting aspect in the area of human performance (resources component) because 
procedure ST-O-37D-340-2 did not provide complete and accurate instructions for cleaning the DDFP cooling water 
strainer (IMC 0305 aspect H.2(c)). (Section 4OA3.3)  
 
 
Inspection Report# : 2007003 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a 2006 NRC-Identified NCV in a Timely Manner - Quarterly Surveillance Test with Non-
Conservative Acceptance Criteria for the HPCI Pump 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Actions,” related to the 
failure to correct the March 2006 deficiency identified in NCV 05000277,278/2006009-01, related to less than 
adequate acceptance criteria in a quarterly surveillance test procedure for the HPCI pumps. The team identified that 
Exelon had not revised the procedure and had continued to conduct the surveillance test, thirteen times since the issue 
was discovered by the NRC. Exelon performed an evaluation of the recent HPCI pump surveillance test results and 
concluded that the pumps currently met the design basis requirements, and had remained operable.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon failed to take prompt corrective actions to address a safety issue in a timely manner, 
commensurate with safety significance and complexity. [P.1.(d)]  
 



The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the capability of HPCI, a mitigating system. The finding is of very low safety 
significance because the finding was not a design or qualification deficiency, did not represent a loss of system safety 
function, and was not risk significant due to external initiating events. (Section 4OA2.a(3)(a))  
 
Inspection Report# : 2007006 (pdf)  

Significance:  May 18, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a 2005 NRC-Identified NCV in a Timely Manner - Failure to Follow a Site Procedure 
Resulted in a Delayed Operability Determination 
The NRC identified a Green NCV of 10CFR50, Appendix B, Criterion XVI, “Corrective Action,” for failure to 
correct a condition adverse to quality for approximately 22 months, associated with Class 1, 2, and 3 pressure 
boundary leakage. Specifically, NCV 05000277/2005003-02, issued in July 2005, documented a delayed operability 
determination due to the station not promptly evaluating a steam leak on a HPCI valve, in accordance with the site 
procedures. A contributing cause was the inconsistent guidance provided by the Technical Requirements Manual 
(TRM) and the Operability Determination procedure. The TRM allowed 72 hours to evaluate the structural integrity 
of the boundary, while the procedure required that the system be declared inoperable immediately. In July 2005, the 
licensee initiated a condition report to evaluate the difference, and determined that one of the corrective actions was to 
revise the TRM to be consistent with the procedure. During this inspection, the team determined the TRM had not 
been revised.  
 
The performance deficiency has a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective 
Action Program, because Exelon did not take appropriate corrective actions to address a safety issue in a timely 
manner, commensurate with its safety significance and complexity. [P.1(d)]  
 
The finding is more than minor because it affects the procedure quality attribute associated with the Mitigating 
Systems Cornerstone objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events; in that, operators were provided with conflicting guidance for response to Class 1, 2, and 3 
component pressure boundary leaks. The finding is of very low safety significance because the finding was not a 
design or qualification deficiency, did not represent a loss of system safety function, and was not risk significant due 
to external initiating events. (Section 4OA2.a(3)(b))  
 
 
Inspection Report# : 2007006 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  



Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : June 05, 2008 



Peach Bottom 2 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Foreign Material Discovered in Fire Valve 
Green. A self-revealing NCV of PBAPS’s Unit 2 License Condition 2.C (4), “Fire Protection Program,” was 
identified when maintenance personnel discovered foreign material inside a supply valve to an automatic 13KV 
switchgear sprinkler system installed because there is a one-hour rated raceway encapsulated in the 13KV switchgear 
area. The Fire Protection Program requires automatic suppression when one-hour rated raceway encapsulation is used. 
PBAPS has removed the foreign material, replaced the affected valve, and entered this issue into their CAP for 
appropriate action. The inspectors determined that there was no cross-cutting aspect to this finding.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
protection against external factors (i.e., fire), and it affects the objective of ensuring reliability and capability of 
systems that respond to initiating events. The finding was of very low significance because PBAPS demonstrated that 
the core damage frequency (CDF) associated with a fire in this area was in the 1 E-7 range for all assumed fires. 
(Section 1R12)  
 
Inspection Report# : 2008003 (pdf)  

Significance:  May 21, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Battery Connection Resistance Testing 
The team identified a finding of very low safety significance involving a non-cited violation of Technical 
Specification (TS) 3.8.4.5, in that Exelon did not verify certain battery connection resistances were within the TS 
limit. Specifically, Exelon did not verify the inter-tier connection resistances to be within the TS 3.8.4.5 limit of less 
than or equal to 40 micro-ohms every 12 months. The team determined that Exelon exempted the inter-tier 
connections from the testing requirement. In response, Exelon performed the required testing and identified a 
connection in the 2B battery that was greater than the TS limit. Exelon restored the degraded connection and initiated 
actions to revise the surveillance test procedures to incorporate all battery connections.  
 
This issue was more than minor because it was associated with the procedure quality 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 a loss of safety system function. Because the licensee 
had previously identified a similar inadequacy in the test procedure, the finding had a cross-cutting aspect in the area 
of Problem Identification and Resolution - Corrective Actions. (IMC 0305, aspect P.1(d)) (1R21.2.1.1)  
 
 
Inspection Report# : 2008007 (pdf)  

Significance:  May 16, 2008 
Identified By: NRC 



Item Type: NCV NonCited Violation 
B..5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems 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 11, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Non-conservative Inputs Used in Design Calculations for Offsite Power Operability 
The team identified a finding of very low safety significance, in that Exelon failed to use appropriate inputs in design 
calculations as required by Exelon Procedure CC-AA-102 - Design Input and Configuration Change Impact 
Screening. The requirements of the procedure include ensuring performance requirements are the “maximum or 
minimum numerical values of specific design parameters,” specifically, the “Maximum time to automatically initiate a 
system action.” The team determined the response speed used by Exelon for the automatic load tap changer (LTC) 
controller and mechanism for the station’s startup transformers, in the calculation to determine offsite power 
availability, was non-conservative. This assumption resulted in the grid voltage limit, used to assess technical 
specification offsite power supply operability, to be non-conservative. In response, Exelon performed preliminary 
calculations with revised LTC times, which showed that the offsite grid remained operable at the specified voltage 
limits. Exelon entered the issue into the corrective action program to re-perform the calculation and raise the allowed 
offsite grid voltage level.  
 
This finding was more than minor because it is associated with 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 design deficiency that did not result in a loss of offsite power operability. Because the licensee had 
recently performed this calculation with the non-conservative inputs, the finding has a cross-cutting aspect in the area 
of Human Performance - Resources. (IMC 0305, aspect H.2.(c)) (1R21.2.1.4)  
 
 
Inspection Report# : 2008007 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Document Fire Brigade Deficiencies 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1, which requires that 
written procedures be implemented covering the Fire Protection Program. The Fire Drill Performance procedure was 
inadequately implemented because numerous fire brigade deficiencies were not discussed at the post-drill critique or 
documented in the fire drill record. The licensee has entered this problem into their CAP for action.  
 
This finding is more than minor because it affects the impairment or degradation of a fire protection feature, 
specifically, on the ability of the fire brigade to effectively carry out the defense-in-depth attribute of manual fire 
fighting and is associated with the Mitigating Systems Cornerstone and its respective attribute of human performance. 
This finding is of very low safety significance because the observed crew was only one of five crews of the site fire 
brigade team, the other crews had no known problems, and the overall condition of the fire detection and suppression 
systems had been satisfactory. The finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution because Peach Bottom Atomic Power Station personnel did not properly identify and assess deficiencies 
with the fire brigade’s performance. (IMC 0305, aspect P.3 (a)) (Section 1R05.2).  
 
 
Inspection Report# : 2008002 (pdf)  



Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Reactor Building Drain System Into the Scope of the Maintenance Rule Program 
A Green non-cited violation (NCV) of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified for PBAPS’s failure to include the reactor building equipment 
and floor drain plugs in the scope of the Maintenance Rule (MR) program and, therefore, the station did not recognize 
that appropriate preventative maintenance was not being performed. PBAPS entered this issue into the corrective 
action program and took action to assess the scoping of the reactor building floor and equipment drain systems into 
the preventive maintenance program.  
 
The inspectors determined that this finding was more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of protection against external factors, and impacted the cornerstone objective of 
ensuring the availability of systems that respond to initiating events to prevent undesirable consequences. The 
inspectors determined that this finding is of very low safety significance because the condition was not a design or 
qualification deficiency confirmed not to result in a loss of operability, did not represent a loss of system safety 
function, did not represent an actual loss of safety function of a single train for greater than its TS allowed outage 
time, did not represent an actual loss of one or more risk-significant non-TS trains of equipment for greater than 24 
hours, and did not screen as potentially risk-significant due to seismic, flooding, or severe weather. The inspectors 
also determined that this finding had a cross-cutting aspect in the area of problem identification and resolution (PI&R) 
because the licensee’s procedure did not appropriately contain lessons learned from a similar event that had occurred 
in February 2007 (IMC 0305, P.2(b)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 



Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  May 16, 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)  

Significance:  May 16, 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 

Significance:  Apr 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Peach Bottom Dose Assessment Program to Meet the Requirements of 10 CFR 50.47(b)(9) 
A NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(9) and 10 CFR Part 50, Appendix E, Section IV.B, 
was identified for failure of the licensee’s dose assessment program to provide for the means for continually assessing 
the impact of the release of radioactive materials. The licensee’s procedures limited the use of the dose assessment 
procedure and program to only those conditions in which the fuel clad barrier was considered lost or potentially lost. 
The licensee entered the issue into their corrective action program and immediately corrected their procedures.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance 
attribute and affected the objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable 
of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with the Emergency Preparedness Significance Determination Process, this finding is of 



very low safety significance because licensee expectations and training have, despite the procedural limitations, 
resulted in licensee personnel performing dose assessments across the full range of reactor events, and the procedure 
deficiencies did not degrade the risk significant planning standard, nor did they adversely affect the outcome of 
protecting the health and safety of the public.  
 
 
Inspection Report# : 2008502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : August 29, 2008 



Peach Bottom 2 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 29, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate EOC Review Results in Delay in Discovery of ESW Leaks 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criteria V, “Instructions, Procedures and Drawings,” was identified for a failure to 
follow procedure, WC-PB-2000, “Outage Control Center (OCC) Emergent Issue Response,” that resulted in an inadequate extend of 
condition (EOC) evaluation being performed for an emergency service water (ESW) leak that was discovered on the E-1 emergency diesel 
generator (EDG). Specifically, Operations personnel failed to look at similar ESW locations on the E-2, E-3, and E-4 EDGs. This resulted in a 
nine-day delay in discovering a similar leak on the E-4 EDG.  
 
This finding is greater than minor because it is similar to the example 4a., “Insignificant Procedural Errors,” in Manual Chapter 0612, 
Appendix E, in that, the later evaluation of the ESW leak discovered on the E-4 EDG resulted in safety-related equipment being adversely 
affected. Using the Phase 1 worksheet in Manual Chapter 0609, “Significance Determination Process,” the finding was of very low safety 
significance (Green) since it did not represent an actual loss of system safety function for the ESW system. This finding has a cross-cutting 
aspect in the area of Problem Identification and Resolution (PI&R), Corrective Action Program (CAP) because the licensee failed to 
thoroughly evaluate the EOC of the leak on the E-1 EDG and it resulted in a nine-day delay in discovering additional leaks associated with 
the E-3 and E-4 EDGs. [IMC 0305, aspect P.1(c)]. (Section 1R15)  
 
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Make a 10 CFR 50.72(b)(2)(xi) Notification 
Severity Level IV. The inspectors identified a NCV of 10 CFR 50.72(b)(2)(xi) because the NRC Operations Center was not notified of a 
reportable event. Specifically, PBAPS did not formally report, to the NRC Operations Center, a planned press release and the notification of 
other government agencies regarding a transformer fire and petroleum product spill event that occurred on July 23 and 24, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since the failure to make a required report could adversely impact the 
NRC’s ability to carry out its regulatory mission. This event was related to pubic health and safety because it involved a fire emergency that 
contributed to the loss of two of the plant’s three offsite power sources. This event was related to protection of the environment because it 
involved the spill of a more than minor quantity of oil that required reporting to the State of Pennsylvania. While reviewing this finding, the 
inspectors considered the fact that the NRC was informally notified. The inspectors considered the above and evaluated the severity of this 
violation using the criteria contained in Supplement I – “Reactor Operations” and Section VI.A.1 of the NRC’s Enforcement Policy and 
determined that this finding met the criteria for disposition as a NCV. (Section 4OA3.1)  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Foreign Material Discovered in Fire Valve 
Green. A self-revealing NCV of PBAPS’s Unit 2 License Condition 2.C (4), “Fire Protection Program,” was identified when maintenance 
personnel discovered foreign material inside a supply valve to an automatic 13KV switchgear sprinkler system installed because there is a 
one-hour rated raceway encapsulated in the 13KV switchgear area. The Fire Protection Program requires automatic suppression when one-
hour rated raceway encapsulation is used. PBAPS has removed the foreign material, replaced the affected valve, and entered this issue into 
their CAP for appropriate action. The inspectors determined that there was no cross-cutting aspect to this finding.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of protection against external 



factors (i.e., fire), and it affects the objective of ensuring reliability and capability of systems that respond to initiating events. The finding was 
of very low significance because PBAPS demonstrated that the core damage frequency (CDF) associated with a fire in this area was in the 1 
E-7 range for all assumed fires. (Section 1R12)  
 
Inspection Report# : 2008003 (pdf)  

Significance:  May 21, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Battery Connection Resistance Testing 
The team identified a finding of very low safety significance involving a non-cited violation of Technical Specification (TS) 3.8.4.5, in that 
Exelon did not verify certain battery connection resistances were within the TS limit. Specifically, Exelon did not verify the inter-tier 
connection resistances to be within the TS 3.8.4.5 limit of less than or equal to 40 micro-ohms every 12 months. The team determined that 
Exelon exempted the inter-tier connections from the testing requirement. In response, Exelon performed the required testing and identified a 
connection in the 2B battery that was greater than the TS limit. Exelon restored the degraded connection and initiated actions to revise the 
surveillance test procedures to incorporate all battery connections.  
 
This issue was more than minor because it was associated with the procedure quality 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 a loss of 
safety system function. Because the licensee had previously identified a similar inadequacy in the test procedure, the finding had a cross-
cutting aspect in the area of Problem Identification and Resolution - Corrective Actions. (IMC 0305, aspect P.1(d)) (1R21.2.1.1)  
 
 
Inspection Report# : 2008007 (pdf)  

Significance:  May 16, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B..5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems 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 11, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Non-conservative Inputs Used in Design Calculations for Offsite Power Operability 
The team identified a finding of very low safety significance, in that Exelon failed to use appropriate inputs in design calculations as required 
by Exelon Procedure CC-AA-102 - Design Input and Configuration Change Impact Screening. The requirements of the procedure include 
ensuring performance requirements are the “maximum or minimum numerical values of specific design parameters,” specifically, the 
“Maximum time to automatically initiate a system action.” The team determined the response speed used by Exelon for the automatic load tap 
changer (LTC) controller and mechanism for the station’s startup transformers, in the calculation to determine offsite power availability, was 
non-conservative. This assumption resulted in the grid voltage limit, used to assess technical specification offsite power supply operability, to 
be non-conservative. In response, Exelon performed preliminary calculations with revised LTC times, which showed that the offsite grid 
remained operable at the specified voltage limits. Exelon entered the issue into the corrective action program to re-perform the calculation and 
raise the allowed offsite grid voltage level.  
 
This finding was more than minor because it is associated with 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 design deficiency that did not result in a loss of offsite 
power operability. Because the licensee had recently performed this calculation with the non-conservative inputs, the finding has a cross-
cutting aspect in the area of Human Performance - Resources. (IMC 0305, aspect H.2.(c)) (1R21.2.1.4)  
 
 
Inspection Report# : 2008007 (pdf)  

Significance:  Mar 31, 2008 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Document Fire Brigade Deficiencies 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1, which requires that written procedures be 
implemented covering the Fire Protection Program. The Fire Drill Performance procedure was inadequately implemented because numerous 
fire brigade deficiencies were not discussed at the post-drill critique or documented in the fire drill record. The licensee has entered this 
problem into their CAP for action.  
 
This finding is more than minor because it affects the impairment or degradation of a fire protection feature, specifically, on the ability of the 
fire brigade to effectively carry out the defense-in-depth attribute of manual fire fighting and is associated with the Mitigating Systems 
Cornerstone and its respective attribute of human performance. This finding is of very low safety significance because the observed crew was 
only one of five crews of the site fire brigade team, the other crews had no known problems, and the overall condition of the fire detection and 
suppression systems had been satisfactory. The finding has a cross-cutting aspect in the area of Problem Identification and Resolution because 
Peach Bottom Atomic Power Station personnel did not properly identify and assess deficiencies with the fire brigade’s performance. (IMC 
0305, aspect P.3 (a)) (Section 1R05.2).  
 
 
Inspection Report# : 2008002 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Include Reactor Building Drain System Into the Scope of the Maintenance Rule Program 
A Green non-cited violation (NCV) of 10 CFR 50.65, “Requirements for Monitoring the Effectiveness of Maintenance at Nuclear Power 
Plants,” was identified for PBAPS’s failure to include the reactor building equipment and floor drain plugs in the scope of the Maintenance 
Rule (MR) program and, therefore, the station did not recognize that appropriate preventative maintenance was not being performed. PBAPS 
entered this issue into the corrective action program and took action to assess the scoping of the reactor building floor and equipment drain 
systems into the preventive maintenance program.  
 
The inspectors determined that this finding was more than minor because it was associated with the Mitigating Systems Cornerstone attribute 
of protection against external factors, and impacted the cornerstone objective of ensuring the availability of systems that respond to initiating 
events to prevent undesirable consequences. The inspectors determined that this finding is of very low safety significance because the 
condition was not a design or qualification deficiency confirmed not to result in a loss of operability, did not represent a loss of system safety 
function, did not represent an actual loss of safety function of a single train for greater than its TS allowed outage time, did not represent an 
actual loss of one or more risk-significant non-TS trains of equipment for greater than 24 hours, and did not screen as potentially risk-
significant due to seismic, flooding, or severe weather. The inspectors also determined that this finding had a cross-cutting aspect in the area 
of problem identification and resolution (PI&R) because the licensee’s procedure did not appropriately contain lessons learned from a similar 
event that had occurred in February 2007 (IMC 0305, P.2(b)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one spurious actuation for each 
system affected by any one fire be analyzed. For the areas inspected, the team determined that PECO adequately protected against fire-
induced spurious actuations. The team did not identify any additional spurious actuations which would have prevented achieving safe 
shutdown conditions in the post-fire operating environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an apparent violation of the 
requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this issue into their corrective action program and have 
implemented reasonable compensatory measures. However, the issue of multiple spurious actuations of equipment in a post-fire environment 
is in contention between the NRC and the nuclear industry. As such, any further enforcement action will be deferred pending final resolution 
of this issue by the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, 
issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-induced cable faults, as 
described in Information Notice 92-18, was outside the scope of the licensing and design bases of the facility. As a result, PECO did not 



evaluate the control circuits of the alternative shutdown equipment to determine if it was susceptible to this problem. Since a detailed review 
of the alternative shutdown capability at PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue 
was not established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and Unit 3, which requires 
PECO to implement and maintain the fire protection program described in the NRC Safety Evaluation Reports. PECO has entered this issue 
into their corrective action program and has implemented reasonable compensatory measures pending final resolution of the issue. However, 
the issue of mechanical damage to safe shutdown equipment due to fire-induced cable faults is in contention between the NRC and the 
nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  May 16, 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)  

Significance:  May 16, 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 

Significance:  Apr 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Peach Bottom Dose Assessment Program to Meet the Requirements of 10 CFR 50.47(b)(9) 
A NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(9) and 10 CFR Part 50, Appendix E, Section IV.B, was identified for failure 
of the licensee’s dose assessment program to provide for the means for continually assessing the impact of the release of radioactive 
materials. The licensee’s procedures limited the use of the dose assessment procedure and program to only those conditions in which the fuel 
clad barrier was considered lost or potentially lost. The licensee entered the issue into their corrective action program and immediately 
corrected their procedures.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance attribute and affected the 
objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable of implementing adequate measures to protect the 
health and safety of the public in the event of a radiological emergency. In accordance with the Emergency Preparedness Significance 
Determination Process, this finding is of very low safety significance because licensee expectations and training have, despite the procedural 
limitations, resulted in licensee personnel performing dose assessments across the full range of reactor events, and the procedure deficiencies 
did not degrade the risk significant planning standard, nor did they adversely affect the outcome of protecting the health and safety of the 
public.  
 



 
Inspection Report# : 2008502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with 10 CFR 20 Appendix G 
The inspectors identified a NCV of 10 CFR 20, Appendix G, Section III.C. 5. Specifically, the licensee did not conduct a Quality Assurance 
Program sufficient to assure conformance with 10 CFR 61.55, in that, the program was not adequate to identify incorrect gamma 
spectroscopy analyses of a principal gamma emitting radionuclide used to scale hard-to detect radionuclides for purposes of waste 
classification in accordance with 10 CFR 61.55. The licensee entered the deficiency into its CAP (IR799894).  
 
The failure to conduct a sufficiently robust 10 CFR 61 Quality Assurance Program, to assure conformance with 10 CFR 61.55, is a 
performance deficiency that was reasonably within the licensee’s ability to foresee and correct, and which should have been prevented. The 
finding is more than minor because it affected the associated cornerstone objective in that the licensee’s 10 CFR 61 Quality Assurance 
Program did not identify incorrectly analyzed waste samples used to classify radioactive waste for land disposal. This finding was determined 
to be of very low safety significance because no radiation limits were exceeded, there was no breach of packaging, there was no certificate of 
compliance finding, there was no low level burial ground non-conformance, and lastly, there was no failure to make notifications or provide 
emergency notification information. The cause of this finding was related to the cross-cutting area of PI&R, self and independent assessments 
component, in that, although actions were taken to coordinate and communicate results from assessments to affected personnel, corrective 
actions were not sufficiently comprehensive to identify incorrect vendor analyses [IMC 0305, aspect P.3(c)]. (Section 2PS2)  
 
Inspection Report# : 2008004 (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 : November 26, 2008 



Peach Bottom 2 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incorrect Performance of Procedure Step Resulted in Inoperability of a DC Bus for Longer than the TS 
Allowed Outage Time 
A self-revealing (Green) NCV of Technical Specification (TS) 5.4.1 was identified when operators inadequately 
implemented an abnormal operating (AO) procedure on two occasions. Specifically, an event where the Unit 2 
Division II direct current (DC) electrical power subsystem was inoperable for longer than the allowed outage time 
specified in Unit 3 TS 3.8.4, resulted from PBAPS personnel not recognizing the existence of conflicting procedure 
guidance and the improper removal of a configuration control tool.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone, and impacted the cornerstone objective of ensuring the reliability of the Unit 2, Division II, DC 
electrical power subsystem to respond to initiating events, in that, one of its associated battery chargers was being 
supplied from a non-qualified alternating current (AC) power source. The inspectors concluded that this finding 
affected the Mitigating Systems Cornerstone and answered "No" to all relevant questions. Specifically, the supply of a 
non qualified AC power source to the Unit 2, Division II DC electrical power system was a qualification issue 
confirmed not to result in a loss of functionality. Although the Unit 2, Division II DC electrical power system was 
inoperable for longer than its 12 hour TS allowed outage time, this qualification issue did not result in an actual loss 
of safety function. Therefore, this finding was considered to be of very low safety significance (Green).  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of human performance (work control 
component) because PBAPS personnel did not adequately coordinate work activities by incorporating actions to 
address: the impact of changes to the work scope or activity on the plant and human performance; nor the need to 
keep personnel apprised of the operational impact of work activities; and plant conditions that may affect work when 
conflicting procedures led to inadequate procedure adherence and the unplanned inoperability of the Unit 2 Division II 
DC electrical subsystem. [IMC 0305 aspect: H.3(b)]. (Section 4OA3.1)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Sep 29, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate EOC Review Results in Delay in Discovery of ESW Leaks 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criteria V, “Instructions, Procedures and Drawings,” was 
identified for a failure to follow procedure, WC-PB-2000, “Outage Control Center (OCC) Emergent Issue Response,” 
that resulted in an inadequate extend of condition (EOC) evaluation being performed for an emergency service water 
(ESW) leak that was discovered on the E-1 emergency diesel generator (EDG). Specifically, Operations personnel 
failed to look at similar ESW locations on the E-2, E-3, and E-4 EDGs. This resulted in a nine-day delay in 
discovering a similar leak on the E-4 EDG.  
 



This finding is greater than minor because it is similar to the example 4a., “Insignificant Procedural Errors,” in 
Manual Chapter 0612, Appendix E, in that, the later evaluation of the ESW leak discovered on the E-4 EDG resulted 
in safety-related equipment being adversely affected. Using the Phase 1 worksheet in Manual Chapter 0609, 
“Significance Determination Process,” the finding was of very low safety significance (Green) since it did not 
represent an actual loss of system safety function for the ESW system. This finding has a cross-cutting aspect in the 
area of Problem Identification and Resolution (PI&R), Corrective Action Program (CAP) because the licensee failed 
to thoroughly evaluate the EOC of the leak on the E-1 EDG and it resulted in a nine-day delay in discovering 
additional leaks associated with the E-3 and E-4 EDGs. [IMC 0305, aspect P.1(c)]. (Section 1R15)  
 
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Make a 10 CFR 50.72(b)(2)(xi) Notification 
Severity Level IV. The inspectors identified a NCV of 10 CFR 50.72(b)(2)(xi) because the NRC Operations Center 
was not notified of a reportable event. Specifically, PBAPS did not formally report, to the NRC Operations Center, a 
planned press release and the notification of other government agencies regarding a transformer fire and petroleum 
product spill event that occurred on July 23 and 24, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since the failure to make a required report 
could adversely impact the NRC’s ability to carry out its regulatory mission. This event was related to pubic health 
and safety because it involved a fire emergency that contributed to the loss of two of the plant’s three offsite power 
sources. This event was related to protection of the environment because it involved the spill of a more than minor 
quantity of oil that required reporting to the State of Pennsylvania. While reviewing this finding, the inspectors 
considered the fact that the NRC was informally notified. The inspectors considered the above and evaluated the 
severity of this violation using the criteria contained in Supplement I – “Reactor Operations” and Section VI.A.1 of 
the NRC’s Enforcement Policy and determined that this finding met the criteria for disposition as a NCV. (Section 
4OA3.1)  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Foreign Material Discovered in Fire Valve 
Green. A self-revealing NCV of PBAPS’s Unit 2 License Condition 2.C (4), “Fire Protection Program,” was 
identified when maintenance personnel discovered foreign material inside a supply valve to an automatic 13KV 
switchgear sprinkler system installed because there is a one-hour rated raceway encapsulated in the 13KV switchgear 
area. The Fire Protection Program requires automatic suppression when one-hour rated raceway encapsulation is used. 
PBAPS has removed the foreign material, replaced the affected valve, and entered this issue into their CAP for 
appropriate action. The inspectors determined that there was no cross-cutting aspect to this finding.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
protection against external factors (i.e., fire), and it affects the objective of ensuring reliability and capability of 
systems that respond to initiating events. The finding was of very low significance because PBAPS demonstrated that 
the core damage frequency (CDF) associated with a fire in this area was in the 1 E-7 range for all assumed fires. 
(Section 1R12)  
 
Inspection Report# : 2008003 (pdf)  

Significance:  May 21, 2008 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Inadequate Battery Connection Resistance Testing 
The team identified a finding of very low safety significance involving a non-cited violation of Technical 
Specification (TS) 3.8.4.5, in that Exelon did not verify certain battery connection resistances were within the TS 
limit. Specifically, Exelon did not verify the inter-tier connection resistances to be within the TS 3.8.4.5 limit of less 
than or equal to 40 micro-ohms every 12 months. The team determined that Exelon exempted the inter-tier 
connections from the testing requirement. In response, Exelon performed the required testing and identified a 
connection in the 2B battery that was greater than the TS limit. Exelon restored the degraded connection and initiated 
actions to revise the surveillance test procedures to incorporate all battery connections.  
 
This issue was more than minor because it was associated with the procedure quality 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 a loss of safety system function. Because the licensee 
had previously identified a similar inadequacy in the test procedure, the finding had a cross-cutting aspect in the area 
of Problem Identification and Resolution - Corrective Actions. (IMC 0305, aspect P.1(d)) (1R21.2.1.1)  
 
 
Inspection Report# : 2008007 (pdf)  

Significance:  May 16, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B..5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems 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 11, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Non-conservative Inputs Used in Design Calculations for Offsite Power Operability 
The team identified a finding of very low safety significance, in that Exelon failed to use appropriate inputs in design 
calculations as required by Exelon Procedure CC-AA-102 - Design Input and Configuration Change Impact 
Screening. The requirements of the procedure include ensuring performance requirements are the “maximum or 
minimum numerical values of specific design parameters,” specifically, the “Maximum time to automatically initiate a 
system action.” The team determined the response speed used by Exelon for the automatic load tap changer (LTC) 
controller and mechanism for the station’s startup transformers, in the calculation to determine offsite power 
availability, was non-conservative. This assumption resulted in the grid voltage limit, used to assess technical 
specification offsite power supply operability, to be non-conservative. In response, Exelon performed preliminary 
calculations with revised LTC times, which showed that the offsite grid remained operable at the specified voltage 
limits. Exelon entered the issue into the corrective action program to re-perform the calculation and raise the allowed 
offsite grid voltage level.  
 
This finding was more than minor because it is associated with 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 design deficiency that did not result in a loss of offsite power operability. Because the licensee had 
recently performed this calculation with the non-conservative inputs, the finding has a cross-cutting aspect in the area 
of Human Performance - Resources. (IMC 0305, aspect H.2.(c)) (1R21.2.1.4) 



 
 
Inspection Report# : 2008007 (pdf)  

Significance:  Mar 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Identify and Document Fire Brigade Deficiencies 
The inspectors identified a non-cited violation (NCV) of Technical Specification (TS) 5.4.1, which requires that 
written procedures be implemented covering the Fire Protection Program. The Fire Drill Performance procedure was 
inadequately implemented because numerous fire brigade deficiencies were not discussed at the post-drill critique or 
documented in the fire drill record. The licensee has entered this problem into their CAP for action.  
 
This finding is more than minor because it affects the impairment or degradation of a fire protection feature, 
specifically, on the ability of the fire brigade to effectively carry out the defense-in-depth attribute of manual fire 
fighting and is associated with the Mitigating Systems Cornerstone and its respective attribute of human performance. 
This finding is of very low safety significance because the observed crew was only one of five crews of the site fire 
brigade team, the other crews had no known problems, and the overall condition of the fire detection and suppression 
systems had been satisfactory. The finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution because Peach Bottom Atomic Power Station personnel did not properly identify and assess deficiencies 
with the fire brigade’s performance. (IMC 0305, aspect P.3 (a)) (Section 1R05.2).  
 
 
Inspection Report# : 2008002 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 



established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  May 16, 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)  

Significance:  May 16, 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 

Significance:  Apr 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Peach Bottom Dose Assessment Program to Meet the Requirements of 10 CFR 50.47(b)(9) 
A NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(9) and 10 CFR Part 50, Appendix E, Section IV.B, 
was identified for failure of the licensee’s dose assessment program to provide for the means for continually assessing 
the impact of the release of radioactive materials. The licensee’s procedures limited the use of the dose assessment 



procedure and program to only those conditions in which the fuel clad barrier was considered lost or potentially lost. 
The licensee entered the issue into their corrective action program and immediately corrected their procedures.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance 
attribute and affected the objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable 
of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with the Emergency Preparedness Significance Determination Process, this finding is of 
very low safety significance because licensee expectations and training have, despite the procedural limitations, 
resulted in licensee personnel performing dose assessments across the full range of reactor events, and the procedure 
deficiencies did not degrade the risk significant planning standard, nor did they adversely affect the outcome of 
protecting the health and safety of the public.  
 
 
Inspection Report# : 2008502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with 10 CFR 20 Appendix G 
The inspectors identified a NCV of 10 CFR 20, Appendix G, Section III.C. 5. Specifically, the licensee did not 
conduct a Quality Assurance Program sufficient to assure conformance with 10 CFR 61.55, in that, the program was 
not adequate to identify incorrect gamma spectroscopy analyses of a principal gamma emitting radionuclide used to 
scale hard-to detect radionuclides for purposes of waste classification in accordance with 10 CFR 61.55. The licensee 
entered the deficiency into its CAP (IR799894).  
 
The failure to conduct a sufficiently robust 10 CFR 61 Quality Assurance Program, to assure conformance with 10 
CFR 61.55, is a performance deficiency that was reasonably within the licensee’s ability to foresee and correct, and 
which should have been prevented. The finding is more than minor because it affected the associated cornerstone 
objective in that the licensee’s 10 CFR 61 Quality Assurance Program did not identify incorrectly analyzed waste 
samples used to classify radioactive waste for land disposal. This finding was determined to be of very low safety 
significance because no radiation limits were exceeded, there was no breach of packaging, there was no certificate of 
compliance finding, there was no low level burial ground non-conformance, and lastly, there was no failure to make 
notifications or provide emergency notification information. The cause of this finding was related to the cross-cutting 
area of PI&R, self and independent assessments component, in that, although actions were taken to coordinate and 
communicate results from assessments to affected personnel, corrective actions were not sufficiently comprehensive 
to identify incorrect vendor analyses [IMC 0305, aspect P.3(c)]. (Section 2PS2)  
 
Inspection Report# : 2008004 (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 : April 07, 2009 



Peach Bottom 2 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incorrect Performance of Procedure Step Resulted in Inoperability of a DC Bus for Longer than the TS 
Allowed Outage Time 
A self-revealing (Green) NCV of Technical Specification (TS) 5.4.1 was identified when operators inadequately 
implemented an abnormal operating (AO) procedure on two occasions. Specifically, an event where the Unit 2 
Division II direct current (DC) electrical power subsystem was inoperable for longer than the allowed outage time 
specified in Unit 3 TS 3.8.4, resulted from PBAPS personnel not recognizing the existence of conflicting procedure 
guidance and the improper removal of a configuration control tool.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone, and impacted the cornerstone objective of ensuring the reliability of the Unit 2, Division II, DC 
electrical power subsystem to respond to initiating events, in that, one of its associated battery chargers was being 
supplied from a non-qualified alternating current (AC) power source. The inspectors concluded that this finding 
affected the Mitigating Systems Cornerstone and answered "No" to all relevant questions. Specifically, the supply of a 
non qualified AC power source to the Unit 2, Division II DC electrical power system was a qualification issue 
confirmed not to result in a loss of functionality. Although the Unit 2, Division II DC electrical power system was 
inoperable for longer than its 12 hour TS allowed outage time, this qualification issue did not result in an actual loss 
of safety function. Therefore, this finding was considered to be of very low safety significance (Green).  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of human performance (work control 
component) because PBAPS personnel did not adequately coordinate work activities by incorporating actions to 
address: the impact of changes to the work scope or activity on the plant and human performance; nor the need to 
keep personnel apprised of the operational impact of work activities; and plant conditions that may affect work when 
conflicting procedures led to inadequate procedure adherence and the unplanned inoperability of the Unit 2 Division II 
DC electrical subsystem. [IMC 0305 aspect: H.3(b)]. (Section 4OA3.1)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Sep 29, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate EOC Review Results in Delay in Discovery of ESW Leaks 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criteria V, “Instructions, Procedures and Drawings,” was 
identified for a failure to follow procedure, WC-PB-2000, “Outage Control Center (OCC) Emergent Issue Response,” 
that resulted in an inadequate extend of condition (EOC) evaluation being performed for an emergency service water 
(ESW) leak that was discovered on the E-1 emergency diesel generator (EDG). Specifically, Operations personnel 
failed to look at similar ESW locations on the E-2, E-3, and E-4 EDGs. This resulted in a nine-day delay in 
discovering a similar leak on the E-4 EDG.  
 



This finding is greater than minor because it is similar to the example 4a., “Insignificant Procedural Errors,” in 
Manual Chapter 0612, Appendix E, in that, the later evaluation of the ESW leak discovered on the E-4 EDG resulted 
in safety-related equipment being adversely affected. Using the Phase 1 worksheet in Manual Chapter 0609, 
“Significance Determination Process,” the finding was of very low safety significance (Green) since it did not 
represent an actual loss of system safety function for the ESW system. This finding has a cross-cutting aspect in the 
area of Problem Identification and Resolution (PI&R), Corrective Action Program (CAP) because the licensee failed 
to thoroughly evaluate the EOC of the leak on the E-1 EDG and it resulted in a nine-day delay in discovering 
additional leaks associated with the E-3 and E-4 EDGs. [IMC 0305, aspect P.1(c)]. (Section 1R15)  
 
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Make a 10 CFR 50.72(b)(2)(xi) Notification 
Severity Level IV. The inspectors identified a NCV of 10 CFR 50.72(b)(2)(xi) because the NRC Operations Center 
was not notified of a reportable event. Specifically, PBAPS did not formally report, to the NRC Operations Center, a 
planned press release and the notification of other government agencies regarding a transformer fire and petroleum 
product spill event that occurred on July 23 and 24, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since the failure to make a required report 
could adversely impact the NRC’s ability to carry out its regulatory mission. This event was related to pubic health 
and safety because it involved a fire emergency that contributed to the loss of two of the plant’s three offsite power 
sources. This event was related to protection of the environment because it involved the spill of a more than minor 
quantity of oil that required reporting to the State of Pennsylvania. While reviewing this finding, the inspectors 
considered the fact that the NRC was informally notified. The inspectors considered the above and evaluated the 
severity of this violation using the criteria contained in Supplement I – “Reactor Operations” and Section VI.A.1 of 
the NRC’s Enforcement Policy and determined that this finding met the criteria for disposition as a NCV. (Section 
4OA3.1)  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Foreign Material Discovered in Fire Valve 
Green. A self-revealing NCV of PBAPS’s Unit 2 License Condition 2.C (4), “Fire Protection Program,” was 
identified when maintenance personnel discovered foreign material inside a supply valve to an automatic 13KV 
switchgear sprinkler system installed because there is a one-hour rated raceway encapsulated in the 13KV switchgear 
area. The Fire Protection Program requires automatic suppression when one-hour rated raceway encapsulation is used. 
PBAPS has removed the foreign material, replaced the affected valve, and entered this issue into their CAP for 
appropriate action. The inspectors determined that there was no cross-cutting aspect to this finding.  
 
The finding is more than minor because it is associated with the Mitigating Systems Cornerstone attribute of 
protection against external factors (i.e., fire), and it affects the objective of ensuring reliability and capability of 
systems that respond to initiating events. The finding was of very low significance because PBAPS demonstrated that 
the core damage frequency (CDF) associated with a fire in this area was in the 1 E-7 range for all assumed fires. 
(Section 1R12)  
 
Inspection Report# : 2008003 (pdf)  

Significance:  May 21, 2008 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Inadequate Battery Connection Resistance Testing 
The team identified a finding of very low safety significance involving a non-cited violation of Technical 
Specification (TS) 3.8.4.5, in that Exelon did not verify certain battery connection resistances were within the TS 
limit. Specifically, Exelon did not verify the inter-tier connection resistances to be within the TS 3.8.4.5 limit of less 
than or equal to 40 micro-ohms every 12 months. The team determined that Exelon exempted the inter-tier 
connections from the testing requirement. In response, Exelon performed the required testing and identified a 
connection in the 2B battery that was greater than the TS limit. Exelon restored the degraded connection and initiated 
actions to revise the surveillance test procedures to incorporate all battery connections.  
 
This issue was more than minor because it was associated with the procedure quality 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 a loss of safety system function. Because the licensee 
had previously identified a similar inadequacy in the test procedure, the finding had a cross-cutting aspect in the area 
of Problem Identification and Resolution - Corrective Actions. (IMC 0305, aspect P.1(d)) (1R21.2.1.1)  
 
 
Inspection Report# : 2008007 (pdf)  

Significance:  May 16, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
B..5.b Phase 2 and 3 Mitigating Strategy 
This finding, affecting the Mitigating Systems 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 11, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Non-conservative Inputs Used in Design Calculations for Offsite Power Operability 
The team identified a finding of very low safety significance, in that Exelon failed to use appropriate inputs in design 
calculations as required by Exelon Procedure CC-AA-102 - Design Input and Configuration Change Impact 
Screening. The requirements of the procedure include ensuring performance requirements are the “maximum or 
minimum numerical values of specific design parameters,” specifically, the “Maximum time to automatically initiate a 
system action.” The team determined the response speed used by Exelon for the automatic load tap changer (LTC) 
controller and mechanism for the station’s startup transformers, in the calculation to determine offsite power 
availability, was non-conservative. This assumption resulted in the grid voltage limit, used to assess technical 
specification offsite power supply operability, to be non-conservative. In response, Exelon performed preliminary 
calculations with revised LTC times, which showed that the offsite grid remained operable at the specified voltage 
limits. Exelon entered the issue into the corrective action program to re-perform the calculation and raise the allowed 
offsite grid voltage level.  
 
This finding was more than minor because it is associated with 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 design deficiency that did not result in a loss of offsite power operability. Because the licensee had 
recently performed this calculation with the non-conservative inputs, the finding has a cross-cutting aspect in the area 
of Human Performance - Resources. (IMC 0305, aspect H.2.(c)) (1R21.2.1.4) 



 
 
Inspection Report# : 2008007 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 
Significance: SL-IV Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Departure from a Method of Evaluation Without Prior NRC Approval 
Severity Level IV. An inspector identified Severity Level IV NCV of 10 CFR 50.59 was identified when PBAPS 



made a safety analyses change that departed from a method of evaluation described in the UFSAR without obtaining 
prior NRC approval and a license amendment. Specifically, PBAPS used a spent fuel pool criticality analysis 
methodology that was not previously approved by the NRC, and did not adopt an NRC approved methodology en toto 
and apply it consistent with applicable terms, conditions, and limitations. Corrective actions for this problem included 
entering the issue into the CAP and making plans to develop a technical evaluation that would demonstrate, using 
methodologies approved for PBAPS, that adequate margin to criticality exists for the nonconforming condition 
presented by the degraded Boraflex in the SFP storage racks. Additionally, PBAPS has submitted a LAR, to use 
alternative SFP criticality analyses, to the NRC on June 25, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since it potentially adversely impacts or 
impedes the NRC’s ability to carry out its regulatory mission, in that, PBAPS did not request and receive prior NRC 
approval for changes in licensed activities. The finding is more than minor and a Severity Level IV violation because 
it is similar to example D.5 of Supplement I, “Reactor Operations,” to the NRC’s Enforcement Policy. Specifically, 
the finding involved a violation of 10 CFR 50.59 that resulted in conditions evaluated as having very low safety 
significance (i.e., Green) by the SDP. Using the Phase 1 SDP, the inspectors determined that the condition resulting 
from the violation of 10 CFR 50.59 screened to Green because it could affect the functionality of the fuel barrier 
(cladding). (Section 1R18.1)  
 
Inspection Report# : 2009002 (pdf)  

Significance:  May 16, 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)  

Significance:  May 16, 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 

Significance:  Apr 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Peach Bottom Dose Assessment Program to Meet the Requirements of 10 CFR 50.47(b)(9) 
A NRC-identified non-cited violation (NCV) of 10 CFR 50.47(b)(9) and 10 CFR Part 50, Appendix E, Section IV.B, 



was identified for failure of the licensee’s dose assessment program to provide for the means for continually assessing 
the impact of the release of radioactive materials. The licensee’s procedures limited the use of the dose assessment 
procedure and program to only those conditions in which the fuel clad barrier was considered lost or potentially lost. 
The licensee entered the issue into their corrective action program and immediately corrected their procedures.  
 
This finding is greater than minor because it is associated with the Emergency Response Organization Performance 
attribute and affected the objective of the Emergency Preparedness Cornerstone to ensure that the licensee is capable 
of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. In accordance with the Emergency Preparedness Significance Determination Process, this finding is of 
very low safety significance because licensee expectations and training have, despite the procedural limitations, 
resulted in licensee personnel performing dose assessments across the full range of reactor events, and the procedure 
deficiencies did not degrade the risk significant planning standard, nor did they adversely affect the outcome of 
protecting the health and safety of the public.  
 
 
Inspection Report# : 2008502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with 10 CFR 20 Appendix G 
The inspectors identified a NCV of 10 CFR 20, Appendix G, Section III.C. 5. Specifically, the licensee did not 
conduct a Quality Assurance Program sufficient to assure conformance with 10 CFR 61.55, in that, the program was 
not adequate to identify incorrect gamma spectroscopy analyses of a principal gamma emitting radionuclide used to 
scale hard-to detect radionuclides for purposes of waste classification in accordance with 10 CFR 61.55. The licensee 
entered the deficiency into its CAP (IR799894).  
 
The failure to conduct a sufficiently robust 10 CFR 61 Quality Assurance Program, to assure conformance with 10 
CFR 61.55, is a performance deficiency that was reasonably within the licensee’s ability to foresee and correct, and 
which should have been prevented. The finding is more than minor because it affected the associated cornerstone 
objective in that the licensee’s 10 CFR 61 Quality Assurance Program did not identify incorrectly analyzed waste 
samples used to classify radioactive waste for land disposal. This finding was determined to be of very low safety 
significance because no radiation limits were exceeded, there was no breach of packaging, there was no certificate of 
compliance finding, there was no low level burial ground non-conformance, and lastly, there was no failure to make 
notifications or provide emergency notification information. The cause of this finding was related to the cross-cutting 
area of PI&R, self and independent assessments component, in that, although actions were taken to coordinate and 
communicate results from assessments to affected personnel, corrective actions were not sufficiently comprehensive 
to identify incorrect vendor analyses [IMC 0305, aspect P.3(c)]. (Section 2PS2)  
 
Inspection Report# : 2008004 (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 : May 28, 2009 



Peach Bottom 2 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV Program Procedures Were Inadequate with Regard to periodicity of preventive Maintenance Activities 
for Stem Lubrication. 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified. Specifically, Exelon’s Motor Operated Valve (MOV) Program procedures lacked specific instructions to 
prescribe an acceptable frequency for performing valve stem lubrication, which resulted in test failures of safety-
related MOVs and affected the reliability of the MOVs’ safety functions.  
 
On Unit 2, 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 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). In accordance with IMC 0609, Attachment 4, the inspectors determined that the 
finding was of very low safety significance (Green) because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, and was not associated with any external events. On Unit 3, the inspectors 
determined that the finding was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that 
physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609, Attachment 4, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment. For both units, this finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution (PI&R), Corrective Action Program, because PBAPS did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, PBAPS failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. (Section 4OA2)  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incorrect Performance of Procedure Step Resulted in Inoperability of a DC Bus for Longer than the TS 
Allowed Outage Time 
A self-revealing (Green) NCV of Technical Specification (TS) 5.4.1 was identified when operators inadequately 
implemented an abnormal operating (AO) procedure on two occasions. Specifically, an event where the Unit 2 
Division II direct current (DC) electrical power subsystem was inoperable for longer than the allowed outage time 
specified in Unit 3 TS 3.8.4, resulted from PBAPS personnel not recognizing the existence of conflicting procedure 
guidance and the improper removal of a configuration control tool.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 



Systems Cornerstone, and impacted the cornerstone objective of ensuring the reliability of the Unit 2, Division II, DC 
electrical power subsystem to respond to initiating events, in that, one of its associated battery chargers was being 
supplied from a non-qualified alternating current (AC) power source. The inspectors concluded that this finding 
affected the Mitigating Systems Cornerstone and answered "No" to all relevant questions. Specifically, the supply of a 
non qualified AC power source to the Unit 2, Division II DC electrical power system was a qualification issue 
confirmed not to result in a loss of functionality. Although the Unit 2, Division II DC electrical power system was 
inoperable for longer than its 12 hour TS allowed outage time, this qualification issue did not result in an actual loss 
of safety function. Therefore, this finding was considered to be of very low safety significance (Green).  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of human performance (work control 
component) because PBAPS personnel did not adequately coordinate work activities by incorporating actions to 
address: the impact of changes to the work scope or activity on the plant and human performance; nor the need to 
keep personnel apprised of the operational impact of work activities; and plant conditions that may affect work when 
conflicting procedures led to inadequate procedure adherence and the unplanned inoperability of the Unit 2 Division II 
DC electrical subsystem. [IMC 0305 aspect: H.3(b)]. (Section 4OA3.1)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Sep 29, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate EOC Review Results in Delay in Discovery of ESW Leaks 
A self-revealing NCV of 10 CFR Part 50, Appendix B, Criteria V, “Instructions, Procedures and Drawings,” was 
identified for a failure to follow procedure, WC-PB-2000, “Outage Control Center (OCC) Emergent Issue Response,” 
that resulted in an inadequate extend of condition (EOC) evaluation being performed for an emergency service water 
(ESW) leak that was discovered on the E-1 emergency diesel generator (EDG). Specifically, Operations personnel 
failed to look at similar ESW locations on the E-2, E-3, and E-4 EDGs. This resulted in a nine-day delay in 
discovering a similar leak on the E-4 EDG.  
 
This finding is greater than minor because it is similar to the example 4a., “Insignificant Procedural Errors,” in 
Manual Chapter 0612, Appendix E, in that, the later evaluation of the ESW leak discovered on the E-4 EDG resulted 
in safety-related equipment being adversely affected. Using the Phase 1 worksheet in Manual Chapter 0609, 
“Significance Determination Process,” the finding was of very low safety significance (Green) since it did not 
represent an actual loss of system safety function for the ESW system. This finding has a cross-cutting aspect in the 
area of Problem Identification and Resolution (PI&R), Corrective Action Program (CAP) because the licensee failed 
to thoroughly evaluate the EOC of the leak on the E-1 EDG and it resulted in a nine-day delay in discovering 
additional leaks associated with the E-3 and E-4 EDGs. [IMC 0305, aspect P.1(c)]. (Section 1R15)  
 
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Make a 10 CFR 50.72(b)(2)(xi) Notification 
Severity Level IV. The inspectors identified a NCV of 10 CFR 50.72(b)(2)(xi) because the NRC Operations Center 
was not notified of a reportable event. Specifically, PBAPS did not formally report, to the NRC Operations Center, a 
planned press release and the notification of other government agencies regarding a transformer fire and petroleum 
product spill event that occurred on July 23 and 24, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since the failure to make a required report 
could adversely impact the NRC’s ability to carry out its regulatory mission. This event was related to pubic health 
and safety because it involved a fire emergency that contributed to the loss of two of the plant’s three offsite power 
sources. This event was related to protection of the environment because it involved the spill of a more than minor 
quantity of oil that required reporting to the State of Pennsylvania. While reviewing this finding, the inspectors 



considered the fact that the NRC was informally notified. The inspectors considered the above and evaluated the 
severity of this violation using the criteria contained in Supplement I – “Reactor Operations” and Section VI.A.1 of 
the NRC’s Enforcement Policy and determined that this finding met the criteria for disposition as a NCV. (Section 
4OA3.1)  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 
Significance: SL-IV Mar 31, 2009 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Departure from a Method of Evaluation Without Prior NRC Approval 
Severity Level IV. An inspector identified Severity Level IV NCV of 10 CFR 50.59 was identified when PBAPS 
made a safety analyses change that departed from a method of evaluation described in the UFSAR without obtaining 
prior NRC approval and a license amendment. Specifically, PBAPS used a spent fuel pool criticality analysis 
methodology that was not previously approved by the NRC, and did not adopt an NRC approved methodology en toto 
and apply it consistent with applicable terms, conditions, and limitations. Corrective actions for this problem included 
entering the issue into the CAP and making plans to develop a technical evaluation that would demonstrate, using 
methodologies approved for PBAPS, that adequate margin to criticality exists for the nonconforming condition 
presented by the degraded Boraflex in the SFP storage racks. Additionally, PBAPS has submitted a LAR, to use 
alternative SFP criticality analyses, to the NRC on June 25, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since it potentially adversely impacts or 
impedes the NRC’s ability to carry out its regulatory mission, in that, PBAPS did not request and receive prior NRC 
approval for changes in licensed activities. The finding is more than minor and a Severity Level IV violation because 
it is similar to example D.5 of Supplement I, “Reactor Operations,” to the NRC’s Enforcement Policy. Specifically, 
the finding involved a violation of 10 CFR 50.59 that resulted in conditions evaluated as having very low safety 
significance (i.e., Green) by the SDP. Using the Phase 1 SDP, the inspectors determined that the condition resulting 
from the violation of 10 CFR 50.59 screened to Green because it could affect the functionality of the fuel barrier 
(cladding). (Section 1R18.1)  
 
Inspection Report# : 2009002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Sep 29, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Comply with 10 CFR 20 Appendix G 
The inspectors identified a NCV of 10 CFR 20, Appendix G, Section III.C. 5. Specifically, the licensee did not 
conduct a Quality Assurance Program sufficient to assure conformance with 10 CFR 61.55, in that, the program was 
not adequate to identify incorrect gamma spectroscopy analyses of a principal gamma emitting radionuclide used to 
scale hard-to detect radionuclides for purposes of waste classification in accordance with 10 CFR 61.55. The licensee 
entered the deficiency into its CAP (IR799894).  
 
The failure to conduct a sufficiently robust 10 CFR 61 Quality Assurance Program, to assure conformance with 10 
CFR 61.55, is a performance deficiency that was reasonably within the licensee’s ability to foresee and correct, and 
which should have been prevented. The finding is more than minor because it affected the associated cornerstone 
objective in that the licensee’s 10 CFR 61 Quality Assurance Program did not identify incorrectly analyzed waste 
samples used to classify radioactive waste for land disposal. This finding was determined to be of very low safety 
significance because no radiation limits were exceeded, there was no breach of packaging, there was no certificate of 
compliance finding, there was no low level burial ground non-conformance, and lastly, there was no failure to make 
notifications or provide emergency notification information. The cause of this finding was related to the cross-cutting 
area of PI&R, self and independent assessments component, in that, although actions were taken to coordinate and 



communicate results from assessments to affected personnel, corrective actions were not sufficiently comprehensive 
to identify incorrect vendor analyses [IMC 0305, aspect P.3(c)]. (Section 2PS2)  
 
Inspection Report# : 2008004 (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 31, 2009 



Peach Bottom 2 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Aug 07, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate CAs for Grease Applied to DC Contactors 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
for failure to identify and correct a condition adverse to quality. Specifically, in March 2009, Exelon did not take 
adequate corrective action to address a procedure deficiency and to ensure that grease inappropriately applied to 
Cutler Hammer direct current (DC) contactor pivot pins, in an unknown number of DC breakers in the high pressure 
coolant injection (HPCI) and reactor core isolation cooling (RCIC) systems at Unit 2 and 3, would be identified and 
removed in a timely manner. Because the grease could harden over time and cause inadequate DC breaker 
performance, the inspectors determined that this condition, if left uncorrected, could prevent certain Units 2 and 3 
HPCI and RCIC system valves from performing their safety-related function. Exelon entered this issue into their 
corrective action program as issue report (IR) 950438 and IR 950439  
.  
The finding affected the Mitigating Systems cornerstone and was determined to be more than minor because the 
condition, if left uncorrected, could have become a more significant safety concern. By not requiring, by procedure, 
the removal of all grease from the affected Cutler Hammer DC contactor pivot pins, Exelon did not ensure that all of 
the potentially affected DC motor-operated valves in the Unit 2 and Unit 3 HPCI and RCIC systems would be 
available to perform their design functions if called upon. The inspectors evaluated this finding using Phase I of 
Manual Chapter 0609 and determined the finding to be of very low safety significance (Green) because it was not a 
design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent a loss 
of system or train safety function, and was not potentially risk significant due to external events. This finding has a 
cross-cutting aspect in the area of problem identification and resolution, corrective action program, because Exelon 
failed to take appropriate corrective actions to address a safety issue in a timely manner, commensurate with the 
safety-significance and complexity [P.1(d)]. Specifically, Exelon did not take appropriate corrective actions to ensure 
that grease inappropriately applied to Cutler Hammer DC contactor pivot pins would be, by procedure, identified and 
removed in a timely manner. (Section 4OA2.1.c)  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV Program Procedures Were Inadequate with Regard to periodicity of preventive Maintenance Activities 
for Stem Lubrication. 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified. Specifically, Exelon’s Motor Operated Valve (MOV) Program procedures lacked specific instructions to 
prescribe an acceptable frequency for performing valve stem lubrication, which resulted in test failures of safety-
related MOVs and affected the reliability of the MOVs’ safety functions.  
 
On Unit 2, 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 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). In accordance with IMC 0609, Attachment 4, the inspectors determined that the 
finding was of very low safety significance (Green) because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, and was not associated with any external events. On Unit 3, the inspectors 
determined that the finding was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that 
physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609, Attachment 4, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment. For both units, this finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution (PI&R), Corrective Action Program, because PBAPS did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, PBAPS failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. (Section 4OA2)  
 
This item was discussed in Inspection Report 2009-004 (Section 4OA5.2). 
Inspection Report# : 2009003 (pdf)  

Significance:  Dec 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Incorrect Performance of Procedure Step Resulted in Inoperability of a DC Bus for Longer than the TS 
Allowed Outage Time 
A self-revealing (Green) NCV of Technical Specification (TS) 5.4.1 was identified when operators inadequately 
implemented an abnormal operating (AO) procedure on two occasions. Specifically, an event where the Unit 2 
Division II direct current (DC) electrical power subsystem was inoperable for longer than the allowed outage time 
specified in Unit 3 TS 3.8.4, resulted from PBAPS personnel not recognizing the existence of conflicting procedure 
guidance and the improper removal of a configuration control tool.  
 
This finding is more than minor because it was associated with the human performance attribute of the Mitigating 
Systems Cornerstone, and impacted the cornerstone objective of ensuring the reliability of the Unit 2, Division II, DC 
electrical power subsystem to respond to initiating events, in that, one of its associated battery chargers was being 
supplied from a non-qualified alternating current (AC) power source. The inspectors concluded that this finding 
affected the Mitigating Systems Cornerstone and answered "No" to all relevant questions. Specifically, the supply of a 
non qualified AC power source to the Unit 2, Division II DC electrical power system was a qualification issue 
confirmed not to result in a loss of functionality. Although the Unit 2, Division II DC electrical power system was 
inoperable for longer than its 12 hour TS allowed outage time, this qualification issue did not result in an actual loss 
of safety function. Therefore, this finding was considered to be of very low safety significance (Green).  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of human performance (work control 
component) because PBAPS personnel did not adequately coordinate work activities by incorporating actions to 
address: the impact of changes to the work scope or activity on the plant and human performance; nor the need to 
keep personnel apprised of the operational impact of work activities; and plant conditions that may affect work when 
conflicting procedures led to inadequate procedure adherence and the unplanned inoperability of the Unit 2 Division II 
DC electrical subsystem. [IMC 0305 aspect: H.3(b)]. (Section 4OA3.1)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 



spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PBAPS Failed to Maintain the Capability to Ensure at Least 500 gpm SFP External Make-up flow Was 
Achievable Within Two Hours. 
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# : 2009010 (pdf)  

Significance:  Sep 30, 2009 



Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence Results in the Loss of Safety Function of Systems Supplied by the SGIG 
System 
A self-revealing Green NCV was identified for failure to comply with Technical Specification (TS) 5.4.1, 
"Procedures," which required that procedures be established, implemented, and maintained for the safety grade 
instrument gas (SGIG) system. Specifically, the SGIG Pressure Building Circuit Outlet Block Valve (HV 0 7C 10) 
was manipulated without procedure guidance, was out of its normal position, and resulted in the inoperability of 
certain valves associated with the primary containment and containment atmosphere dilution (CAD) systems for both 
units. 
Inspection Report# : 2009004 (pdf)  

Significance: SL-IV Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Departure from a Method of Evaluation Without Prior NRC Approval 
Severity Level IV. An inspector identified Severity Level IV NCV of 10 CFR 50.59 was identified when PBAPS 
made a safety analyses change that departed from a method of evaluation described in the UFSAR without obtaining 
prior NRC approval and a license amendment. Specifically, PBAPS used a spent fuel pool criticality analysis 
methodology that was not previously approved by the NRC, and did not adopt an NRC approved methodology en toto 
and apply it consistent with applicable terms, conditions, and limitations. Corrective actions for this problem included 
entering the issue into the CAP and making plans to develop a technical evaluation that would demonstrate, using 
methodologies approved for PBAPS, that adequate margin to criticality exists for the nonconforming condition 
presented by the degraded Boraflex in the SFP storage racks. Additionally, PBAPS has submitted a LAR, to use 
alternative SFP criticality analyses, to the NRC on June 25, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since it potentially adversely impacts or 
impedes the NRC’s ability to carry out its regulatory mission, in that, PBAPS did not request and receive prior NRC 
approval for changes in licensed activities. The finding is more than minor and a Severity Level IV violation because 
it is similar to example D.5 of Supplement I, “Reactor Operations,” to the NRC’s Enforcement Policy. Specifically, 
the finding involved a violation of 10 CFR 50.59 that resulted in conditions evaluated as having very low safety 
significance (i.e., Green) by the SDP. Using the Phase 1 SDP, the inspectors determined that the condition resulting 
from the violation of 10 CFR 50.59 screened to Green because it could affect the functionality of the fuel barrier 
(cladding). (Section 1R18.1)  
 
Inspection Report# : 2009002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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



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

Miscellaneous 
Significance: SL-IV Jul 16, 2007 
Identified By: NRC 
Item Type: VIO Violation 
Operator willfully reading unauthorize material in the Main Control Room 
A Primary Reactor operator (PRO) was identified by your staff to be reading the novel on a computer while on watch 
in the Peach Bottom MCR on July 16, 2007. Your procedure, referenced in the Notice, states that non-job-related 
reading materials, including novels, are not permitted in the Operations  
Department areas and that the use of the computers must be limited to company-related work.  
The NRC became aware of this issue during a Safety Conscious Work Environment (SCWE)  
inspection conducted in March 2008, as part of the follow-up to the finding of inattentive security  
officers (Inspection Report 2008-405, ML081490058).  
Since this finding involved deliberate misconduct by a licensee employee, it was characterized  
using the NRC Traditional Enforcement Process. Comparing this issue to the examples in  
Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” this violation is  
similar to example 2(f) in that a licensee procedural requirement was not met. In this example,  
the issue is minor because it represents a failure to implement a procedural requirement that  
had no safety impact under the given situation. Given that the PRO was able to respond to plant  
conditions while reading the novel, for approximately ten minutes, and was not the primary plant  
reactor operator (a watchstation relied upon to detect safety significant abnormal plant  
conditions), there was minimal safety impact due to the PRO’s actions. Although this violation  
would normally be minor, since the PRO’s actions were determined to be deliberate by the NRC,  
the Severity Level (SL) of the violation has been increased to SL IV, in accordance with Section  
2.10.f, of the NRC Enforcement Manual. Further, because the violation involves deliberate  
actions and the PRO is considered to be a licensee official as defined in the NRC Enforcement  
Policy, this violation is being cited. 
Inspection Report# : 2009009 (pdf)  

Last modified : December 10, 2009 



Peach Bottom 2 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedures and Implement the Exelon Nuclear Cable Condition Monitoring Program For 
Non Safety Related Control And Power Cables Within The Scope Of The Maintenance Rule. 
The inspectors identified a finding for the failure to follow the Exelon fleet procedure for cable monitoring (ER-AA-
3003) of non-safety-related cables within the scope of the 10 CFR 50.65 (the Maintenance Rule). Specifically, PBAPS 
had reported to the NRC that they were implementing this procedure for cables within the scope of GL 2007-01; 
however, actions were not specified to identify or remediate the cause of repetitive flooding and restore the function of
the degraded electrical manhole/vault drain systems. PBAPS initiated IR 1016075 to enter the issues associated with 
this finding into the CAP.  
 
This finding was more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 – 
“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function or contribute to external event core damage sequences. This 
finding had a cross-cutting aspect in the area of PI&R, Operating Experience, because Exelon did not adequately 
implement and institutionalize industry operating experience through changes to station processes and procedures [P.2
(b)]. Specifically, work order instructions were inadequately scoped in that they were limited to manholes with safety-
related cables and did not include all manholes with Maintenance Rule power cables contrary to the scope identified 
in ER-AA-3003 or GL 2007 01.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Continuously Submerged Cables Design Deficiency 
The inspectors identified an NCV of 10 CFR, Part 50, Appendix B, Criterion III, “Design Control,” because PBAPS 
has not maintained safety-related power cables (including low voltage cables) in an environment for which they were 
designed and tested. Specifically, PBAPS did not adequately select and review for suitability of application of 
materials a 480 volt ac power cable feeding a safety-related motor control center (E424 O A) that has been in a 
submerged environment in manhole 35 for an extended period of time and at least since 2002. Additionally, PBAPS 
personnel did not take actions to properly evaluate and mitigate the effects of long term submergence of these safety-
related electrical power cables.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 – 
“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function nor contribute to external event core damage sequences. This 



finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, 
because Exelon did not thoroughly evaluate problems such that the resolutions addressed causes including evaluating 
for operability conditions adverse to quality. Specifically, station personnel did not adequately evaluate the impacts on 
operability and service life of operating the cables submerged in water for an extended period of time [P.1(c)].  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Aug 07, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate CAs for Grease Applied to DC Contactors 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
for failure to identify and correct a condition adverse to quality. Specifically, in March 2009, Exelon did not take 
adequate corrective action to address a procedure deficiency and to ensure that grease inappropriately applied to 
Cutler Hammer direct current (DC) contactor pivot pins, in an unknown number of DC breakers in the high pressure 
coolant injection (HPCI) and reactor core isolation cooling (RCIC) systems at Unit 2 and 3, would be identified and 
removed in a timely manner. Because the grease could harden over time and cause inadequate DC breaker 
performance, the inspectors determined that this condition, if left uncorrected, could prevent certain Units 2 and 3 
HPCI and RCIC system valves from performing their safety-related function. Exelon entered this issue into their 
corrective action program as issue report (IR) 950438 and IR 950439  
.  
The finding affected the Mitigating Systems cornerstone and was determined to be more than minor because the 
condition, if left uncorrected, could have become a more significant safety concern. By not requiring, by procedure, 
the removal of all grease from the affected Cutler Hammer DC contactor pivot pins, Exelon did not ensure that all of 
the potentially affected DC motor-operated valves in the Unit 2 and Unit 3 HPCI and RCIC systems would be 
available to perform their design functions if called upon. The inspectors evaluated this finding using Phase I of 
Manual Chapter 0609 and determined the finding to be of very low safety significance (Green) because it was not a 
design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent a loss 
of system or train safety function, and was not potentially risk significant due to external events. This finding has a 
cross-cutting aspect in the area of problem identification and resolution, corrective action program, because Exelon 
failed to take appropriate corrective actions to address a safety issue in a timely manner, commensurate with the 
safety-significance and complexity [P.1(d)]. Specifically, Exelon did not take appropriate corrective actions to ensure 
that grease inappropriately applied to Cutler Hammer DC contactor pivot pins would be, by procedure, identified and 
removed in a timely manner. (Section 4OA2.1.c)  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV Program Procedures Were Inadequate with Regard to periodicity of preventive Maintenance Activities 
for Stem Lubrication. 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified. Specifically, Exelon’s Motor Operated Valve (MOV) Program procedures lacked specific instructions to 
prescribe an acceptable frequency for performing valve stem lubrication, which resulted in test failures of safety-
related MOVs and affected the reliability of the MOVs’ safety functions.  
 
On Unit 2, 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 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). In accordance with IMC 0609, Attachment 4, the inspectors determined that the 
finding was of very low safety significance (Green) because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, and was not associated with any external events. On Unit 3, the inspectors 
determined that the finding was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that 



physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609, Attachment 4, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment. For both units, this finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution (PI&R), Corrective Action Program, because PBAPS did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, PBAPS failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. (Section 4OA2)  
 
This item was discussed in Inspection Report 2009-004 (Section 4OA5.2). 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  



Barrier Integrity 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Verification Practices while Handling Fuel and Fuel Components 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified when PBAPS inadequately implemented human performance tools and verification practices for fuel 
handling and fuel component handling activities, resulting in a dropped fuel channel in the spent fuel pool (SFP) and a 
mispositioned fuel bundle in the reactor core during the P3R17 refueling outage (RFO). The inspectors verified that 
corrective actions were promptly performed, including an operability evaluation and video inspection of the SFP 
racks, and reactor engineering evaluation for the mis-positioned fuel bundle. Additionally, the issues were entered into 
the PBAPS CAP.  
 
This finding was more than minor because it was associated with the human performance attribute of the Barrier 
Integrity cornerstone, and adversely affected the cornerstone objective of providing reasonable assurance that physical 
design barriers protect the public from radionuclide release cause by accidents or transients. This finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria,” because evaluations performed by PBAPS, and verified by the inspectors, determined that there 
was no actual degradation to the physical barrier integrity. This finding had a cross-cutting aspect in the area of 
Human Performance, Work Practices, because PBAPS management and personnel did not effectively communicate 
human error prevention techniques commensurate with the risk of the assigned tasks, such that the work activities 
were performed safely [H.4(a)]. Specifically, PBAPS management and personnel did not adequately reinforce the 
importance of using human performance tools and verification practices, including self-check (STAR), concurrent 
verification, and independent verification, prior to performance of activities involving fuel component handling.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PBAPS Failed to Maintain the Capability to Ensure at Least 500 gpm SFP External Make-up flow Was 
Achievable Within Two Hours. 
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# : 2009010 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence Results in the Loss of Safety Function of Systems Supplied by the SGIG 
System 
A self-revealing Green NCV was identified for failure to comply with Technical Specification (TS) 5.4.1, 
"Procedures," which required that procedures be established, implemented, and maintained for the safety grade 
instrument gas (SGIG) system. Specifically, the SGIG Pressure Building Circuit Outlet Block Valve (HV 0 7C 10) 
was manipulated without procedure guidance, was out of its normal position, and resulted in the inoperability of 
certain valves associated with the primary containment and containment atmosphere dilution (CAD) systems for both 
units.  



 
Based on the above, the inspectors determined that manipulating the SGIG Pressure Building Circuit Outlet Block 
Valve (HV 0 7C 10) without procedure guidance was a performance deficiency that was reasonably within PBAPS’s 
ability to foresee and prevent. The inspectors concluded that the manipulating HV 0 7C 10 without a procedure was a 
more than minor finding because it was associated SSC and barrier performance attribute of the Barrier Integrity 
cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that the containment 
would protect the public from radionuclide releases caused by accidents or events. Specifically, certain valves 
associated with the primary containment and containment atmosphere dilution (CAD) systems could not be operated 
as designed due to this valve being out of its normal position. Traditional enforcement does not apply since there were 
no actual safety consequences or potential for impacting the NRC=s regulatory function, and the finding was not the 
result of any willful violation of NRC requirements. Accordingly, the inspectors assessed the finding in accordance 
with IMC 0609, SDP, Attachment 0609.04, Phase 1 – “Initial Screening and Characterization of Findings,” Table 4a, 
for the Containment Barrier cornerstone. The finding was determined to be of very low safety significance (Green) 
since the finding did not represent an actual open pathway in the physical integrity of the reactor containment 
(isolation valves).  
 
The inspectors determined that this finding had a cross cutting aspect in the area of Human Performance, Work 
Practices component, because human error prevention techniques, such as peer and self checking, were inadequately 
used to prevent mispositioning the SGIG Pressure Building Circuit Outlet Block Valve (HV 0 7C 10). (Section 
4OA3.3) (IMC 0305 Aspect H.4(a)) 
Inspection Report# : 2009004 (pdf)  

Significance: SL-IV Mar 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Departure from a Method of Evaluation Without Prior NRC Approval 
Severity Level IV. An inspector identified Severity Level IV NCV of 10 CFR 50.59 was identified when PBAPS 
made a safety analyses change that departed from a method of evaluation described in the UFSAR without obtaining 
prior NRC approval and a license amendment. Specifically, PBAPS used a spent fuel pool criticality analysis 
methodology that was not previously approved by the NRC, and did not adopt an NRC approved methodology en toto 
and apply it consistent with applicable terms, conditions, and limitations. Corrective actions for this problem included 
entering the issue into the CAP and making plans to develop a technical evaluation that would demonstrate, using 
methodologies approved for PBAPS, that adequate margin to criticality exists for the nonconforming condition 
presented by the degraded Boraflex in the SFP storage racks. Additionally, PBAPS has submitted a LAR, to use 
alternative SFP criticality analyses, to the NRC on June 25, 2008.  
 
This deficiency was evaluated using the traditional enforcement process since it potentially adversely impacts or 
impedes the NRC’s ability to carry out its regulatory mission, in that, PBAPS did not request and receive prior NRC 
approval for changes in licensed activities. The finding is more than minor and a Severity Level IV violation because 
it is similar to example D.5 of Supplement I, “Reactor Operations,” to the NRC’s Enforcement Policy. Specifically, 
the finding involved a violation of 10 CFR 50.59 that resulted in conditions evaluated as having very low safety 
significance (i.e., Green) by the SDP. Using the Phase 1 SDP, the inspectors determined that the condition resulting 
from the violation of 10 CFR 50.59 screened to Green because it could affect the functionality of the fuel barrier 
(cladding). The finding was reviewed for a cross-cutting aspect. It was determined the performance characteristic that 
was the most significant contributor to the performance deficiency did not align with the cross-cutting aspects 
described in the human performance or PI&R component areas. Therefore, no cross-cutting aspect was assigned.  
 
Inspection Report# : 2009002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Aug 07, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The inspectors concluded that Exelon was generally effective in identifying, evaluating and resolving problems. 
Specifically, Exelon personnel identified problems, entered them into the corrective action program at a low threshold, 
and prioritized issues commensurate with the safety significance. For most cases, Exelon appropriately screened 
issues for operability and reportability and performed causal analyses that appropriately considered extent of 
condition, generic issues, and previous occurrences. Corrective actions taken to address the problems identified in 
Exelon’s corrective action process were typically implemented in a timely manner. However, for one issue reviewed 
by the inspectors, inadequate implementation of corrective actions resulted in one NRC-identified finding.  
 
The inspectors also concluded that, in general, Exelon adequately identified, reviewed, and applied relevant industry 
operating experience to Peach Bottom Atomic Power Station (PBAPS) operations. In addition, based on those items 
selected for review by the inspectors, Exelon’s audits and self-assessments were thorough and probing.  
 
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 concerns that site personnel were not willing to raise safety issues nor did they identify conditions that 
could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2009008 (pdf)  

Significance: SL-IV Jul 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Operator willfully reading unauthorize material in the Main Control Room 
A Primary Reactor operator (PRO) was identified by your staff to be reading the novel on a computer while on watch 
in the Peach Bottom MCR on July 16, 2007. Your procedure, referenced in the Notice, states that non-job-related 
reading materials, including novels, are not permitted in the Operations  
Department areas and that the use of the computers must be limited to company-related work.  
The NRC became aware of this issue during a Safety Conscious Work Environment (SCWE)  
inspection conducted in March 2008, as part of the follow-up to the finding of inattentive security  
officers (Inspection Report 2008-405, ML081490058).  
 
Since this finding involved deliberate misconduct by a licensee employee, it was characterized  
using the NRC Traditional Enforcement Process. Comparing this issue to the examples in  
Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” this violation is  
similar to example 2(f) in that a licensee procedural requirement was not met. In this example,  
the issue is minor because it represents a failure to implement a procedural requirement that  



had no safety impact under the given situation. Given that the PRO was able to respond to plant  
conditions while reading the novel, for approximately ten minutes, and was not the primary plant  
reactor operator (a watchstation relied upon to detect safety significant abnormal plant  
conditions), there was minimal safety impact due to the PRO’s actions. Although this violation  
would normally be minor, since the PRO’s actions were determined to be deliberate by the NRC,  
the Severity Level (SL) of the violation has been increased to SL IV, in accordance with Section  
2.10.f, of the NRC Enforcement Manual. Further, because the violation involves deliberate  
actions and the PRO is considered to be a licensee official as defined in the NRC Enforcement  
Policy, this violation is being cited.  
 
This finding was determined to not be indicative of current plant performance; therefore, no cross-cutting aspect was 
identified. 
Inspection Report# : 2009009 (pdf)  

Last modified : March 01, 2010 



Peach Bottom 2 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedures and Implement the Exelon Nuclear Cable Condition Monitoring Program For 
Non Safety Related Control And Power Cables Within The Scope Of The Maintenance Rule. 
The inspectors identified a finding for the failure to follow the Exelon fleet procedure for cable monitoring (ER-AA-
3003) of non-safety-related cables within the scope of the 10 CFR 50.65 (the Maintenance Rule). Specifically, PBAPS 
had reported to the NRC that they were implementing this procedure for cables within the scope of GL 2007-01; 
however, actions were not specified to identify or remediate the cause of repetitive flooding and restore the function of
the degraded electrical manhole/vault drain systems. PBAPS initiated IR 1016075 to enter the issues associated with 
this finding into the CAP.  
 
This finding was more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 – 
“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function or contribute to external event core damage sequences. This 
finding had a cross-cutting aspect in the area of PI&R, Operating Experience, because Exelon did not adequately 
implement and institutionalize industry operating experience through changes to station processes and procedures [P.2
(b)]. Specifically, work order instructions were inadequately scoped in that they were limited to manholes with safety-
related cables and did not include all manholes with Maintenance Rule power cables contrary to the scope identified 
in ER-AA-3003 or GL 2007 01.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Continuously Submerged Cables Design Deficiency 
The inspectors identified an NCV of 10 CFR, Part 50, Appendix B, Criterion III, “Design Control,” because PBAPS 
has not maintained safety-related power cables (including low voltage cables) in an environment for which they were 
designed and tested. Specifically, PBAPS did not adequately select and review for suitability of application of 
materials a 480 volt ac power cable feeding a safety-related motor control center (E424 O A) that has been in a 
submerged environment in manhole 35 for an extended period of time and at least since 2002. Additionally, PBAPS 
personnel did not take actions to properly evaluate and mitigate the effects of long term submergence of these safety-
related electrical power cables.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 – 
“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function nor contribute to external event core damage sequences. This 



finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, 
because Exelon did not thoroughly evaluate problems such that the resolutions addressed causes including evaluating 
for operability conditions adverse to quality. Specifically, station personnel did not adequately evaluate the impacts on 
operability and service life of operating the cables submerged in water for an extended period of time [P.1(c)].  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Aug 07, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate CAs for Grease Applied to DC Contactors 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
for failure to identify and correct a condition adverse to quality. Specifically, in March 2009, Exelon did not take 
adequate corrective action to address a procedure deficiency and to ensure that grease inappropriately applied to 
Cutler Hammer direct current (DC) contactor pivot pins, in an unknown number of DC breakers in the high pressure 
coolant injection (HPCI) and reactor core isolation cooling (RCIC) systems at Unit 2 and 3, would be identified and 
removed in a timely manner. Because the grease could harden over time and cause inadequate DC breaker 
performance, the inspectors determined that this condition, if left uncorrected, could prevent certain Units 2 and 3 
HPCI and RCIC system valves from performing their safety-related function. Exelon entered this issue into their 
corrective action program as issue report (IR) 950438 and IR 950439  
.  
The finding affected the Mitigating Systems cornerstone and was determined to be more than minor because the 
condition, if left uncorrected, could have become a more significant safety concern. By not requiring, by procedure, 
the removal of all grease from the affected Cutler Hammer DC contactor pivot pins, Exelon did not ensure that all of 
the potentially affected DC motor-operated valves in the Unit 2 and Unit 3 HPCI and RCIC systems would be 
available to perform their design functions if called upon. The inspectors evaluated this finding using Phase I of 
Manual Chapter 0609 and determined the finding to be of very low safety significance (Green) because it was not a 
design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent a loss 
of system or train safety function, and was not potentially risk significant due to external events. This finding has a 
cross-cutting aspect in the area of problem identification and resolution, corrective action program, because Exelon 
failed to take appropriate corrective actions to address a safety issue in a timely manner, commensurate with the 
safety-significance and complexity [P.1(d)]. Specifically, Exelon did not take appropriate corrective actions to ensure 
that grease inappropriately applied to Cutler Hammer DC contactor pivot pins would be, by procedure, identified and 
removed in a timely manner. (Section 4OA2.1.c)  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
MOV Program Procedures Were Inadequate with Regard to periodicity of preventive Maintenance Activities 
for Stem Lubrication. 
A self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified. Specifically, Exelon’s Motor Operated Valve (MOV) Program procedures lacked specific instructions to 
prescribe an acceptable frequency for performing valve stem lubrication, which resulted in test failures of safety-
related MOVs and affected the reliability of the MOVs’ safety functions.  
 
On Unit 2, 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 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). In accordance with IMC 0609, Attachment 4, the inspectors determined that the 
finding was of very low safety significance (Green) because it was not a design or qualification deficiency, did not 
represent a loss of system safety function, and was not associated with any external events. On Unit 3, the inspectors 
determined that the finding was more than minor because it was associated with the configuration control attribute of 
the Barrier Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that 



physical design barriers (e.g., containment) protect the public from radionuclide releases caused by accidents or 
events. In accordance with IMC 0609, Attachment 4, the inspectors determined that the finding was of very low safety 
significance (Green) because it did not represent an actual open pathway in the physical integrity of reactor 
containment. For both units, this finding has a cross-cutting aspect in the area of Problem Identification and 
Resolution (PI&R), Corrective Action Program, because PBAPS did not thoroughly evaluate problems such that the 
resolutions addressed the causes and extent of condition [P.1(c)]. Specifically, PBAPS failed to thoroughly evaluate 
previous conditions of degraded and hardened grease on safety-related valves, such that the extent of the condition 
was considered and the cause was resolved. (Section 4OA2)  
 
This item was discussed in Inspection Report 2009-004 (Section 4OA5.2). 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  



Barrier Integrity 

Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Verification Practices while Handling Fuel and Fuel Components 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified when PBAPS inadequately implemented human performance tools and verification practices for fuel 
handling and fuel component handling activities, resulting in a dropped fuel channel in the spent fuel pool (SFP) and a 
mispositioned fuel bundle in the reactor core during the P3R17 refueling outage (RFO). The inspectors verified that 
corrective actions were promptly performed, including an operability evaluation and video inspection of the SFP 
racks, and reactor engineering evaluation for the mis-positioned fuel bundle. Additionally, the issues were entered into 
the PBAPS CAP.  
 
This finding was more than minor because it was associated with the human performance attribute of the Barrier 
Integrity cornerstone, and adversely affected the cornerstone objective of providing reasonable assurance that physical 
design barriers protect the public from radionuclide release cause by accidents or transients. This finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria,” because evaluations performed by PBAPS, and verified by the inspectors, determined that there 
was no actual degradation to the physical barrier integrity. This finding had a cross-cutting aspect in the area of 
Human Performance, Work Practices, because PBAPS management and personnel did not effectively communicate 
human error prevention techniques commensurate with the risk of the assigned tasks, such that the work activities 
were performed safely [H.4(a)]. Specifically, PBAPS management and personnel did not adequately reinforce the 
importance of using human performance tools and verification practices, including self-check (STAR), concurrent 
verification, and independent verification, prior to performance of activities involving fuel component handling.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PBAPS Failed to Maintain the Capability to Ensure at Least 500 gpm SFP External Make-up flow Was 
Achievable Within Two Hours. 
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# : 2009010 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence Results in the Loss of Safety Function of Systems Supplied by the SGIG 
System 
A self-revealing Green NCV was identified for failure to comply with Technical Specification (TS) 5.4.1, 
"Procedures," which required that procedures be established, implemented, and maintained for the safety grade 
instrument gas (SGIG) system. Specifically, the SGIG Pressure Building Circuit Outlet Block Valve (HV 0 7C 10) 
was manipulated without procedure guidance, was out of its normal position, and resulted in the inoperability of 
certain valves associated with the primary containment and containment atmosphere dilution (CAD) systems for both 
units.  



 
Based on the above, the inspectors determined that manipulating the SGIG Pressure Building Circuit Outlet Block 
Valve (HV 0 7C 10) without procedure guidance was a performance deficiency that was reasonably within PBAPS’s 
ability to foresee and prevent. The inspectors concluded that the manipulating HV 0 7C 10 without a procedure was a 
more than minor finding because it was associated SSC and barrier performance attribute of the Barrier Integrity 
cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that the containment 
would protect the public from radionuclide releases caused by accidents or events. Specifically, certain valves 
associated with the primary containment and containment atmosphere dilution (CAD) systems could not be operated 
as designed due to this valve being out of its normal position. Traditional enforcement does not apply since there were 
no actual safety consequences or potential for impacting the NRC=s regulatory function, and the finding was not the 
result of any willful violation of NRC requirements. Accordingly, the inspectors assessed the finding in accordance 
with IMC 0609, SDP, Attachment 0609.04, Phase 1 – “Initial Screening and Characterization of Findings,” Table 4a, 
for the Containment Barrier cornerstone. The finding was determined to be of very low safety significance (Green) 
since the finding did not represent an actual open pathway in the physical integrity of the reactor containment 
(isolation valves).  
 
The inspectors determined that this finding had a cross cutting aspect in the area of Human Performance, Work 
Practices component, because human error prevention techniques, such as peer and self checking, were inadequately 
used to prevent mispositioning the SGIG Pressure Building Circuit Outlet Block Valve (HV 0 7C 10). (Section 
4OA3.3) (IMC 0305 Aspect H.4(a)) 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Aug 07, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The inspectors concluded that Exelon was generally effective in identifying, evaluating and resolving problems. 
Specifically, Exelon personnel identified problems, entered them into the corrective action program at a low threshold, 
and prioritized issues commensurate with the safety significance. For most cases, Exelon appropriately screened 
issues for operability and reportability and performed causal analyses that appropriately considered extent of 
condition, generic issues, and previous occurrences. Corrective actions taken to address the problems identified in 



Exelon’s corrective action process were typically implemented in a timely manner. However, for one issue reviewed 
by the inspectors, inadequate implementation of corrective actions resulted in one NRC-identified finding.  
 
The inspectors also concluded that, in general, Exelon adequately identified, reviewed, and applied relevant industry 
operating experience to Peach Bottom Atomic Power Station (PBAPS) operations. In addition, based on those items 
selected for review by the inspectors, Exelon’s audits and self-assessments were thorough and probing.  
 
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 concerns that site personnel were not willing to raise safety issues nor did they identify conditions that 
could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2009008 (pdf)  

Significance: SL-IV Jul 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Operator willfully reading unauthorize material in the Main Control Room 
A Primary Reactor operator (PRO) was identified by your staff to be reading the novel on a computer while on watch 
in the Peach Bottom MCR on July 16, 2007. Your procedure, referenced in the Notice, states that non-job-related 
reading materials, including novels, are not permitted in the Operations  
Department areas and that the use of the computers must be limited to company-related work.  
The NRC became aware of this issue during a Safety Conscious Work Environment (SCWE)  
inspection conducted in March 2008, as part of the follow-up to the finding of inattentive security  
officers (Inspection Report 2008-405, ML081490058).  
 
Since this finding involved deliberate misconduct by a licensee employee, it was characterized  
using the NRC Traditional Enforcement Process. Comparing this issue to the examples in  
Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” this violation is  
similar to example 2(f) in that a licensee procedural requirement was not met. In this example,  
the issue is minor because it represents a failure to implement a procedural requirement that  
had no safety impact under the given situation. Given that the PRO was able to respond to plant  
conditions while reading the novel, for approximately ten minutes, and was not the primary plant  
reactor operator (a watchstation relied upon to detect safety significant abnormal plant  
conditions), there was minimal safety impact due to the PRO’s actions. Although this violation  
would normally be minor, since the PRO’s actions were determined to be deliberate by the NRC,  
the Severity Level (SL) of the violation has been increased to SL IV, in accordance with Section  
2.10.f, of the NRC Enforcement Manual. Further, because the violation involves deliberate  
actions and the PRO is considered to be a licensee official as defined in the NRC Enforcement  
Policy, this violation is being cited.  
 
This finding was determined to not be indicative of current plant performance; therefore, no cross-cutting aspect was 
identified. 
Inspection Report# : 2009009 (pdf)  

Last modified : May 26, 2010 



Peach Bottom 2 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Apr 02, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Multiple Slow Control Rods with Adverse Scram Pilot Solenoid 
Valve Diaphragms 
A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” occurred when PBAPS 
failed to identify and correct a condition adverse to the quality. Specifically, an issue related to control rod drive 
scram solenoid pilot valve (SSPV) diaphragms, as described in vendor documents and NRC generic communication, 
was not corrected after several slow control rods were identified during scram time testing between 2004 and 2010. 
Consequently, 21 slow rods were identified during Unit 2 scram time testing that was conducted from January 30 to 
January 31, 2010. PBAPS immediately performed maintenance to replace the defective SSPV Diagrams on all 21 Unit 
2 slow control rods by February 1, 2010, and successfully performed post-maintenance scram time testing. 
Additionally, the issues were entered into the PBAPS CAP.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems (MS) 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. Using the 
phase 1 worksheet in Attachment 4 of IMC 0609, “Significance Determination Process,” the inspectors determined 
that the finding affected the MS cornerstone and 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 was not associated with any 
external events. The inspectors determined that this finding had a cross-cutting aspect in the area of problem 
identification & resolution (PI&R), CAP, because PBAPS did not thoroughly evaluate previously identified 
conditions adverse to the quality of the SSPV diaphragms, such that the resolution addressed the cause and extent-of-
condition (EOC). (Section 1R12) [P.1(c)]  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedures and Implement the Exelon Nuclear Cable Condition Monitoring Program For 
Non Safety Related Control And Power Cables Within The Scope Of The Maintenance Rule. 
The inspectors identified a finding for the failure to follow the Exelon fleet procedure for cable monitoring (ER-AA-
3003) of non-safety-related cables within the scope of the 10 CFR 50.65 (the Maintenance Rule). Specifically, PBAPS 
had reported to the NRC that they were implementing this procedure for cables within the scope of GL 2007-01; 
however, actions were not specified to identify or remediate the cause of repetitive flooding and restore the function of
the degraded electrical manhole/vault drain systems. PBAPS initiated IR 1016075 to enter the issues associated with 
this finding into the CAP.  
 
This finding was more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 –



“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function or contribute to external event core damage sequences. This 
finding had a cross-cutting aspect in the area of PI&R, Operating Experience, because Exelon did not adequately 
implement and institutionalize industry operating experience through changes to station processes and procedures [P.2
(b)]. Specifically, work order instructions were inadequately scoped in that they were limited to manholes with safety-
related cables and did not include all manholes with Maintenance Rule power cables contrary to the scope identified 
in ER-AA-3003 or GL 2007 01.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Continuously Submerged Cables Design Deficiency 
The inspectors identified an NCV of 10 CFR, Part 50, Appendix B, Criterion III, “Design Control,” because PBAPS 
has not maintained safety-related power cables (including low voltage cables) in an environment for which they were 
designed and tested. Specifically, PBAPS did not adequately select and review for suitability of application of 
materials a 480 volt ac power cable feeding a safety-related motor control center (E424 O A) that has been in a 
submerged environment in manhole 35 for an extended period of time and at least since 2002. Additionally, PBAPS 
personnel did not take actions to properly evaluate and mitigate the effects of long term submergence of these safety-
related electrical power cables.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 – 
“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function nor contribute to external event core damage sequences. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, 
because Exelon did not thoroughly evaluate problems such that the resolutions addressed causes including evaluating 
for operability conditions adverse to quality. Specifically, station personnel did not adequately evaluate the impacts on 
operability and service life of operating the cables submerged in water for an extended period of time [P.1(c)].  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Aug 07, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Adequate CAs for Grease Applied to DC Contactors 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50 Appendix B, Criterion XVI, “Corrective Action,”
for failure to identify and correct a condition adverse to quality. Specifically, in March 2009, Exelon did not take 
adequate corrective action to address a procedure deficiency and to ensure that grease inappropriately applied to 
Cutler Hammer direct current (DC) contactor pivot pins, in an unknown number of DC breakers in the high pressure 
coolant injection (HPCI) and reactor core isolation cooling (RCIC) systems at Unit 2 and 3, would be identified and 
removed in a timely manner. Because the grease could harden over time and cause inadequate DC breaker 
performance, the inspectors determined that this condition, if left uncorrected, could prevent certain Units 2 and 3 
HPCI and RCIC system valves from performing their safety-related function. Exelon entered this issue into their 
corrective action program as issue report (IR) 950438 and IR 950439  
.  
The finding affected the Mitigating Systems cornerstone and was determined to be more than minor because the 
condition, if left uncorrected, could have become a more significant safety concern. By not requiring, by procedure, 
the removal of all grease from the affected Cutler Hammer DC contactor pivot pins, Exelon did not ensure that all of 
the potentially affected DC motor-operated valves in the Unit 2 and Unit 3 HPCI and RCIC systems would be 
available to perform their design functions if called upon. The inspectors evaluated this finding using Phase I of 
Manual Chapter 0609 and determined the finding to be of very low safety significance (Green) because it was not a 
design or qualification deficiency confirmed not to result in loss of operability or functionality, did not represent a loss 



of system or train safety function, and was not potentially risk significant due to external events. This finding has a 
cross-cutting aspect in the area of problem identification and resolution, corrective action program, because Exelon 
failed to take appropriate corrective actions to address a safety issue in a timely manner, commensurate with the 
safety-significance and complexity [P.1(d)]. Specifically, Exelon did not take appropriate corrective actions to ensure 
that grease inappropriately applied to Cutler Hammer DC contactor pivot pins would be, by procedure, identified and 
removed in a timely manner. (Section 4OA2.1.c)  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 



Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Verification Practices while Handling Fuel and Fuel Components 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified when PBAPS inadequately implemented human performance tools and verification practices for fuel 
handling and fuel component handling activities, resulting in a dropped fuel channel in the spent fuel pool (SFP) and a 
mispositioned fuel bundle in the reactor core during the P3R17 refueling outage (RFO). The inspectors verified that 
corrective actions were promptly performed, including an operability evaluation and video inspection of the SFP 
racks, and reactor engineering evaluation for the mis-positioned fuel bundle. Additionally, the issues were entered into 
the PBAPS CAP.  
 
This finding was more than minor because it was associated with the human performance attribute of the Barrier 
Integrity cornerstone, and adversely affected the cornerstone objective of providing reasonable assurance that physical 
design barriers protect the public from radionuclide release cause by accidents or transients. This finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria,” because evaluations performed by PBAPS, and verified by the inspectors, determined that there 
was no actual degradation to the physical barrier integrity. This finding had a cross-cutting aspect in the area of 
Human Performance, Work Practices, because PBAPS management and personnel did not effectively communicate 
human error prevention techniques commensurate with the risk of the assigned tasks, such that the work activities 
were performed safely [H.4(a)]. Specifically, PBAPS management and personnel did not adequately reinforce the 
importance of using human performance tools and verification practices, including self-check (STAR), concurrent 
verification, and independent verification, prior to performance of activities involving fuel component handling.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
PBAPS Failed to Maintain the Capability to Ensure at Least 500 gpm SFP External Make-up flow Was 
Achievable Within Two Hours. 
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# : 2009010 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Procedure Adherence Results in the Loss of Safety Function of Systems Supplied by the SGIG 
System 
A self-revealing Green NCV was identified for failure to comply with Technical Specification (TS) 5.4.1, 
"Procedures," which required that procedures be established, implemented, and maintained for the safety grade 
instrument gas (SGIG) system. Specifically, the SGIG Pressure Building Circuit Outlet Block Valve (HV 0 7C 10) 
was manipulated without procedure guidance, was out of its normal position, and resulted in the inoperability of 
certain valves associated with the primary containment and containment atmosphere dilution (CAD) systems for both 
units.  
 
Based on the above, the inspectors determined that manipulating the SGIG Pressure Building Circuit Outlet Block 



Valve (HV 0 7C 10) without procedure guidance was a performance deficiency that was reasonably within PBAPS’s 
ability to foresee and prevent. The inspectors concluded that the manipulating HV 0 7C 10 without a procedure was a 
more than minor finding because it was associated SSC and barrier performance attribute of the Barrier Integrity 
cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that the containment 
would protect the public from radionuclide releases caused by accidents or events. Specifically, certain valves 
associated with the primary containment and containment atmosphere dilution (CAD) systems could not be operated 
as designed due to this valve being out of its normal position. Traditional enforcement does not apply since there were 
no actual safety consequences or potential for impacting the NRC=s regulatory function, and the finding was not the 
result of any willful violation of NRC requirements. Accordingly, the inspectors assessed the finding in accordance 
with IMC 0609, SDP, Attachment 0609.04, Phase 1 – “Initial Screening and Characterization of Findings,” Table 4a, 
for the Containment Barrier cornerstone. The finding was determined to be of very low safety significance (Green) 
since the finding did not represent an actual open pathway in the physical integrity of the reactor containment 
(isolation valves).  
 
The inspectors determined that this finding had a cross cutting aspect in the area of Human Performance, Work 
Practices component, because human error prevention techniques, such as peer and self checking, were inadequately 
used to prevent mispositioning the SGIG Pressure Building Circuit Outlet Block Valve (HV 0 7C 10). (Section 
4OA3.3) (IMC 0305 Aspect H.4(a)) 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Aug 07, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Identification and Resolution of Problems 
The inspectors concluded that Exelon was generally effective in identifying, evaluating and resolving problems. 
Specifically, Exelon personnel identified problems, entered them into the corrective action program at a low threshold, 
and prioritized issues commensurate with the safety significance. For most cases, Exelon appropriately screened 
issues for operability and reportability and performed causal analyses that appropriately considered extent of 
condition, generic issues, and previous occurrences. Corrective actions taken to address the problems identified in 
Exelon’s corrective action process were typically implemented in a timely manner. However, for one issue reviewed 
by the inspectors, inadequate implementation of corrective actions resulted in one NRC-identified finding. 



 
The inspectors also concluded that, in general, Exelon adequately identified, reviewed, and applied relevant industry 
operating experience to Peach Bottom Atomic Power Station (PBAPS) operations. In addition, based on those items 
selected for review by the inspectors, Exelon’s audits and self-assessments were thorough and probing.  
 
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 concerns that site personnel were not willing to raise safety issues nor did they identify conditions that 
could have had a negative impact on the site’s safety conscious work environment.  
 
Inspection Report# : 2009008 (pdf)  

Significance: SL-IV Jul 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Operator willfully reading unauthorize material in the Main Control Room 
A Primary Reactor operator (PRO) was identified by your staff to be reading the novel on a computer while on watch 
in the Peach Bottom MCR on July 16, 2007. Your procedure, referenced in the Notice, states that non-job-related 
reading materials, including novels, are not permitted in the Operations  
Department areas and that the use of the computers must be limited to company-related work.  
The NRC became aware of this issue during a Safety Conscious Work Environment (SCWE)  
inspection conducted in March 2008, as part of the follow-up to the finding of inattentive security  
officers (Inspection Report 2008-405, ML081490058).  
 
Since this finding involved deliberate misconduct by a licensee employee, it was characterized  
using the NRC Traditional Enforcement Process. Comparing this issue to the examples in  
Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor Issues,” this violation is  
similar to example 2(f) in that a licensee procedural requirement was not met. In this example,  
the issue is minor because it represents a failure to implement a procedural requirement that  
had no safety impact under the given situation. Given that the PRO was able to respond to plant  
conditions while reading the novel, for approximately ten minutes, and was not the primary plant  
reactor operator (a watchstation relied upon to detect safety significant abnormal plant  
conditions), there was minimal safety impact due to the PRO’s actions. Although this violation  
would normally be minor, since the PRO’s actions were determined to be deliberate by the NRC,  
the Severity Level (SL) of the violation has been increased to SL IV, in accordance with Section  
2.10.f, of the NRC Enforcement Manual. Further, because the violation involves deliberate  
actions and the PRO is considered to be a licensee official as defined in the NRC Enforcement  
Policy, this violation is being cited.  
 
This finding was determined to not be indicative of current plant performance; therefore, no cross-cutting aspect was 
identified. 
Inspection Report# : 2009009 (pdf)  

Last modified : September 02, 2010 



Peach Bottom 2 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure Adequate Voltage was Available to Safety-Related Equipment 
The inspectors identified a finding of very low safety significance involving a NCV of 10 CFR 50, Appendix B, 
Criterion III, “Design Control,” in that Exelon did not assure that applicable regulatory requirements and the design 
basis were correctly translated into specifications, drawings, procedures, and instructions. Specifically, Exelon did not 
use the safety-related Function 4 degraded grid relay trip setpoint specified in the Technical Specifications (TS) as a 
design input in calculations to ensure adequate voltage was available to all safety-related components required to 
respond to a design basis loss-of-coolant accident (LOCA). Instead, Exelon used the results from calculation PE 0121, 
“Voltage Regulation Study,” to establish the voltage level for system operability. The study credited the use of non-
safety related equipment to raise the voltage level. This allowed higher voltages to be used in the design calculations 
for components than would be allowed by the TS setpoint. The team verified the licensing basis via Task Interface 
Agreement (TIA) 2009 07 and informed Exelon that the degraded grid relay setpoint must be used for design basis 
calculations. Exelon entered the issue into the CAP (IR 1119440), performed operability assessments, and established 
some compensatory measures to restore PBAPS to an operable but non-conforming condition.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding was also similar to example 
3j in IMC 0612, Appendix E, in that there was reasonable doubt as to the operability of safety-related components and 
Exelon was required to perform operability determinations to address potentially inadequate voltage to several safety-
related components. The inspectors, including the Region I Senior Reactor Analysts (SRAs), performed a Phase 1 
SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and Characterization 
of Findings," and determined the finding was of very low safety significance (Green) because it was a design 
deficiency that impacted operability but not functionality, did not represent a loss of system safety  
 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Apr 02, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Multiple Slow Control Rods with Adverse Scram Pilot Solenoid 
Valve Diaphragms 
A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” occurred when PBAPS 
failed to identify and correct a condition adverse to the quality. Specifically, an issue related to control rod drive 
scram solenoid pilot valve (SSPV) diaphragms, as described in vendor documents and NRC generic communication, 
was not corrected after several slow control rods were identified during scram time testing between 2004 and 2010. 
Consequently, 21 slow rods were identified during Unit 2 scram time testing that was conducted from January 30 to 
January 31, 2010. PBAPS immediately performed maintenance to replace the defective SSPV Diagrams on all 21 Unit 
2 slow control rods by February 1, 2010, and successfully performed post-maintenance scram time testing. 



Additionally, the issues were entered into the PBAPS CAP. 
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems (MS) 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. Using the 
phase 1 worksheet in Attachment 4 of IMC 0609, “Significance Determination Process,” the inspectors determined 
that the finding affected the MS cornerstone and 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 was not associated with any 
external events. The inspectors determined that this finding had a cross-cutting aspect in the area of problem 
identification & resolution (PI&R), CAP, because PBAPS did not thoroughly evaluate previously identified 
conditions adverse to the quality of the SSPV diaphragms, such that the resolution addressed the cause and extent-of-
condition (EOC). (Section 1R12) [P.1(c)]  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Follow Procedures and Implement the Exelon Nuclear Cable Condition Monitoring Program For 
Non Safety Related Control And Power Cables Within The Scope Of The Maintenance Rule. 
The inspectors identified a finding for the failure to follow the Exelon fleet procedure for cable monitoring (ER-AA-
3003) of non-safety-related cables within the scope of the 10 CFR 50.65 (the Maintenance Rule). Specifically, PBAPS 
had reported to the NRC that they were implementing this procedure for cables within the scope of GL 2007-01; 
however, actions were not specified to identify or remediate the cause of repetitive flooding and restore the function of
the degraded electrical manhole/vault drain systems. PBAPS initiated IR 1016075 to enter the issues associated with 
this finding into the CAP.  
 
This finding was more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 – 
“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function or contribute to external event core damage sequences. This 
finding had a cross-cutting aspect in the area of PI&R, Operating Experience, because Exelon did not adequately 
implement and institutionalize industry operating experience through changes to station processes and procedures [P.2
(b)]. Specifically, work order instructions were inadequately scoped in that they were limited to manholes with safety-
related cables and did not include all manholes with Maintenance Rule power cables contrary to the scope identified 
in ER-AA-3003 or GL 2007 01.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Continuously Submerged Cables Design Deficiency 
The inspectors identified an NCV of 10 CFR, Part 50, Appendix B, Criterion III, “Design Control,” because PBAPS 
has not maintained safety-related power cables (including low voltage cables) in an environment for which they were 
designed and tested. Specifically, PBAPS did not adequately select and review for suitability of application of 
materials a 480 volt ac power cable feeding a safety-related motor control center (E424 O A) that has been in a 
submerged environment in manhole 35 for an extended period of time and at least since 2002. Additionally, PBAPS 
personnel did not take actions to properly evaluate and mitigate the effects of long term submergence of these safety-
related electrical power cables.  
 
This finding is more than minor because it affected the equipment performance attribute of the Mitigating Systems 
cornerstone and the associated cornerstone objective of ensuring the reliability of systems that respond to initiating 
events to prevent undesirable consequences. This finding was evaluated in accordance with IMC 0609.04, Phase 1 –



“Initial Screening and Characterization of Findings” and was determined to be of very low safety significance because 
it did not represent an actual loss of safety function nor contribute to external event core damage sequences. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program, 
because Exelon did not thoroughly evaluate problems such that the resolutions addressed causes including evaluating 
for operability conditions adverse to quality. Specifically, station personnel did not adequately evaluate the impacts on 
operability and service life of operating the cables submerged in water for an extended period of time [P.1(c)].  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 



Significance:  Dec 31, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Verification Practices while Handling Fuel and Fuel Components 
A Green self-revealing NCV of 10 CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was 
identified when PBAPS inadequately implemented human performance tools and verification practices for fuel 
handling and fuel component handling activities, resulting in a dropped fuel channel in the spent fuel pool (SFP) and a 
mispositioned fuel bundle in the reactor core during the P3R17 refueling outage (RFO). The inspectors verified that 
corrective actions were promptly performed, including an operability evaluation and video inspection of the SFP 
racks, and reactor engineering evaluation for the mis-positioned fuel bundle. Additionally, the issues were entered into 
the PBAPS CAP.  
 
This finding was more than minor because it was associated with the human performance attribute of the Barrier 
Integrity cornerstone, and adversely affected the cornerstone objective of providing reasonable assurance that physical 
design barriers protect the public from radionuclide release cause by accidents or transients. This finding was 
determined to be of very low safety significance (Green) in accordance with IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria,” because evaluations performed by PBAPS, and verified by the inspectors, determined that there 
was no actual degradation to the physical barrier integrity. This finding had a cross-cutting aspect in the area of 
Human Performance, Work Practices, because PBAPS management and personnel did not effectively communicate 
human error prevention techniques commensurate with the risk of the assigned tasks, such that the work activities 
were performed safely [H.4(a)]. Specifically, PBAPS management and personnel did not adequately reinforce the 
importance of using human performance tools and verification practices, including self-check (STAR), concurrent 
verification, and independent verification, prior to performance of activities involving fuel component handling.  
 
Inspection Report# : 2009005 (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 



Peach Bottom 2 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure Adequate Voltage was Available to Safety-Related Equipment 
The inspectors identified a finding of very low safety significance involving a NCV of 10 CFR 50, Appendix B, 
Criterion III, “Design Control,” in that Exelon did not assure that applicable regulatory requirements and the design 
basis were correctly translated into specifications, drawings, procedures, and instructions. Specifically, Exelon did not 
use the safety-related Function 4 degraded grid relay trip setpoint specified in the Technical Specifications (TS) as a 
design input in calculations to ensure adequate voltage was available to all safety-related components required to 
respond to a design basis loss-of-coolant accident (LOCA). Instead, Exelon used the results from calculation PE 0121, 
“Voltage Regulation Study,” to establish the voltage level for system operability. The study credited the use of non-
safety related equipment to raise the voltage level. This allowed higher voltages to be used in the design calculations 
for components than would be allowed by the TS setpoint. The team verified the licensing basis via Task Interface 
Agreement (TIA) 2009 07 and informed Exelon that the degraded grid relay setpoint must be used for design basis 
calculations. Exelon entered the issue into the CAP (IR 1119440), performed operability assessments, and established 
some compensatory measures to restore PBAPS to an operable but non-conforming condition.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding was also similar to example 
3j in IMC 0612, Appendix E, in that there was reasonable doubt as to the operability of safety-related components and 
Exelon was required to perform operability determinations to address potentially inadequate voltage to several safety-
related components. The inspectors, including the Region I Senior Reactor Analysts (SRAs), performed a Phase 1 
SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and Characterization 
of Findings," and determined the finding was of very low safety significance (Green) because it was a design 
deficiency that impacted operability but not functionality, did not represent a loss of system safety.  
 
This items was discussed in Inspection Report 2010-005 (Section 4OA3.3)  
 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Multiple Slow Control Rods with Adverse Scram Pilot Solenoid 
Valve Diaphragms 
A self-revealing, Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” occurred when PBAPS 
failed to identify and correct a condition adverse to the quality. Specifically, an issue related to control rod drive 
scram solenoid pilot valve (SSPV) diaphragms, as described in vendor documents and NRC generic communication, 
was not corrected after several slow control rods were identified during scram time testing between 2004 and 2010. 
Consequently, 21 slow rods were identified during Unit 2 scram time testing that was conducted from January 30 to 



January 31, 2010. PBAPS immediately performed maintenance to replace the defective SSPV Diagrams on all 21 Unit 
2 slow control rods by February 1, 2010, and successfully performed post-maintenance scram time testing. 
Additionally, the issues were entered into the PBAPS CAP.  
 
This finding was more than minor because it was associated with the equipment performance attribute of the 
Mitigating Systems (MS) 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. Using the 
phase 1 worksheet in Attachment 4 of IMC 0609, “Significance Determination Process,” the inspectors determined 
that the finding affected the MS cornerstone and 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 was not associated with any 
external events. The inspectors determined that this finding had a cross-cutting aspect in the area of problem 
identification & resolution (PI&R), CAP, because PBAPS did not thoroughly evaluate previously identified 
conditions adverse to the quality of the SSPV diaphragms, such that the resolution addressed the cause and extent-of-
condition (EOC). (Section 1R12) [P.1(c)]  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 



Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Main Steam Isolation Valve Test Control 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion Xl,  
"Test Control." The inspectors determined that PBAPS's test control of  
ST-O-07G-470-3, "Main Steam lsolation Valve (MSIV) Closure Timing," Revision 15,  
was inadequate to demonstrate satisfactory performance of MSIVs during power  
operations. PBAPS entered this issue into the CAP via lRs 1140706 and 1141888.  
This finding was more than minor because it is similar to examples 3.j and 3.k of IMC  
0612, Appendix E. Specifically, in the absence of further engineering evaluation, there  
was reasonable doubt of MSIV operability at power operations, based upon cold stroke  
time testing results. This finding impacted the Barrier Integrity cornerstone and  
adversely affected the cornerstone objective of providing reasonable assurance that  
physical design barriers, such as containment, protect the public from radionuclide  
releases caused by accidents or plant events. Using IMC 0609, 'SDP," Attachment 4,  
"Phase 1 - Initial Screening and Characterization of Findings," Table 4a, the inspectors  
determined that this violation screened to Green (very low safety significance) because  
the finding did not reprdsent an actual open pathway in the physical integrity of reactor  
containment. The inspectors concluded that this finding had a cross-cutting aspect in  
the area of Problem ldentification and Resolution (Pl&R), CAP component. Specifically,  
the licensee did not thoroughly evaluate the test control problems such that the  
resolution ensured MSIV operability and addressed the cause and e 
Inspection Report# : 2010005 (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: SL-IV Nov 10, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Personnel History Questionnaire 
a former contract outage employee at Peach Bottom deliberately failed to disclose on a Personal History 
Questionnaire (PHQ), a previous, non-nuclear employment from which he had been terminated for a positive FFD 
test, in order to gain unescorted access (UA) to Peach Bottom. As a result of the investigation, the NRC determined 
that, on September 8, 2008, the contract employee did fail to disclose his prior employment with the non-nuclear 
company on the PHQ, and also failed to provide information about the positive FFD test. However, after considering 
the information developed during the investigation, the NRC concluded that it did not have sufficient evidence to 
conclude that the individual’s failures were deliberate. Nonetheless, as a result of these failures by the contract 
employee, Exelon granted the individual UA to Peach Bottom from September 11, 2008, until September 28, 2008. 
Exelon learned of the individual’s positive FFD in August 2009, when the contract employee attempted to gain UA to 
Progress Energy’s Crystal River Nuclear Generating Plant 3 (Crystal River)  
 
Although the contract employee did not enter any Vital Areas at Peach Bottom and also did not perform work on any 
safety-related equipment during the time he was granted access, the contract employee’s actions caused Exelon to be 
in violation of NRC requirements, specifically: 1) 10 CFR 50.9, which states in part that information required by the 
Commission’s regulations, orders, or license conditions to be maintained by the licensee shall be complete and 
accurate in all material respects; and, 2) 10 CFR 73.56(c) and Section 9.1 of the Peach Bottom Physical Security Plan, 
both of which state, in part, that the licensee’s access authorization program must provide high assurance that the 
individuals who are granted unescorted access are trustworthy and reliable. Although Exelon was unaware of the 
contract employee’s omission of information regarding the positive FFD test, Exelon is responsible for the adequacy 
of its Physical Security Plan and background checks to identify past actions and appropriately evaluate the 
trustworthiness and reliability of applicants for UA. (This item was also discussed in Inspection Report 2010-004.)  
 
Inspection Report# : 2010009 (pdf)  

Last modified : March 03, 2011 



Peach Bottom 2 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure Adequate Voltage was Available to Safety-Related Equipment 
The inspectors identified a finding of very low safety significance involving a NCV of 10 CFR 50, Appendix B, 
Criterion III, “Design Control,” in that Exelon did not assure that applicable regulatory requirements and the design 
basis were correctly translated into specifications, drawings, procedures, and instructions. Specifically, Exelon did not 
use the safety-related Function 4 degraded grid relay trip setpoint specified in the Technical Specifications (TS) as a 
design input in calculations to ensure adequate voltage was available to all safety-related components required to 
respond to a design basis loss-of-coolant accident (LOCA). Instead, Exelon used the results from calculation PE 0121, 
“Voltage Regulation Study,” to establish the voltage level for system operability. The study credited the use of non-
safety related equipment to raise the voltage level. This allowed higher voltages to be used in the design calculations 
for components than would be allowed by the TS setpoint. The team verified the licensing basis via Task Interface 
Agreement (TIA) 2009 07 and informed Exelon that the degraded grid relay setpoint must be used for design basis 
calculations. Exelon entered the issue into the CAP (IR 1119440), performed operability assessments, and established 
some compensatory measures to restore PBAPS to an operable but non-conforming condition.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding was also similar to example 
3j in IMC 0612, Appendix E, in that there was reasonable doubt as to the operability of safety-related components and 
Exelon was required to perform operability determinations to address potentially inadequate voltage to several safety-
related components. The inspectors, including the Region I Senior Reactor Analysts (SRAs), performed a Phase 1 
SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and Characterization 
of Findings," and determined the finding was of very low safety significance (Green) because it was a design 
deficiency that impacted operability but not functionality, did not represent a loss of system safety.  
 
This items was discussed in Inspection Report 2010-005 (Section 4OA3.3)  
 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 



The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Fuel Handling Procedures Were Inadequate to Prevent Fuel fro mContacting an Obstruction 
A Green self-revealing NCV of Technical Specification (TS) 5.4.1 “Procedures” was identified, because PBAPS’s 
procedures for refueling equipment operation and core alterations were inadequate to prevent a fuel bundle from 
contacting a core spray inspection (CSI) submarine device while the fuel bundle was being transported from the core 
to the spent fuel pool (SPF). In particular, system operating (SO) procedure  
18.1.A-2, “Operation of Refueling Platform,” and fuel handling (FH) procedure 6C, “Core Component – Core 
Transfers,” did not provide sufficient procedure steps, precautions, or human performance tools to prevent contact 
while the refueling platform was operated in the automatic mode and when core components were in close proximity 
to obstructions and interferences.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the 
Procedure Quality 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. Although no fuel damage occurred during this event, the inadequate procedure 
resulted in a FH event that could have impacted the cladding and affected the cornerstone’s objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. IMC 0609, “SDP,” 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 fuel clad integrity. Appendix G was considered for the evaluation, but was not used because it does not 
directly address fuel clad integrity. Based on the results of fuel sipping done in February 2011, PBAPS concluded that 
there was no damage to the clad integrity of the impacted fuel bundle that was permanently discharged to the SFP. 
Since the finding did not affect SFP cooling or inventory and since there was no damage to fuel clad integrity from the 
impact with the CSI submarine, the finding was determined to be of very low safety significance (Green).  
 
The finding has a cross-cutting aspect in Human Error Prevention Techniques in the Work Practices component of the 
Human Performance area. Specifically, PBAPS FH procedures did not require human error prevention techniques that 
were commensurate with the risk of moving fuel in close proximity to obstructions and interferences. (Section 
4OA5.1) [H.4(a)]  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Main Steam Isolation Valve Test Control 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion Xl,  
"Test Control." The inspectors determined that PBAPS's test control of  
ST-O-07G-470-3, "Main Steam lsolation Valve (MSIV) Closure Timing," Revision 15,  
was inadequate to demonstrate satisfactory performance of MSIVs during power  
operations. PBAPS entered this issue into the CAP via lRs 1140706 and 1141888.  
This finding was more than minor because it is similar to examples 3.j and 3.k of IMC  
0612, Appendix E. Specifically, in the absence of further engineering evaluation, there  
was reasonable doubt of MSIV operability at power operations, based upon cold stroke  
time testing results. This finding impacted the Barrier Integrity cornerstone and  
adversely affected the cornerstone objective of providing reasonable assurance that  
physical design barriers, such as containment, protect the public from radionuclide  
releases caused by accidents or plant events. Using IMC 0609, 'SDP," Attachment 4,  
"Phase 1 - Initial Screening and Characterization of Findings," Table 4a, the inspectors  
determined that this violation screened to Green (very low safety significance) because  
the finding did not reprdsent an actual open pathway in the physical integrity of reactor  
containment. The inspectors concluded that this finding had a cross-cutting aspect in  
the area of Problem ldentification and Resolution (Pl&R), CAP component. Specifically,  
the licensee did not thoroughly evaluate the test control problems such that the  
resolution ensured MSIV operability and addressed the cause and e 
Inspection Report# : 2010005 (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: SL-IV Nov 10, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Personnel History Questionnaire 
a former contract outage employee at Peach Bottom deliberately failed to disclose on a Personal History 
Questionnaire (PHQ), a previous, non-nuclear employment from which he had been terminated for a positive FFD 
test, in order to gain unescorted access (UA) to Peach Bottom. As a result of the investigation, the NRC determined 
that, on September 8, 2008, the contract employee did fail to disclose his prior employment with the non-nuclear 
company on the PHQ, and also failed to provide information about the positive FFD test. However, after considering 
the information developed during the investigation, the NRC concluded that it did not have sufficient evidence to 
conclude that the individual’s failures were deliberate. Nonetheless, as a result of these failures by the contract 
employee, Exelon granted the individual UA to Peach Bottom from September 11, 2008, until September 28, 2008. 
Exelon learned of the individual’s positive FFD in August 2009, when the contract employee attempted to gain UA to 
Progress Energy’s Crystal River Nuclear Generating Plant 3 (Crystal River)  
 
Although the contract employee did not enter any Vital Areas at Peach Bottom and also did not perform work on any 
safety-related equipment during the time he was granted access, the contract employee’s actions caused Exelon to be 
in violation of NRC requirements, specifically: 1) 10 CFR 50.9, which states in part that information required by the 
Commission’s regulations, orders, or license conditions to be maintained by the licensee shall be complete and 
accurate in all material respects; and, 2) 10 CFR 73.56(c) and Section 9.1 of the Peach Bottom Physical Security Plan, 
both of which state, in part, that the licensee’s access authorization program must provide high assurance that the 
individuals who are granted unescorted access are trustworthy and reliable. Although Exelon was unaware of the 
contract employee’s omission of information regarding the positive FFD test, Exelon is responsible for the adequacy 
of its Physical Security Plan and background checks to identify past actions and appropriately evaluate the 
trustworthiness and reliability of applicants for UA. (This item was also discussed in Inspection Report 2010-004.)  
 
Inspection Report# : 2010009 (pdf)  

Last modified : June 07, 2011 



Peach Bottom 2 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Mar 11, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Capability of the EDG Fuel Oil Transfer Pumps to Fulfill Their Safety Functions 
Under all Conditions 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion lll, "Design Control," in that, Exelon did not ensure the ability to transfer fuel oil between underground 
fuel oil storage tanks. Specifically, Exelon had not performed adequate analyses or testing to demonstrate adequate net 
positive suction head available (NPSHn) for the EDG fuel oil transfer pumps. In response, Exelon entered this issue 
into their corrective action program and performed an evaluation to assure the fuel oil transfer pump NPSHA was 
adequate.  
 
The finding was 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 performed a Phase 1 SDP 
screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and Characterization of 
Findings," and determined the finding was of very low safety significance (Green) because it was a design or 
qualification deficiency confirmed not to result in loss of operability or functionality. This finding does not have a 
crosscutting aspect because the most significant contributor of the performance deficiency is not reflective of current 
licensee performance. (1R21 .2.1.1) 
Inspection Report# : 2011007 (pdf)  

Significance:  Mar 11, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Temporary Battery Cart Seismic Configuration Deficiency 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion lll, "Design Control," in that Exelon did not verify the adequacy of the seismic design for temporary 
battery cells that had been placed in-service in safety-related station batteries that were required to be operable. 
Specifically, Exelon did not evaluate whether mechanical stress could be transferred from one temporary battery cell 
to another via rigid bus bars attached to the cell terminal posts and, as a consequence, did not verify that damage to a 
cell post or cell case would not result during a seismic event. During the inspection period, the temporary battery cells 
were not in-service and were not required to be operable. In response, Exelon entered this issue into the corrective 
action program and performed a preliminary calculation to verify seismic adequacy.  
 
This finding was 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 performed a 
Phase 1 SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - lnitial Screening and 
Characterization of Findings," and determined the finding was of very low safety significance (Green) because it was 
a design or qualification deficiency confirmed not to result in loss of operability or functionality.  
 



This finding had a cross-cutting aspect in the area of Problem ldentification and Resolution, Corrective Action 
Program, because Exelon did not thoroughly evaluate the problem such that the resolution addressed the cause. 
Specifically, a 2009 issue report identified that the battery cells on the cart did not have seismic spacers between the 
cells and did not have steel tie-rods installed for a cell clamp assembly, similar to the station battery. The issue report 
incorrectly determined that plastic tubes in between the two cells would provide an adequate seismic restraint. IMC 
0310, Aspect P.1(c)] (1R21.2.1.2) 
Inspection Report# : 2011007 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure Adequate Voltage was Available to Safety-Related Equipment 
The inspectors identified a finding of very low safety significance involving a NCV of 10 CFR 50, Appendix B, 
Criterion III, “Design Control,” in that Exelon did not assure that applicable regulatory requirements and the design 
basis were correctly translated into specifications, drawings, procedures, and instructions. Specifically, Exelon did not 
use the safety-related Function 4 degraded grid relay trip setpoint specified in the Technical Specifications (TS) as a 
design input in calculations to ensure adequate voltage was available to all safety-related components required to 
respond to a design basis loss-of-coolant accident (LOCA). Instead, Exelon used the results from calculation PE 0121, 
“Voltage Regulation Study,” to establish the voltage level for system operability. The study credited the use of non-
safety related equipment to raise the voltage level. This allowed higher voltages to be used in the design calculations 
for components than would be allowed by the TS setpoint. The team verified the licensing basis via Task Interface 
Agreement (TIA) 2009 07 and informed Exelon that the degraded grid relay setpoint must be used for design basis 
calculations. Exelon entered the issue into the CAP (IR 1119440), performed operability assessments, and established 
some compensatory measures to restore PBAPS to an operable but non-conforming condition.  
 
The finding is more than minor because it is associated with the design control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The finding was also similar to example 
3j in IMC 0612, Appendix E, in that there was reasonable doubt as to the operability of safety-related components and 
Exelon was required to perform operability determinations to address potentially inadequate voltage to several safety-
related components. The inspectors, including the Region I Senior Reactor Analysts (SRAs), performed a Phase 1 
SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and Characterization 
of Findings," and determined the finding was of very low safety significance (Green) because it was a design 
deficiency that impacted operability but not functionality, did not represent a loss of system safety.  
 
This items was discussed in Inspection Report 2010-005 (Section 4OA3.3)  
 
 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 



the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Fuel Handling Procedures Were Inadequate to Prevent Fuel fro mContacting an Obstruction 
A Green self-revealing NCV of Technical Specification (TS) 5.4.1 “Procedures” was identified, because PBAPS’s 
procedures for refueling equipment operation and core alterations were inadequate to prevent a fuel bundle from 
contacting a core spray inspection (CSI) submarine device while the fuel bundle was being transported from the core 
to the spent fuel pool (SPF). In particular, system operating (SO) procedure  
18.1.A-2, “Operation of Refueling Platform,” and fuel handling (FH) procedure 6C, “Core Component – Core 
Transfers,” did not provide sufficient procedure steps, precautions, or human performance tools to prevent contact 
while the refueling platform was operated in the automatic mode and when core components were in close proximity 
to obstructions and interferences.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the 
Procedure Quality 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. Although no fuel damage occurred during this event, the inadequate procedure 
resulted in a FH event that could have impacted the cladding and affected the cornerstone’s objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. IMC 0609, “SDP,” 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 fuel clad integrity. Appendix G was considered for the evaluation, but was not used because it does not 
directly address fuel clad integrity. Based on the results of fuel sipping done in February 2011, PBAPS concluded that 
there was no damage to the clad integrity of the impacted fuel bundle that was permanently discharged to the SFP. 
Since the finding did not affect SFP cooling or inventory and since there was no damage to fuel clad integrity from the 



impact with the CSI submarine, the finding was determined to be of very low safety significance (Green). 
 
The finding has a cross-cutting aspect in Human Error Prevention Techniques in the Work Practices component of the 
Human Performance area. Specifically, PBAPS FH procedures did not require human error prevention techniques that 
were commensurate with the risk of moving fuel in close proximity to obstructions and interferences. (Section 
4OA5.1) [H.4(a)]  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Main Steam Isolation Valve Test Control 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion Xl,  
"Test Control." The inspectors determined that PBAPS's test control of  
ST-O-07G-470-3, "Main Steam lsolation Valve (MSIV) Closure Timing," Revision 15,  
was inadequate to demonstrate satisfactory performance of MSIVs during power  
operations. PBAPS entered this issue into the CAP via lRs 1140706 and 1141888.  
This finding was more than minor because it is similar to examples 3.j and 3.k of IMC  
0612, Appendix E. Specifically, in the absence of further engineering evaluation, there  
was reasonable doubt of MSIV operability at power operations, based upon cold stroke  
time testing results. This finding impacted the Barrier Integrity cornerstone and  
adversely affected the cornerstone objective of providing reasonable assurance that  
physical design barriers, such as containment, protect the public from radionuclide  
releases caused by accidents or plant events. Using IMC 0609, 'SDP," Attachment 4,  
"Phase 1 - Initial Screening and Characterization of Findings," Table 4a, the inspectors  
determined that this violation screened to Green (very low safety significance) because  
the finding did not reprdsent an actual open pathway in the physical integrity of reactor  
containment. The inspectors concluded that this finding had a cross-cutting aspect in  
the area of Problem ldentification and Resolution (Pl&R), CAP component. Specifically,  
the licensee did not thoroughly evaluate the test control problems such that the  
resolution ensured MSIV operability and addressed the cause and e 
Inspection Report# : 2010005 (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: SL-IV Nov 10, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Personnel History Questionnaire 
a former contract outage employee at Peach Bottom deliberately failed to disclose on a Personal History 
Questionnaire (PHQ), a previous, non-nuclear employment from which he had been terminated for a positive FFD 
test, in order to gain unescorted access (UA) to Peach Bottom. As a result of the investigation, the NRC determined 
that, on September 8, 2008, the contract employee did fail to disclose his prior employment with the non-nuclear 
company on the PHQ, and also failed to provide information about the positive FFD test. However, after considering 
the information developed during the investigation, the NRC concluded that it did not have sufficient evidence to 
conclude that the individual’s failures were deliberate. Nonetheless, as a result of these failures by the contract 
employee, Exelon granted the individual UA to Peach Bottom from September 11, 2008, until September 28, 2008. 
Exelon learned of the individual’s positive FFD in August 2009, when the contract employee attempted to gain UA to 
Progress Energy’s Crystal River Nuclear Generating Plant 3 (Crystal River)  
 
Although the contract employee did not enter any Vital Areas at Peach Bottom and also did not perform work on any 
safety-related equipment during the time he was granted access, the contract employee’s actions caused Exelon to be 
in violation of NRC requirements, specifically: 1) 10 CFR 50.9, which states in part that information required by the 
Commission’s regulations, orders, or license conditions to be maintained by the licensee shall be complete and 
accurate in all material respects; and, 2) 10 CFR 73.56(c) and Section 9.1 of the Peach Bottom Physical Security Plan, 
both of which state, in part, that the licensee’s access authorization program must provide high assurance that the 
individuals who are granted unescorted access are trustworthy and reliable. Although Exelon was unaware of the 
contract employee’s omission of information regarding the positive FFD test, Exelon is responsible for the adequacy 
of its Physical Security Plan and background checks to identify past actions and appropriately evaluate the 
trustworthiness and reliability of applicants for UA. (This item was also discussed in Inspection Report 2010-004.)  
 
Inspection Report# : 2010009 (pdf)  

Last modified : October 14, 2011 



Peach Bottom 2 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Aug 12, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with Safety Relief Valve Lift Setpoint Drift. 
The inspectors identified a finding of very low safety significance (Green) involving a  
NCV of 10 CFR 50, Appendix B, Criterion XVl, "Corrective Action," because Exelon staff did  
not implement timely corrective action associated with safety relief valve (SRV)/safety valve  
(SV) lift setpoint drift in excess of Technical Specification (TS) 3.4.3, "Safety Relief Valves  
and Safety Valves" requirements. Specifically, Exelon staff did not implement timely or  
adequate actions to correct SRV lift setpoint drift that, on four occasions since 2004, has  
exceeded TS acceptance criteria and resulted in repeat TS violations. The station entered  
this issue into their corrective action program (CAP) as issue report (tR) 1250472 to  
evaluate the corrective actions needed to address this issue including evaluation of the  
proposed revision to the Peach Bottom licensing basis through a TS amendment.  
 
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  
affected the cornerstone objective of ensuring the capability and reliability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, SRVs continue to experience reliability challenges regarding SRV/SV lift  
setpoint drift and the station remains vulnerable to future TS compliance issues. The  
inspectors evaluated 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 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' review  
did not identify a loss of SRV/SV safety function with regard to SRVs/SVs being able to lift  
within the necessary pressure range to maintain margin to design pressure and stress limits.  
The finding has a cross-cutting aspect in the area of problem identification and resolution,  
corrective action program, because Exelon personnel did not implement timely corrective  
actions to address a longstanding SRV tolerance setpoint condition that has resulted in  
multiple TS compliance violations. [P. 1 . (d)] [Section 4OAZ. 1 .c.(1 )] 
Inspection Report# : 2011010 (pdf)  

Significance:  Mar 11, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Capability of the EDG Fuel Oil Transfer Pumps to Fulfill Their Safety Functions 
Under all Conditions 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion lll, "Design Control," in that, Exelon did not ensure the ability to transfer fuel oil between underground 
fuel oil storage tanks. Specifically, Exelon had not performed adequate analyses or testing to demonstrate adequate net 



positive suction head available (NPSHn) for the EDG fuel oil transfer pumps. In response, Exelon entered this issue 
into their corrective action program and performed an evaluation to assure the fuel oil transfer pump NPSHA was 
adequate.  
 
The finding was 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 performed a Phase 1 SDP 
screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and Characterization of 
Findings," and determined the finding was of very low safety significance (Green) because it was a design or 
qualification deficiency confirmed not to result in loss of operability or functionality. This finding does not have a 
crosscutting aspect because the most significant contributor of the performance deficiency is not reflective of current 
licensee performance. (1R21 .2.1.1) 
Inspection Report# : 2011007 (pdf)  

Significance:  Mar 11, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Temporary Battery Cart Seismic Configuration Deficiency 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion lll, "Design Control," in that Exelon did not verify the adequacy of the seismic design for temporary 
battery cells that had been placed in-service in safety-related station batteries that were required to be operable. 
Specifically, Exelon did not evaluate whether mechanical stress could be transferred from one temporary battery cell 
to another via rigid bus bars attached to the cell terminal posts and, as a consequence, did not verify that damage to a 
cell post or cell case would not result during a seismic event. During the inspection period, the temporary battery cells 
were not in-service and were not required to be operable. In response, Exelon entered this issue into the corrective 
action program and performed a preliminary calculation to verify seismic adequacy.  
 
This finding was 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 performed a 
Phase 1 SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - lnitial Screening and 
Characterization of Findings," and determined the finding was of very low safety significance (Green) because it was 
a design or qualification deficiency confirmed not to result in loss of operability or functionality.  
 
This finding had a cross-cutting aspect in the area of Problem ldentification and Resolution, Corrective Action 
Program, because Exelon did not thoroughly evaluate the problem such that the resolution addressed the cause. 
Specifically, a 2009 issue report identified that the battery cells on the cart did not have seismic spacers between the 
cells and did not have steel tie-rods installed for a cell clamp assembly, similar to the station battery. The issue report 
incorrectly determined that plastic tubes in between the two cells would provide an adequate seismic restraint. IMC 
0310, Aspect P.1(c)] (1R21.2.1.2) 
Inspection Report# : 2011007 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 



issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Fuel Handling Procedures Were Inadequate to Prevent Fuel fro mContacting an Obstruction 
A Green self-revealing NCV of Technical Specification (TS) 5.4.1 “Procedures” was identified, because PBAPS’s 
procedures for refueling equipment operation and core alterations were inadequate to prevent a fuel bundle from 
contacting a core spray inspection (CSI) submarine device while the fuel bundle was being transported from the core 
to the spent fuel pool (SPF). In particular, system operating (SO) procedure  
18.1.A-2, “Operation of Refueling Platform,” and fuel handling (FH) procedure 6C, “Core Component – Core 
Transfers,” did not provide sufficient procedure steps, precautions, or human performance tools to prevent contact 
while the refueling platform was operated in the automatic mode and when core components were in close proximity 
to obstructions and interferences.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the 
Procedure Quality 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. Although no fuel damage occurred during this event, the inadequate procedure 
resulted in a FH event that could have impacted the cladding and affected the cornerstone’s objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. IMC 0609, “SDP,” 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 fuel clad integrity. Appendix G was considered for the evaluation, but was not used because it does not 
directly address fuel clad integrity. Based on the results of fuel sipping done in February 2011, PBAPS concluded that 



there was no damage to the clad integrity of the impacted fuel bundle that was permanently discharged to the SFP. 
Since the finding did not affect SFP cooling or inventory and since there was no damage to fuel clad integrity from the 
impact with the CSI submarine, the finding was determined to be of very low safety significance (Green).  
 
The finding has a cross-cutting aspect in Human Error Prevention Techniques in the Work Practices component of the 
Human Performance area. Specifically, PBAPS FH procedures did not require human error prevention techniques that 
were commensurate with the risk of moving fuel in close proximity to obstructions and interferences. (Section 
4OA5.1) [H.4(a)]  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Main Steam Isolation Valve Test Control 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion Xl,  
"Test Control." The inspectors determined that PBAPS's test control of  
ST-O-07G-470-3, "Main Steam lsolation Valve (MSIV) Closure Timing," Revision 15,  
was inadequate to demonstrate satisfactory performance of MSIVs during power  
operations. PBAPS entered this issue into the CAP via lRs 1140706 and 1141888.  
This finding was more than minor because it is similar to examples 3.j and 3.k of IMC  
0612, Appendix E. Specifically, in the absence of further engineering evaluation, there  
was reasonable doubt of MSIV operability at power operations, based upon cold stroke  
time testing results. This finding impacted the Barrier Integrity cornerstone and  
adversely affected the cornerstone objective of providing reasonable assurance that  
physical design barriers, such as containment, protect the public from radionuclide  
releases caused by accidents or plant events. Using IMC 0609, 'SDP," Attachment 4,  
"Phase 1 - Initial Screening and Characterization of Findings," Table 4a, the inspectors  
determined that this violation screened to Green (very low safety significance) because  
the finding did not reprdsent an actual open pathway in the physical integrity of reactor  
containment. The inspectors concluded that this finding had a cross-cutting aspect in  
the area of Problem ldentification and Resolution (Pl&R), CAP component. Specifically,  
the licensee did not thoroughly evaluate the test control problems such that the  
resolution ensured MSIV operability and addressed the cause and e 
Inspection Report# : 2010005 (pdf)  

Emergency Preparedness 
Significance: SL-IV Aug 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
(Traditional Enforcement) Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC 
approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification  
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner. The violation affected the NRC's ability to perform its regulatory function 
because it involved implementing a change that decreased the effectiveness of the emergency plan  
without NRC approval. Therefore, this issue was evaluated using Traditional Enforcement. The NRC determined that 
a Severity Level lV violation was appropriate due to the reduction of the capability to perform a risk significant 
planning standard function in a timely manner. The licensee entered this issue into its corrective action program and 



revised the EAL basis to restore compliance. The finding was more than minor using IMC 0612, because it is 
associated with the emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan 
changes, and it adversely affected the cornerstone objective of ensuring  
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency. Therefore, the performance deficiency was a finding. Using IMC 0609, Appendix 
B, the inspector determined that the finding had a very low safety significance because the finding is a failure to 
comply with 10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the 
example of a Green finding because it involved one Unusual Event classification (EAL HU6).  
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  

Significance: SL-IV Aug 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification clock beyond a credible notification 
that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of 
the emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC's ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level lV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance. The finding was 
more than minor using IMC 0612, because it is associated with the  
emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan changes, and it 
adversely affected the cornerstone objective of ensuring that the licensee is capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Therefore, the 
performance deficiency was a finding. Using IMC 0609, Appendix B, the inspector  
determined that the finding had a very low safety significance because the finding is a failure to comply with  
10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the example of 
a Green finding because it involved one Unusual Event classification (EAL HU6). Due to the age of this issue, it was 
not determined to be reflective of current licensee performance and therefore a cross-cutting aspect was not assigned 
to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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



Miscellaneous 
Significance: SL-IV Nov 10, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inaccurate Personnel History Questionnaire 
a former contract outage employee at Peach Bottom deliberately failed to disclose on a Personal History 
Questionnaire (PHQ), a previous, non-nuclear employment from which he had been terminated for a positive FFD 
test, in order to gain unescorted access (UA) to Peach Bottom. As a result of the investigation, the NRC determined 
that, on September 8, 2008, the contract employee did fail to disclose his prior employment with the non-nuclear 
company on the PHQ, and also failed to provide information about the positive FFD test. However, after considering 
the information developed during the investigation, the NRC concluded that it did not have sufficient evidence to 
conclude that the individual’s failures were deliberate. Nonetheless, as a result of these failures by the contract 
employee, Exelon granted the individual UA to Peach Bottom from September 11, 2008, until September 28, 2008. 
Exelon learned of the individual’s positive FFD in August 2009, when the contract employee attempted to gain UA to 
Progress Energy’s Crystal River Nuclear Generating Plant 3 (Crystal River)  
 
Although the contract employee did not enter any Vital Areas at Peach Bottom and also did not perform work on any 
safety-related equipment during the time he was granted access, the contract employee’s actions caused Exelon to be 
in violation of NRC requirements, specifically: 1) 10 CFR 50.9, which states in part that information required by the 
Commission’s regulations, orders, or license conditions to be maintained by the licensee shall be complete and 
accurate in all material respects; and, 2) 10 CFR 73.56(c) and Section 9.1 of the Peach Bottom Physical Security Plan, 
both of which state, in part, that the licensee’s access authorization program must provide high assurance that the 
individuals who are granted unescorted access are trustworthy and reliable. Although Exelon was unaware of the 
contract employee’s omission of information regarding the positive FFD test, Exelon is responsible for the adequacy 
of its Physical Security Plan and background checks to identify past actions and appropriately evaluate the 
trustworthiness and reliability of applicants for UA. (This item was also discussed in Inspection Report 2010-004.)  
 
This item was discussed in Inspection Report 2011-004. 
Inspection Report# : 2010009 (pdf)  

Last modified : January 04, 2012 



Peach Bottom 2 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Aug 12, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with Safety Relief Valve Lift Setpoint Drift. 
The inspectors identified a finding of very low safety significance (Green) involving a  
NCV of 10 CFR 50, Appendix B, Criterion XVl, "Corrective Action," because Exelon staff did  
not implement timely corrective action associated with safety relief valve (SRV)/safety valve  
(SV) lift setpoint drift in excess of Technical Specification (TS) 3.4.3, "Safety Relief Valves  
and Safety Valves" requirements. Specifically, Exelon staff did not implement timely or  
adequate actions to correct SRV lift setpoint drift that, on four occasions since 2004, has  
exceeded TS acceptance criteria and resulted in repeat TS violations. The station entered  
this issue into their corrective action program (CAP) as issue report (tR) 1250472 to  
evaluate the corrective actions needed to address this issue including evaluation of the  
proposed revision to the Peach Bottom licensing basis through a TS amendment.  
 
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  
affected the cornerstone objective of ensuring the capability and reliability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, SRVs continue to experience reliability challenges regarding SRV/SV lift  
setpoint drift and the station remains vulnerable to future TS compliance issues. The  
inspectors evaluated 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 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' review  
did not identify a loss of SRV/SV safety function with regard to SRVs/SVs being able to lift  
within the necessary pressure range to maintain margin to design pressure and stress limits.  
The finding has a cross-cutting aspect in the area of problem identification and resolution,  
corrective action program, because Exelon personnel did not implement timely corrective  
actions to address a longstanding SRV tolerance setpoint condition that has resulted in  
multiple TS compliance violations. [P. 1 . (d)] [Section 4OAZ. 1 .c.(1 )] 
Inspection Report# : 2011010 (pdf)  

Significance:  Mar 11, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Demonstrate the Capability of the EDG Fuel Oil Transfer Pumps to Fulfill Their Safety Functions 
Under all Conditions 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion lll, "Design Control," in that, Exelon did not ensure the ability to transfer fuel oil between underground 
fuel oil storage tanks. Specifically, Exelon had not performed adequate analyses or testing to demonstrate adequate net 



positive suction head available (NPSHn) for the EDG fuel oil transfer pumps. In response, Exelon entered this issue 
into their corrective action program and performed an evaluation to assure the fuel oil transfer pump NPSHA was 
adequate.  
 
The finding was 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 performed a Phase 1 SDP 
screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - Initial Screening and Characterization of 
Findings," and determined the finding was of very low safety significance (Green) because it was a design or 
qualification deficiency confirmed not to result in loss of operability or functionality. This finding does not have a 
crosscutting aspect because the most significant contributor of the performance deficiency is not reflective of current 
licensee performance. (1R21 .2.1.1) 
Inspection Report# : 2011007 (pdf)  

Significance:  Mar 11, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Temporary Battery Cart Seismic Configuration Deficiency 
The team identified a finding of very low safety significance involving a non-cited violation of 10 CFR 50, Appendix 
B, Criterion lll, "Design Control," in that Exelon did not verify the adequacy of the seismic design for temporary 
battery cells that had been placed in-service in safety-related station batteries that were required to be operable. 
Specifically, Exelon did not evaluate whether mechanical stress could be transferred from one temporary battery cell 
to another via rigid bus bars attached to the cell terminal posts and, as a consequence, did not verify that damage to a 
cell post or cell case would not result during a seismic event. During the inspection period, the temporary battery cells 
were not in-service and were not required to be operable. In response, Exelon entered this issue into the corrective 
action program and performed a preliminary calculation to verify seismic adequacy.  
 
This finding was 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 performed a 
Phase 1 SDP screening, in accordance with NRC IMC 0609, Attachment 4, "Phase 1 - lnitial Screening and 
Characterization of Findings," and determined the finding was of very low safety significance (Green) because it was 
a design or qualification deficiency confirmed not to result in loss of operability or functionality.  
 
This finding had a cross-cutting aspect in the area of Problem ldentification and Resolution, Corrective Action 
Program, because Exelon did not thoroughly evaluate the problem such that the resolution addressed the cause. 
Specifically, a 2009 issue report identified that the battery cells on the cart did not have seismic spacers between the 
cells and did not have steel tie-rods installed for a cell clamp assembly, similar to the station battery. The issue report 
incorrectly determined that plastic tubes in between the two cells would provide an adequate seismic restraint. IMC 
0310, Aspect P.1(c)] (1R21.2.1.2) 
Inspection Report# : 2011007 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 



issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication 
The inspectors determined that PBAPS’s failure to promptly correct a condition adverse to quality associated with a 
safety-related MOV constituted a Green, self-revealing NCV of 10 CFR, Appendix B, Criterion XVI, “Corrective 
Action.” Specifically, corrective actions to prevent recurrence of MOV program testing failures due to degraded stem 
lubrication in 2009 were not performed in a timely manner to prevent the inoperability of a safety-related MOV due to 
degraded lubrication, as identified on September 22. [P.1(d)]  
 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” states, in part, that measures shall be established to 
assure that conditions adverse to quality are promptly identified and corrected. Contrary to the above, Exelon failed to 
promptly correct a condition adverse to quality associated with degraded stem lubrication on RWCU outboard 
isolation valve MO-3-12-018. Specifically, root cause evaluation 892191-08 required Exelon to change MOV stem 
lubrication from Exxon Nebula EP-1 to MOV Long Life, as a corrective action to prevent recurrence of multiple 
MOV program testing failures due to degraded stem lubrication identified in 2009. As a consequence of Exelon's 
failure to promptly correct this condition adverse to quality, MO-3-12-018 failed diagnostic testing due to degraded 
Exxon Nebula EP-1 stem lubrication on September 22, 2011. Because this finding is of very low safety significance 
and has been entered into Exelon's CAP under IRs 1266600 and 1266604, this violation is being treated as a Green 
NCV consistent with the NRC Enforcement Policy. (NCV 05000277/2011005-01 and NCV 05000278/2011005-01, 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication)  
 
 



Inspection Report# : 2011005 (pdf)  

Significance:  Mar 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Fuel Handling Procedures Were Inadequate to Prevent Fuel fro mContacting an Obstruction 
A Green self-revealing NCV of Technical Specification (TS) 5.4.1 “Procedures” was identified, because PBAPS’s 
procedures for refueling equipment operation and core alterations were inadequate to prevent a fuel bundle from 
contacting a core spray inspection (CSI) submarine device while the fuel bundle was being transported from the core 
to the spent fuel pool (SPF). In particular, system operating (SO) procedure  
18.1.A-2, “Operation of Refueling Platform,” and fuel handling (FH) procedure 6C, “Core Component – Core 
Transfers,” did not provide sufficient procedure steps, precautions, or human performance tools to prevent contact 
while the refueling platform was operated in the automatic mode and when core components were in close proximity 
to obstructions and interferences.  
 
The inspectors determined that the finding was more than minor because the finding was associated with the 
Procedure Quality 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. Although no fuel damage occurred during this event, the inadequate procedure 
resulted in a FH event that could have impacted the cladding and affected the cornerstone’s objective to provide 
reasonable assurance that physical design barriers protect the public from radionuclide releases caused by accidents or 
events. IMC 0609, “SDP,” 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 fuel clad integrity. Appendix G was considered for the evaluation, but was not used because it does not 
directly address fuel clad integrity. Based on the results of fuel sipping done in February 2011, PBAPS concluded that 
there was no damage to the clad integrity of the impacted fuel bundle that was permanently discharged to the SFP. 
Since the finding did not affect SFP cooling or inventory and since there was no damage to fuel clad integrity from the 
impact with the CSI submarine, the finding was determined to be of very low safety significance (Green).  
 
The finding has a cross-cutting aspect in Human Error Prevention Techniques in the Work Practices component of the 
Human Performance area. Specifically, PBAPS FH procedures did not require human error prevention techniques that 
were commensurate with the risk of moving fuel in close proximity to obstructions and interferences. (Section 
4OA5.1) [H.4(a)]  
 
Inspection Report# : 2011002 (pdf)  

Emergency Preparedness 
Significance: SL-IV Aug 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
(Traditional Enforcement) Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC 
approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification  
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner. The violation affected the NRC's ability to perform its regulatory function 
because it involved implementing a change that decreased the effectiveness of the emergency plan  
without NRC approval. Therefore, this issue was evaluated using Traditional Enforcement. The NRC determined that 
a Severity Level lV violation was appropriate due to the reduction of the capability to perform a risk significant 
planning standard function in a timely manner. The licensee entered this issue into its corrective action program and 



revised the EAL basis to restore compliance. The finding was more than minor using IMC 0612, because it is 
associated with the emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan 
changes, and it adversely affected the cornerstone objective of ensuring  
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency. Therefore, the performance deficiency was a finding. Using IMC 0609, Appendix 
B, the inspector determined that the finding had a very low safety significance because the finding is a failure to 
comply with 10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the 
example of a Green finding because it involved one Unusual Event classification (EAL HU6).  
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  

Significance: SL-IV Aug 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification clock beyond a credible notification 
that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of 
the emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC's ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level lV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance. The finding was 
more than minor using IMC 0612, because it is associated with the  
emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan changes, and it 
adversely affected the cornerstone objective of ensuring that the licensee is capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Therefore, the 
performance deficiency was a finding. Using IMC 0609, Appendix B, the inspector  
determined that the finding had a very low safety significance because the finding is a failure to comply with  
10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the example of 
a Green finding because it involved one Unusual Event classification (EAL HU6). Due to the age of this issue, it was 
not determined to be reflective of current licensee performance and therefore a cross-cutting aspect was not assigned 
to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Establish, Implement, and Maintain Adequate Quality Assurance for Effluent and Environmental 
Monitoring 
The inspector identified a Green finding associated with failure to establish, implement, and maintain adequate quality 
assurance program elements in the area of effluent and environmental monitoring as required by Peach Bottom Unit 2 



and 3 TS Section 5.4.1. Specifically, Exelon’s quality assurance program for effluent and environmental monitoring 
was not sufficient to ensure: 1) that both adequate and timely evaluation and assessment of changes described in the 
Public Land Use Census were conducted for purposes of dose validation and sampling program modification; 2) that 
changes in meteorological parameters, used for public dose projections and assessment, were promptly and adequately 
evaluated; and 3) that laboratory quality assurance programs for effluent and environmental sample analysis 
measurement systems were adequate and implemented. 
Inspection Report# : 2011005 (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 : March 02, 2012 



Peach Bottom 2 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions Resulted in Spent Fuel Pool Boraflex Degradation Exceeding Design Limits 
The inspectors identified a PD that was determined to be a finding of very low safety significance (Green) involving a 
NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure by PBAPS to take timely 
corrective action to correct a condition adverse to quality and the inability to comply with Design Technical 
Specification (TS) 4.3.1.1.b which requires, in part, that spent fuel pool (SFP) storage racks are designed and 
maintained with keff less than or equal to 0.95. Specifically, although PBAPS was aware of degradation of neutron 
absorbing material (Boraflex) within the SFP storage racks since at least 1996, PBAPS did not take effective measures 
to adequately monitor or manage the degradation to assure sufficient margin to criticality was maintained. Rather, in 
2010, PBAPS deferred corrective actions in the SFPs until 2014 based on an operability determination (OD) that 
concluded sufficient margin would exist until that time. However, the NRC concluded that the OD did not accurately 
project the rate of boron degradation, and used several non-conservative assumptions. In June 2011, after addressing 
the errors in the OD, PBAPS declared 117 spent fuel bundle rack storage cells inoperable since the estimated Boraflex 
degradation indicated that PBAPS had exceeded design TS 4.3.1.1.b.  
 
The PD was more than minor because it was similar to IMC 0612, Appendix E, “Examples  
of Minor Issues,” Example 3.j, which considers that an issue is more than minor if an engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to more significant errors if 
uncorrected.  
 
Using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
attempted to evaluate the risk significance of this issue. Applying the guidance in Table 3b, the inspectors made the 
assumption that the risk associated with this PD most appropriately impacted the Initiating Events cornerstone. A 
Region I Senior Reactor Analyst (SRA) determined that there were no probabilistic risk assessment tools currently 
available to adequately assess the risk of a SFP criticality event. Consequently, the inspectors followed the guidance 
in the Phase 1 SDP screening worksheet, Table 3b, Step 6, which states, in part, that where the SDP guidance is not 
adequate to provide reasonable estimates of a finding’s significance, use IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria.”  
 
Using Appendix M, the inspectors identified criteria and associated considerations that supported the overall 
qualitative risk assessment. On April 3, 2012, a Significance and Enforcement Review Panel (SERP) was conducted 
involving staff from Region I, the Office of Nuclear Reactor Regulation, and the Office of Enforcement to discuss the 
significance of this event. The SERP determined the PD and subsequent consequences resulted in a condition of very 
low safety significance (Green), based on an assessment using Appendix M attributes. This finding was also 
determined to have a cross-cutting aspect in the area of Problem Identification and Resolution - Evaluation [P.1(c)]. 
Specifically, Exelon did not properly evaluate a condition adverse to quality for operability in that the 2010 OD did 
not accurately predict the rate of Boraflex degradation and whether the issue challenged current SFP operability [P.1
(c)]. (Section 4OA2)  
 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 



Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Emergency Diesel Generator Control Power Circuit Chronic Internal 
Faults 
The inspectors determined that PBAPS did not establish measures to promptly identify and correct a condition adverse 
to the quality related to the emergency diesel generator (EDG) control power circuit. The performance deficiency 
(PD) constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Specifically, measures established to identify and correct chronic control power light socket assembly internal faults 
were inadequate. Consequently, on February 18, 2012, the E-1 EDG local control power station experienced a short 
circuit event during control power indicating light bulb replacement. PBAPS entered into this issue into the corrective 
action program (CAP) via issue report (IR) 1328736.  
 
This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single EDG train for a duration greater than its Technical Specification (TS) allowed outage time, and 
did not screen as potentially risk significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of problem identification & 
resolution (PI&R), CAP, because PBAPS did not take appropriate corrective actions to address the adverse trend 
associated with chronic EDG control power circuit faults in a timely manner, commensurate with its safety 
significance [P.1(d)]. (Section 1R19)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Residual Heat Removal Heat Exchanger Graphite Gasket Leaks 
The inspectors determined that PBAPS did not promptly identify and correct residual heat removal (RHR) heat 
exchanger (HX) graphoil gasket leaks. The PD constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix 
B, Criterion XVI, "Corrective Action.” Specifically, measures established to identify and correct previous graphoil 
gasket leaks were inadequate to correct the condition adverse to quality. Consequently, on February 16, 2012, the Unit 
2 'C' RHRHX shell cover lower flange graphoil gasket failed during testing, rendering the 'C' RHR subsystem 
inoperable. PBAPS entered this issue into CAP via IR 1327477.  
 
This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single RHR train for greater than its TS allowed outage time, and did not screen as potentially risk 
significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of PI&R, CAP, because PBAPS did 
not thoroughly evaluate previous graphoil gasket failures used  
in RHR HX applications to ensure the resolution addressed the cause and extent of condition [P.1(c)]. (Section 1R19) 
 
Inspection Report# : 2012002 (pdf)  

Significance:  Aug 12, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with Safety Relief Valve Lift Setpoint Drift. 
The inspectors identified a finding of very low safety significance (Green) involving a  
NCV of 10 CFR 50, Appendix B, Criterion XVl, "Corrective Action," because Exelon staff did  
not implement timely corrective action associated with safety relief valve (SRV)/safety valve  
(SV) lift setpoint drift in excess of Technical Specification (TS) 3.4.3, "Safety Relief Valves  
and Safety Valves" requirements. Specifically, Exelon staff did not implement timely or  
adequate actions to correct SRV lift setpoint drift that, on four occasions since 2004, has  
exceeded TS acceptance criteria and resulted in repeat TS violations. The station entered  
this issue into their corrective action program (CAP) as issue report (tR) 1250472 to  
evaluate the corrective actions needed to address this issue including evaluation of the  
proposed revision to the Peach Bottom licensing basis through a TS amendment.  
 
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  
affected the cornerstone objective of ensuring the capability and reliability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, SRVs continue to experience reliability challenges regarding SRV/SV lift  
setpoint drift and the station remains vulnerable to future TS compliance issues. The  
inspectors evaluated 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 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' review  
did not identify a loss of SRV/SV safety function with regard to SRVs/SVs being able to lift  
within the necessary pressure range to maintain margin to design pressure and stress limits.  
The finding has a cross-cutting aspect in the area of problem identification and resolution,  
corrective action program, because Exelon personnel did not implement timely corrective  
actions to address a longstanding SRV tolerance setpoint condition that has resulted in  
multiple TS compliance violations. [P. 1 . (d)] [Section 4OAZ. 1 .c.(1 )] 
Inspection Report# : 2011010 (pdf)  

Significance:  Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 
Assoc Circuit - Reliance on signal spurious assumption of one per system per fire. 
PECO's specification for performing circuit analyses of post-fire safe shutdown equipment stipulates that only one 
spurious actuation for each system affected by any one fire be analyzed. For the areas inspected, the team determined 
that PECO adequately protected against fire-induced spurious actuations. The team did not identify any additional 
spurious actuations which would have prevented achieving safe shutdown conditions in the post-fire operating 
environment.  
 
The assumption that only a single spurious actuation need be considered for any one system for any one fire is an 
apparent violation of the requirements of Section III.G. and III.L. of Appendix R to 10 CFR 50. PECO entered this 
issue into their corrective action program and have implemented reasonable compensatory measures. However, the 
issue of multiple spurious actuations of equipment in a post-fire environment is in contention between the NRC and 
the nuclear industry. As such, any further enforcement action will be deferred pending final resolution of this issue by 
the Nuclear Energy Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, 
Revision 2, issued February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Significance: N/A Jun 08, 2000 
Identified By: NRC 
Item Type: AV Apparent Violation 



Assoc Circuit - Mechanical Damage from Fire Induced Cable Faults not evaluated. 
PECO adopted a licensing position that mechanical damage to alternative shutdown equipment resulting from fire-
induced cable faults, as described in Information Notice 92-18, was outside the scope of the licensing and design 
bases of the facility. As a result, PECO did not evaluate the control circuits of the alternative shutdown equipment to 
determine if it was susceptible to this problem. Since a detailed review of the alternative shutdown capability at 
PBAPS was not performed as part of the scope of this inspection, the risk associated with this issue was not 
established.  
 
This issue is being treated as an apparent violation of Condition 2.C.4 of the operating licenses for both Unit 2 and 
Unit 3, which requires PECO to implement and maintain the fire protection program described in the NRC Safety 
Evaluation Reports. PECO has entered this issue into their corrective action program and has implemented reasonable 
compensatory measures pending final resolution of the issue. However, the issue of mechanical damage to safe 
shutdown equipment due to fire-induced cable faults is in contention between the NRC and the nuclear industry. As 
such, any further enforcement action will be deferred pending final resolution of this issue by the Nuclear Energy 
Institute and the NRC staff, in accordance with Enforcement Guidance Memorandum 98-02, Revision 2, issued 
February 2, 2000. 
Inspection Report# : 2000003 (pdf)  
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication 
The inspectors determined that PBAPS’s failure to promptly correct a condition adverse to quality associated with a 
safety-related MOV constituted a Green, self-revealing NCV of 10 CFR, Appendix B, Criterion XVI, “Corrective 
Action.” Specifically, corrective actions to prevent recurrence of MOV program testing failures due to degraded stem 
lubrication in 2009 were not performed in a timely manner to prevent the inoperability of a safety-related MOV due to 
degraded lubrication, as identified on September 22. [P.1(d)]  
 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” states, in part, that measures shall be established to 
assure that conditions adverse to quality are promptly identified and corrected. Contrary to the above, Exelon failed to 
promptly correct a condition adverse to quality associated with degraded stem lubrication on RWCU outboard 
isolation valve MO-3-12-018. Specifically, root cause evaluation 892191-08 required Exelon to change MOV stem 
lubrication from Exxon Nebula EP-1 to MOV Long Life, as a corrective action to prevent recurrence of multiple 
MOV program testing failures due to degraded stem lubrication identified in 2009. As a consequence of Exelon's 
failure to promptly correct this condition adverse to quality, MO-3-12-018 failed diagnostic testing due to degraded 
Exxon Nebula EP-1 stem lubrication on September 22, 2011. Because this finding is of very low safety significance 
and has been entered into Exelon's CAP under IRs 1266600 and 1266604, this violation is being treated as a Green 
NCV consistent with the NRC Enforcement Policy. (NCV 05000277/2011005-01 and NCV 05000278/2011005-01, 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication)  
 
 
Inspection Report# : 2011005 (pdf)  

Emergency Preparedness 
Significance: SL-IV Aug 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 



(Traditional Enforcement) Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC 
approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification  
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner. The violation affected the NRC's ability to perform its regulatory function 
because it involved implementing a change that decreased the effectiveness of the emergency plan  
without NRC approval. Therefore, this issue was evaluated using Traditional Enforcement. The NRC determined that 
a Severity Level lV violation was appropriate due to the reduction of the capability to perform a risk significant 
planning standard function in a timely manner. The licensee entered this issue into its corrective action program and 
revised the EAL basis to restore compliance. The finding was more than minor using IMC 0612, because it is 
associated with the emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan 
changes, and it adversely affected the cornerstone objective of ensuring  
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency. Therefore, the performance deficiency was a finding. Using IMC 0609, Appendix 
B, the inspector determined that the finding had a very low safety significance because the finding is a failure to 
comply with 10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the 
example of a Green finding because it involved one Unusual Event classification (EAL HU6).  
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  

Significance: SL-IV Aug 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification clock beyond a credible notification 
that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of 
the emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC's ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level lV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance. The finding was 
more than minor using IMC 0612, because it is associated with the  
emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan changes, and it 
adversely affected the cornerstone objective of ensuring that the licensee is capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Therefore, the 
performance deficiency was a finding. Using IMC 0609, Appendix B, the inspector  
determined that the finding had a very low safety significance because the finding is a failure to comply with  
10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the example of 
a Green finding because it involved one Unusual Event classification (EAL HU6). Due to the age of this issue, it was 
not determined to be reflective of current licensee performance and therefore a cross-cutting aspect was not assigned 
to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  

Occupational Radiation Safety 



Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Establish, Implement, and Maintain Adequate Quality Assurance for Effluent and Environmental 
Monitoring 
The inspector identified a Green finding associated with failure to establish, implement, and maintain adequate quality 
assurance program elements in the area of effluent and environmental monitoring as required by Peach Bottom Unit 2 
and 3 TS Section 5.4.1. Specifically, Exelon’s quality assurance program for effluent and environmental monitoring 
was not sufficient to ensure: 1) that both adequate and timely evaluation and assessment of changes described in the 
Public Land Use Census were conducted for purposes of dose validation and sampling program modification; 2) that 
changes in meteorological parameters, used for public dose projections and assessment, were promptly and adequately 
evaluated; and 3) that laboratory quality assurance programs for effluent and environmental sample analysis 
measurement systems were adequate and implemented. 
Inspection Report# : 2011005 (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 : May 29, 2012 



Peach Bottom 2 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions Resulted in Spent Fuel Pool Boraflex Degradation Exceeding Design Limits 
The inspectors identified a PD that was determined to be a finding of very low safety significance (Green) involving a 
NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure by PBAPS to take timely 
corrective action to correct a condition adverse to quality and the inability to comply with Design Technical 
Specification (TS) 4.3.1.1.b which requires, in part, that spent fuel pool (SFP) storage racks are designed and 
maintained with keff less than or equal to 0.95. Specifically, although PBAPS was aware of degradation of neutron 
absorbing material (Boraflex) within the SFP storage racks since at least 1996, PBAPS did not take effective measures 
to adequately monitor or manage the degradation to assure sufficient margin to criticality was maintained. Rather, in 
2010, PBAPS deferred corrective actions in the SFPs until 2014 based on an operability determination (OD) that 
concluded sufficient margin would exist until that time. However, the NRC concluded that the OD did not accurately 
project the rate of boron degradation, and used several non-conservative assumptions. In June 2011, after addressing 
the errors in the OD, PBAPS declared 117 spent fuel bundle rack storage cells inoperable since the estimated Boraflex 
degradation indicated that PBAPS had exceeded design TS 4.3.1.1.b.  
 
The PD was more than minor because it was similar to IMC 0612, Appendix E, “Examples  
of Minor Issues,” Example 3.j, which considers that an issue is more than minor if an engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to more significant errors if 
uncorrected.  
 
Using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
attempted to evaluate the risk significance of this issue. Applying the guidance in Table 3b, the inspectors made the 
assumption that the risk associated with this PD most appropriately impacted the Initiating Events cornerstone. A 
Region I Senior Reactor Analyst (SRA) determined that there were no probabilistic risk assessment tools currently 
available to adequately assess the risk of a SFP criticality event. Consequently, the inspectors followed the guidance 
in the Phase 1 SDP screening worksheet, Table 3b, Step 6, which states, in part, that where the SDP guidance is not 
adequate to provide reasonable estimates of a finding’s significance, use IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria.”  
 
Using Appendix M, the inspectors identified criteria and associated considerations that supported the overall 
qualitative risk assessment. On April 3, 2012, a Significance and Enforcement Review Panel (SERP) was conducted 
involving staff from Region I, the Office of Nuclear Reactor Regulation, and the Office of Enforcement to discuss the 
significance of this event. The SERP determined the PD and subsequent consequences resulted in a condition of very 
low safety significance (Green), based on an assessment using Appendix M attributes. This finding was also 
determined to have a cross-cutting aspect in the area of Problem Identification and Resolution - Evaluation [P.1(c)]. 
Specifically, Exelon did not properly evaluate a condition adverse to quality for operability in that the 2010 OD did 
not accurately predict the rate of Boraflex degradation and whether the issue challenged current SFP operability [P.1
(c)]. (Section 4OA2)  
 
Inspection Report# : 2012002 (pdf)  



Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control to Demonstrate RCIC System Design Basis Start-up Response Time 
The inspectors identified a NCV of very low safety significance of Title 10 Code of  
Federal Regulation (CFR) 50, Appendix B, Criterion XI, “Test Control,” because Exelon  
conducted unacceptable pre-conditioning of the reactor core isolation cooling (RCIC) system  
during response time testing. The performance deficiency was related to Exelon’s  
surveillance test (ST) procedure which required cold startup of RCIC to reach the rated  
pump discharge pressure and flow rate within 50 seconds. Exelon procedures required a  
72 hour standby period between pump starts to ensure the pump cold start design criteria  
are satisfied without pre-conditioning. On numerous occasions, when the pump design  
parameters were not reached in less than 50 seconds on the first attempt, control room  
operators would routinely perform a second start attempt within a short period of time,  
typically less than one hour, to adjust the RCIC pump controls and attain the design values  
in less than or equal to 50 seconds. Exelon performed an extent of condition review of Units  
2 and 3 RCIC cold start test data to ensure the current pump, valve, and flow results  
satisfied the response time testing requirements. The violation was entered into the  
corrective action program (CAP) as issue report (IR)1364066.  
 
The performance deficiency was more than minor because it was similar to IMC 0612,  
Appendix E, “Examples of Minor Issues,” example 2.a. Specifically, the RCIC cold start ST  
procedure was not implemented adequately to ensure that the RCIC pump design discharge  
pressure and flow were reached within the 50 second requirement on the first attempt. The  
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and  
Characterization of Findings,” and determined the finding was of very low safety significance  
(Green) because all of the mitigating system barrier questions in Table 4.a resulted in a “no”  
response. The finding included a cross-cutting aspect in the area of Work Practices, Human  
Performance component, because Exelon did not effectively communicate expectations  
regarding procedural compliance and personnel following procedures. Specifically, Exelon  
took credit for the Unit 2 ST performed on April 7, 2011, which started and shutdown RCIC  
three times in less than 72 hours to satisfy the response time testing acceptance criteria.  
On January 20, 2011, the same test was performed for Unit 3, when the RCIC system was  
run two times prior to satisfying the acceptance criteria. Exelon did not identify the  
unacceptable pre-conditioning of the RCIC system start-up time for either test because  
personnel did not follow the In-service Testing (IST) Program Corporate Technical Position  
procedure. (Section 1R22) [H.4(b)] 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Emergency Diesel Generator Control Power Circuit Chronic Internal 
Faults 
The inspectors determined that PBAPS did not establish measures to promptly identify and correct a condition adverse 
to the quality related to the emergency diesel generator (EDG) control power circuit. The performance deficiency 
(PD) constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Specifically, measures established to identify and correct chronic control power light socket assembly internal faults 
were inadequate. Consequently, on February 18, 2012, the E-1 EDG local control power station experienced a short 
circuit event during control power indicating light bulb replacement. PBAPS entered into this issue into the corrective 
action program (CAP) via issue report (IR) 1328736.  
 



This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single EDG train for a duration greater than its Technical Specification (TS) allowed outage time, and 
did not screen as potentially risk significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of problem identification & 
resolution (PI&R), CAP, because PBAPS did not take appropriate corrective actions to address the adverse trend 
associated with chronic EDG control power circuit faults in a timely manner, commensurate with its safety 
significance [P.1(d)]. (Section 1R19)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Residual Heat Removal Heat Exchanger Graphite Gasket Leaks 
The inspectors determined that PBAPS did not promptly identify and correct residual heat removal (RHR) heat 
exchanger (HX) graphoil gasket leaks. The PD constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix 
B, Criterion XVI, "Corrective Action.” Specifically, measures established to identify and correct previous graphoil 
gasket leaks were inadequate to correct the condition adverse to quality. Consequently, on February 16, 2012, the Unit 
2 'C' RHRHX shell cover lower flange graphoil gasket failed during testing, rendering the 'C' RHR subsystem 
inoperable. PBAPS entered this issue into CAP via IR 1327477.  
 
This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single RHR train for greater than its TS allowed outage time, and did not screen as potentially risk 
significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of PI&R, CAP, because PBAPS did 
not thoroughly evaluate previous graphoil gasket failures used  
in RHR HX applications to ensure the resolution addressed the cause and extent of condition [P.1(c)]. (Section 1R19) 
 
Inspection Report# : 2012002 (pdf)  

Significance:  Aug 12, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Actions Associated with Safety Relief Valve Lift Setpoint Drift. 
The inspectors identified a finding of very low safety significance (Green) involving a  
NCV of 10 CFR 50, Appendix B, Criterion XVl, "Corrective Action," because Exelon staff did  
not implement timely corrective action associated with safety relief valve (SRV)/safety valve  
(SV) lift setpoint drift in excess of Technical Specification (TS) 3.4.3, "Safety Relief Valves  
and Safety Valves" requirements. Specifically, Exelon staff did not implement timely or  
adequate actions to correct SRV lift setpoint drift that, on four occasions since 2004, has  
exceeded TS acceptance criteria and resulted in repeat TS violations. The station entered  
this issue into their corrective action program (CAP) as issue report (tR) 1250472 to  
evaluate the corrective actions needed to address this issue including evaluation of the  
proposed revision to the Peach Bottom licensing basis through a TS amendment. 



 
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  
affected the cornerstone objective of ensuring the capability and reliability of systems that  
respond to initiating events to prevent undesirable consequences (i.e., core damage).  
Specifically, SRVs continue to experience reliability challenges regarding SRV/SV lift  
setpoint drift and the station remains vulnerable to future TS compliance issues. The  
inspectors evaluated 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 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' review  
did not identify a loss of SRV/SV safety function with regard to SRVs/SVs being able to lift  
within the necessary pressure range to maintain margin to design pressure and stress limits.  
The finding has a cross-cutting aspect in the area of problem identification and resolution,  
corrective action program, because Exelon personnel did not implement timely corrective  
actions to address a longstanding SRV tolerance setpoint condition that has resulted in  
multiple TS compliance violations. [P. 1 . (d)] [Section 4OAZ. 1 .c.(1 )] 
Inspection Report# : 2011010 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication 
The inspectors determined that PBAPS’s failure to promptly correct a condition adverse to quality associated with a 
safety-related MOV constituted a Green, self-revealing NCV of 10 CFR, Appendix B, Criterion XVI, “Corrective 
Action.” Specifically, corrective actions to prevent recurrence of MOV program testing failures due to degraded stem 
lubrication in 2009 were not performed in a timely manner to prevent the inoperability of a safety-related MOV due to 
degraded lubrication, as identified on September 22. [P.1(d)]  
 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” states, in part, that measures shall be established to 
assure that conditions adverse to quality are promptly identified and corrected. Contrary to the above, Exelon failed to 
promptly correct a condition adverse to quality associated with degraded stem lubrication on RWCU outboard 
isolation valve MO-3-12-018. Specifically, root cause evaluation 892191-08 required Exelon to change MOV stem 
lubrication from Exxon Nebula EP-1 to MOV Long Life, as a corrective action to prevent recurrence of multiple 
MOV program testing failures due to degraded stem lubrication identified in 2009. As a consequence of Exelon's 
failure to promptly correct this condition adverse to quality, MO-3-12-018 failed diagnostic testing due to degraded 
Exxon Nebula EP-1 stem lubrication on September 22, 2011. Because this finding is of very low safety significance 
and has been entered into Exelon's CAP under IRs 1266600 and 1266604, this violation is being treated as a Green 
NCV consistent with the NRC Enforcement Policy. (NCV 05000277/2011005-01 and NCV 05000278/2011005-01, 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication)  
 
 
Inspection Report# : 2011005 (pdf)  

Emergency Preparedness 
Significance: SL-IV Aug 31, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
(Traditional Enforcement) Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC 
approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification  
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner. The violation affected the NRC's ability to perform its regulatory function 
because it involved implementing a change that decreased the effectiveness of the emergency plan  
without NRC approval. Therefore, this issue was evaluated using Traditional Enforcement. The NRC determined that 
a Severity Level lV violation was appropriate due to the reduction of the capability to perform a risk significant 
planning standard function in a timely manner. The licensee entered this issue into its corrective action program and 
revised the EAL basis to restore compliance. The finding was more than minor using IMC 0612, because it is 
associated with the emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan 
changes, and it adversely affected the cornerstone objective of ensuring  
that the licensee is capable of implementing adequate measures to protect the health and safety of the public in the 
event of a radiological emergency. Therefore, the performance deficiency was a finding. Using IMC 0609, Appendix 
B, the inspector determined that the finding had a very low safety significance because the finding is a failure to 
comply with 10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the 
example of a Green finding because it involved one Unusual Event classification (EAL HU6).  
Due to the age of this issue, it was not determined to be reflective of current licensee performance and therefore a 
cross-cutting aspect was not assigned to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  

Significance: SL-IV Aug 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes to EAL Basis Decreased the Effectiveness of the Plan without Prior NRC Approval 
Severitv Level lV/Green: The inspector identified a finding of very low safety significance involving a Severity Level 
lV NCV of 10 CFR 50.5a(q) for failing to obtain prior approval for an emergency plan change which decreased the 
effectiveness of the plan. Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6 
which indefinitely extended the start of the 15-minute emergency classification clock beyond a credible notification 
that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the effectiveness of 
the emergency plan by reducing the capability to perform a risk significant planning function in a timely manner.  
 
The violation affected the NRC's ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC approval. Therefore, this issue was evaluated 
using Traditional Enforcement. The NRC determined that a Severity Level lV violation was appropriate due to the 
reduction of the capability to perform a risk significant planning standard function in a timely manner. The licensee 
entered this issue into its corrective action program and revised the EAL basis to restore compliance. The finding was 
more than minor using IMC 0612, because it is associated with the  
emergency preparedness cornerstone attribute of procedure quality for EAL and emergency plan changes, and it 
adversely affected the cornerstone objective of ensuring that the licensee is capable of implementing adequate 
measures to protect the health and safety of the public in the event of a radiological emergency. Therefore, the 
performance deficiency was a finding. Using IMC 0609, Appendix B, the inspector  
determined that the finding had a very low safety significance because the finding is a failure to comply with  
10 CFR 50.5a(q) involving the risk significant planning standard 50.47(bX4), which, in this case, met the example of 
a Green finding because it involved one Unusual Event classification (EAL HU6). Due to the age of this issue, it was 
not determined to be reflective of current licensee performance and therefore a cross-cutting aspect was not assigned 
to this finding. (Section 1EP4) 
Inspection Report# : 2011502 (pdf)  



Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Establish, Implement, and Maintain Adequate QA for Effluent and Environmental Monitoring 
The inspectors identified a Green finding associated with the failure to establish,  
implement, and maintain adequate quality assurance (QA) program elements in the area Enclosure  
4 of effluent and environmental monitoring as required by Peach Bottom, Units 2 and 3  
Technical Specification (TS), Section 5.4.1. Specifically, Exelon's QA program for  
effluent and environmental monitoring was not sufficient to ensure: 1) that both  
adequate and timely evaluation and assessment of changes described in the Public  
Land Use Census were conducted for purposes of dose validation and sampling  
program modification; 2) that changes in meteorological parameters, used for public  
dose projections and assessment, were promptly and adequately evaluated; and 3) that  
laboratory QA programs for effluent and environmental sample analysis measurement  
systems were adequate and implemented properly. Exelon placed thes_e issues in its  
inp as Action Requests (ARs): 1226969, 1226202,1299543, 1299476,1302720, and  
1303308.  
 
The finding is more than minor because it is associated with the Public Radiation Safety  
cornerstone attribute of programs and processes and adversely affected the associated  
cornerstone objective in that failure to establish, implement, and maintain an adequate  
QA program in the effluents and environmental monitoring program area adversely  
affected the licensee's ability to ensure adequate protection of public health and safety.  
The finding was assessed for significance using IMC 0609, Appendix D, and determined  
to be of very tow safety significance (Green) because: the issue was contrary to TSs  
and is a radioactive effluent release program deficiency; there was no indication of a spill  
or release of radioactive material on the licensee's site or to the offsite environs that  
would impact public dose assessment, and there was no substantialfailure to implement  
the radioactive effluent release program. The licensee re-assessed the dose to  
members of the public from routine releases and determined that projected doses did  
not, nor were likely to, exceed applicable limits, including as low as is reasonably  
achievable (ALARA) design specifications of 10 CFR Part 50, Appendix l; or 10 CFR  
20.1301(e). The cause of this finding is related to the cross-cutting area of Human  
Performance, Work Practices, Aspect H.4(b) because the licensee did not ensure  
personnelfollowed procedure compliance requirements activities for effluent and  
environmental monitoring program. (Section 2RS06) tH.4(b)1.  
 
"FIN 2011005-02 had been closed out as NCV 2011005-02 in Inspection Report (IR) 2012003, following the results 
of the Office of Investigation Inspection into this matter documented in IR 2012003, Section 4OA5." 
Inspection Report# : 2011005 (pdf)  
Inspection Report# : 2012003 (pdf)  

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 



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

Miscellaneous 
Last modified : September 12, 2012 



Peach Bottom 2 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions Resulted in Spent Fuel Pool Boraflex Degradation Exceeding Design Limits 
The inspectors identified a PD that was determined to be a finding of very low safety significance (Green) involving a 
NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure by PBAPS to take timely 
corrective action to correct a condition adverse to quality and the inability to comply with Design Technical 
Specification (TS) 4.3.1.1.b which requires, in part, that spent fuel pool (SFP) storage racks are designed and 
maintained with keff less than or equal to 0.95. Specifically, although PBAPS was aware of degradation of neutron 
absorbing material (Boraflex) within the SFP storage racks since at least 1996, PBAPS did not take effective measures 
to adequately monitor or manage the degradation to assure sufficient margin to criticality was maintained. Rather, in 
2010, PBAPS deferred corrective actions in the SFPs until 2014 based on an operability determination (OD) that 
concluded sufficient margin would exist until that time. However, the NRC concluded that the OD did not accurately 
project the rate of boron degradation, and used several non-conservative assumptions. In June 2011, after addressing 
the errors in the OD, PBAPS declared 117 spent fuel bundle rack storage cells inoperable since the estimated Boraflex 
degradation indicated that PBAPS had exceeded design TS 4.3.1.1.b.  
 
The PD was more than minor because it was similar to IMC 0612, Appendix E, “Examples  
of Minor Issues,” Example 3.j, which considers that an issue is more than minor if an engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to more significant errors if 
uncorrected.  
 
Using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
attempted to evaluate the risk significance of this issue. Applying the guidance in Table 3b, the inspectors made the 
assumption that the risk associated with this PD most appropriately impacted the Initiating Events cornerstone. A 
Region I Senior Reactor Analyst (SRA) determined that there were no probabilistic risk assessment tools currently 
available to adequately assess the risk of a SFP criticality event. Consequently, the inspectors followed the guidance 
in the Phase 1 SDP screening worksheet, Table 3b, Step 6, which states, in part, that where the SDP guidance is not 
adequate to provide reasonable estimates of a finding’s significance, use IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria.”  
 
Using Appendix M, the inspectors identified criteria and associated considerations that supported the overall 
qualitative risk assessment. On April 3, 2012, a Significance and Enforcement Review Panel (SERP) was conducted 
involving staff from Region I, the Office of Nuclear Reactor Regulation, and the Office of Enforcement to discuss the 
significance of this event. The SERP determined the PD and subsequent consequences resulted in a condition of very 
low safety significance (Green), based on an assessment using Appendix M attributes. This finding was also 
determined to have a cross-cutting aspect in the area of Problem Identification and Resolution - Evaluation [P.1(c)]. 
Specifically, Exelon did not properly evaluate a condition adverse to quality for operability in that the 2010 OD did 
not accurately predict the rate of Boraflex degradation and whether the issue challenged current SFP operability [P.1
(c)]. (Section 4OA2)  
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Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Preplanning and Performance of Maintenance/Modifications Resulted in Unavailability of RHR 'B' 
Loop. 
The inspectors identified a Green, self-revealing non-cited violation (NCV) of  
Technical Specification (TS) 5.4.1, “Procedures.” The inspectors determined that  
PBAPS did not properly preplan and perform maintenance/modifications to the Unit 2  
low pressure coolant injection (LPCI) swing bus ‘B’ motor control cabinet (MCC) while  
energized. Specifically, PBAPS did not appropriately consider the potential plant impact  
due to sensitive energized components within the MCC that could be activated and did  
not utilize sufficient physical barriers to prevent such activation. Consequently, on July  
25, 2012, the ‘B’ loop of the residual heat removal (RHR) system was declared  
inoperable and unavailable after workers pulling an electrical cable into the Unit 2  
energized LPCI swing bus ‘B’ MCC inadvertently contacted and actuated the LPCI  
inboard injection valve motor relay. The motor operated valve (MOV) relay actuation  
caused a potential over-thrust event and had the potential to impact the valve’s  
qualification and reliability. PBAPS conducted detailed examinations and diagnostic  
stroke testing on the MOV assembly and concluded that the design limits of the MOV  
assembly were not exceeded.  
 
This finding was more than minor because it was associated with the equipment  
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 undesirable consequences. The inspectors  
determined that this finding was of very low safety significance (Green) because it did  
not represent an actual loss of safety function of a single LPCI train for greater than its  
TS allowed outage time. The inspectors determined that this finding had a cross-cutting  
aspect in the area of Human Performance, work control, because PBAPS did not  
appropriately incorporate risk insights and job site conditions that could impact plant  
structures, systems, and components (SSCs) into its work activities. Specifically,  
PBAPS did not appropriately consider and reduce the potential for an over-thrust event  
on the ‘B’ loop LPCI inboard injection valve MO-2-10-25B when performing work in the  
LPCI swing bus ‘B’ MCC while it was energized. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control to Demonstrate RCIC System Design Basis Start-up Response Time 
The inspectors identified a NCV of very low safety significance of Title 10 Code of 
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Federal Regulation (CFR) 50, Appendix B, Criterion XI, “Test Control,” because Exelon  
conducted unacceptable pre-conditioning of the reactor core isolation cooling (RCIC) system  
during response time testing. The performance deficiency was related to Exelon’s  
surveillance test (ST) procedure which required cold startup of RCIC to reach the rated  
pump discharge pressure and flow rate within 50 seconds. Exelon procedures required a  
72 hour standby period between pump starts to ensure the pump cold start design criteria  
are satisfied without pre-conditioning. On numerous occasions, when the pump design  
parameters were not reached in less than 50 seconds on the first attempt, control room  
operators would routinely perform a second start attempt within a short period of time,  
typically less than one hour, to adjust the RCIC pump controls and attain the design values  
in less than or equal to 50 seconds. Exelon performed an extent of condition review of Units  
2 and 3 RCIC cold start test data to ensure the current pump, valve, and flow results  
satisfied the response time testing requirements. The violation was entered into the  
corrective action program (CAP) as issue report (IR)1364066.  
 
The performance deficiency was more than minor because it was similar to IMC 0612,  
Appendix E, “Examples of Minor Issues,” example 2.a. Specifically, the RCIC cold start ST  
procedure was not implemented adequately to ensure that the RCIC pump design discharge  
pressure and flow were reached within the 50 second requirement on the first attempt. The  
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and  
Characterization of Findings,” and determined the finding was of very low safety significance  
(Green) because all of the mitigating system barrier questions in Table 4.a resulted in a “no”  
response. The finding included a cross-cutting aspect in the area of Work Practices, Human  
Performance component, because Exelon did not effectively communicate expectations  
regarding procedural compliance and personnel following procedures. Specifically, Exelon  
took credit for the Unit 2 ST performed on April 7, 2011, which started and shutdown RCIC  
three times in less than 72 hours to satisfy the response time testing acceptance criteria.  
On January 20, 2011, the same test was performed for Unit 3, when the RCIC system was  
run two times prior to satisfying the acceptance criteria. Exelon did not identify the  
unacceptable pre-conditioning of the RCIC system start-up time for either test because  
personnel did not follow the In-service Testing (IST) Program Corporate Technical Position  
procedure. (Section 1R22) [H.4(b)] 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Emergency Diesel Generator Control Power Circuit Chronic Internal 
Faults 
The inspectors determined that PBAPS did not establish measures to promptly identify and correct a condition adverse 
to the quality related to the emergency diesel generator (EDG) control power circuit. The performance deficiency 
(PD) constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Specifically, measures established to identify and correct chronic control power light socket assembly internal faults 
were inadequate. Consequently, on February 18, 2012, the E-1 EDG local control power station experienced a short 
circuit event during control power indicating light bulb replacement. PBAPS entered into this issue into the corrective 
action program (CAP) via issue report (IR) 1328736.  
 
This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
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IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single EDG train for a duration greater than its Technical Specification (TS) allowed outage time, and 
did not screen as potentially risk significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of problem identification & 
resolution (PI&R), CAP, because PBAPS did not take appropriate corrective actions to address the adverse trend 
associated with chronic EDG control power circuit faults in a timely manner, commensurate with its safety 
significance [P.1(d)]. (Section 1R19)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Residual Heat Removal Heat Exchanger Graphite Gasket Leaks 
The inspectors determined that PBAPS did not promptly identify and correct residual heat removal (RHR) heat 
exchanger (HX) graphoil gasket leaks. The PD constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix 
B, Criterion XVI, "Corrective Action.” Specifically, measures established to identify and correct previous graphoil 
gasket leaks were inadequate to correct the condition adverse to quality. Consequently, on February 16, 2012, the Unit 
2 'C' RHRHX shell cover lower flange graphoil gasket failed during testing, rendering the 'C' RHR subsystem 
inoperable. PBAPS entered this issue into CAP via IR 1327477.  
 
This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single RHR train for greater than its TS allowed outage time, and did not screen as potentially risk 
significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of PI&R, CAP, because PBAPS did 
not thoroughly evaluate previous graphoil gasket failures used  
in RHR HX applications to ensure the resolution addressed the cause and extent of condition [P.1(c)]. (Section 1R19) 
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication 
The inspectors determined that PBAPS’s failure to promptly correct a condition adverse to quality associated with a 
safety-related MOV constituted a Green, self-revealing NCV of 10 CFR, Appendix B, Criterion XVI, “Corrective 
Action.” Specifically, corrective actions to prevent recurrence of MOV program testing failures due to degraded stem 

3Q/2012 Inspection Findings - Peach Bottom 2

Page 4 of 6



lubrication in 2009 were not performed in a timely manner to prevent the inoperability of a safety-related MOV due to 
degraded lubrication, as identified on September 22. [P.1(d)]  
 
10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” states, in part, that measures shall be established to 
assure that conditions adverse to quality are promptly identified and corrected. Contrary to the above, Exelon failed to 
promptly correct a condition adverse to quality associated with degraded stem lubrication on RWCU outboard 
isolation valve MO-3-12-018. Specifically, root cause evaluation 892191-08 required Exelon to change MOV stem 
lubrication from Exxon Nebula EP-1 to MOV Long Life, as a corrective action to prevent recurrence of multiple 
MOV program testing failures due to degraded stem lubrication identified in 2009. As a consequence of Exelon's 
failure to promptly correct this condition adverse to quality, MO-3-12-018 failed diagnostic testing due to degraded 
Exxon Nebula EP-1 stem lubrication on September 22, 2011. Because this finding is of very low safety significance 
and has been entered into Exelon's CAP under IRs 1266600 and 1266604, this violation is being treated as a Green 
NCV consistent with the NRC Enforcement Policy. (NCV 05000277/2011005-01 and NCV 05000278/2011005-01, 
Untimely Corrective Action to Correct MOV Degraded Stem Lubrication)  
 
 
Inspection Report# : 2011005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Establish, Implement, and Maintain Adequate QA for Effluent and Environmental Monitoring 
The inspectors identified a Green finding associated with the failure to establish,  
implement, and maintain adequate quality assurance (QA) program elements in the area Enclosure  
4 of effluent and environmental monitoring as required by Peach Bottom, Units 2 and 3  
Technical Specification (TS), Section 5.4.1. Specifically, Exelon's QA program for  
effluent and environmental monitoring was not sufficient to ensure: 1) that both  
adequate and timely evaluation and assessment of changes described in the Public  
Land Use Census were conducted for purposes of dose validation and sampling  
program modification; 2) that changes in meteorological parameters, used for public  
dose projections and assessment, were promptly and adequately evaluated; and 3) that  
laboratory QA programs for effluent and environmental sample analysis measurement  
systems were adequate and implemented properly. Exelon placed thes_e issues in its  
inp as Action Requests (ARs): 1226969, 1226202,1299543, 1299476,1302720, and  
1303308.  
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The finding is more than minor because it is associated with the Public Radiation Safety  
cornerstone attribute of programs and processes and adversely affected the associated  
cornerstone objective in that failure to establish, implement, and maintain an adequate  
QA program in the effluents and environmental monitoring program area adversely  
affected the licensee's ability to ensure adequate protection of public health and safety.  
The finding was assessed for significance using IMC 0609, Appendix D, and determined  
to be of very tow safety significance (Green) because: the issue was contrary to TSs  
and is a radioactive effluent release program deficiency; there was no indication of a spill  
or release of radioactive material on the licensee's site or to the offsite environs that  
would impact public dose assessment, and there was no substantialfailure to implement  
the radioactive effluent release program. The licensee re-assessed the dose to  
members of the public from routine releases and determined that projected doses did  
not, nor were likely to, exceed applicable limits, including as low as is reasonably  
achievable (ALARA) design specifications of 10 CFR Part 50, Appendix l; or 10 CFR  
20.1301(e). The cause of this finding is related to the cross-cutting area of Human  
Performance, Work Practices, Aspect H.4(b) because the licensee did not ensure  
personnelfollowed procedure compliance requirements activities for effluent and  
environmental monitoring program. (Section 2RS06) tH.4(b)1.  
 
"FIN 2011005-02 had been closed out as NCV 2011005-02 in Inspection Report (IR) 2012003, following the results 
of the Office of Investigation Inspection into this matter documented in IR 2012003, Section 4OA5." 
Inspection Report# : 2011005 (pdf)  
Inspection Report# : 2012003 (pdf)  

Security 

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

Miscellaneous 

Last modified : November 30, 2012 
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Peach Bottom 2 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions Resulted in Spent Fuel Pool Boraflex Degradation Exceeding Design Limits 
The inspectors identified a PD that was determined to be a finding of very low safety significance (Green) involving a 
NCV of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure by PBAPS to take timely 
corrective action to correct a condition adverse to quality and the inability to comply with Design Technical 
Specification (TS) 4.3.1.1.b which requires, in part, that spent fuel pool (SFP) storage racks are designed and 
maintained with keff less than or equal to 0.95. Specifically, although PBAPS was aware of degradation of neutron 
absorbing material (Boraflex) within the SFP storage racks since at least 1996, PBAPS did not take effective measures 
to adequately monitor or manage the degradation to assure sufficient margin to criticality was maintained. Rather, in 
2010, PBAPS deferred corrective actions in the SFPs until 2014 based on an operability determination (OD) that 
concluded sufficient margin would exist until that time. However, the NRC concluded that the OD did not accurately 
project the rate of boron degradation, and used several non-conservative assumptions. In June 2011, after addressing 
the errors in the OD, PBAPS declared 117 spent fuel bundle rack storage cells inoperable since the estimated Boraflex 
degradation indicated that PBAPS had exceeded design TS 4.3.1.1.b.  
 
The PD was more than minor because it was similar to IMC 0612, Appendix E, “Examples  
of Minor Issues,” Example 3.j, which considers that an issue is more than minor if an engineering calculation error 
results in a condition where there is now a reasonable doubt on the operability of a system or component, or if 
significant programmatic deficiencies were identified with the issue that could lead to more significant errors if 
uncorrected.  
 
Using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors 
attempted to evaluate the risk significance of this issue. Applying the guidance in Table 3b, the inspectors made the 
assumption that the risk associated with this PD most appropriately impacted the Initiating Events cornerstone. A 
Region I Senior Reactor Analyst (SRA) determined that there were no probabilistic risk assessment tools currently 
available to adequately assess the risk of a SFP criticality event. Consequently, the inspectors followed the guidance 
in the Phase 1 SDP screening worksheet, Table 3b, Step 6, which states, in part, that where the SDP guidance is not 
adequate to provide reasonable estimates of a finding’s significance, use IMC 0609, Appendix M, “SDP Using 
Qualitative Criteria.”  
 
Using Appendix M, the inspectors identified criteria and associated considerations that supported the overall 
qualitative risk assessment. On April 3, 2012, a Significance and Enforcement Review Panel (SERP) was conducted 
involving staff from Region I, the Office of Nuclear Reactor Regulation, and the Office of Enforcement to discuss the 
significance of this event. The SERP determined the PD and subsequent consequences resulted in a condition of very 
low safety significance (Green), based on an assessment using Appendix M attributes. This finding was also 
determined to have a cross-cutting aspect in the area of Problem Identification and Resolution - Evaluation [P.1(c)]. 
Specifically, Exelon did not properly evaluate a condition adverse to quality for operability in that the 2010 OD did 
not accurately predict the rate of Boraflex degradation and whether the issue challenged current SFP operability [P.1
(c)]. (Section 4OA2)  
 
Inspection Report# : 2012002 (pdf)  
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Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Preplanning and Performance of Maintenance/Modifications Resulted in Unavailability of RHR 'B' 
Loop. 
The inspectors identified a Green, self-revealing non-cited violation (NCV) of  
Technical Specification (TS) 5.4.1, “Procedures.” The inspectors determined that  
PBAPS did not properly preplan and perform maintenance/modifications to the Unit 2  
low pressure coolant injection (LPCI) swing bus ‘B’ motor control cabinet (MCC) while  
energized. Specifically, PBAPS did not appropriately consider the potential plant impact  
due to sensitive energized components within the MCC that could be activated and did  
not utilize sufficient physical barriers to prevent such activation. Consequently, on July  
25, 2012, the ‘B’ loop of the residual heat removal (RHR) system was declared  
inoperable and unavailable after workers pulling an electrical cable into the Unit 2  
energized LPCI swing bus ‘B’ MCC inadvertently contacted and actuated the LPCI  
inboard injection valve motor relay. The motor operated valve (MOV) relay actuation  
caused a potential over-thrust event and had the potential to impact the valve’s  
qualification and reliability. PBAPS conducted detailed examinations and diagnostic  
stroke testing on the MOV assembly and concluded that the design limits of the MOV  
assembly were not exceeded.  
 
This finding was more than minor because it was associated with the equipment  
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 undesirable consequences. The inspectors  
determined that this finding was of very low safety significance (Green) because it did  
not represent an actual loss of safety function of a single LPCI train for greater than its  
TS allowed outage time. The inspectors determined that this finding had a cross-cutting  
aspect in the area of Human Performance, work control, because PBAPS did not  
appropriately incorporate risk insights and job site conditions that could impact plant  
structures, systems, and components (SSCs) into its work activities. Specifically,  
PBAPS did not appropriately consider and reduce the potential for an over-thrust event  
on the ‘B’ loop LPCI inboard injection valve MO-2-10-25B when performing work in the  
LPCI swing bus ‘B’ MCC while it was energized. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control to Demonstrate RCIC System Design Basis Start-up Response Time 
The inspectors identified a NCV of very low safety significance of Title 10 Code of  
Federal Regulation (CFR) 50, Appendix B, Criterion XI, “Test Control,” because Exelon  
conducted unacceptable pre-conditioning of the reactor core isolation cooling (RCIC) system  
during response time testing. The performance deficiency was related to Exelon’s  
surveillance test (ST) procedure which required cold startup of RCIC to reach the rated  
pump discharge pressure and flow rate within 50 seconds. Exelon procedures required a  
72 hour standby period between pump starts to ensure the pump cold start design criteria  
are satisfied without pre-conditioning. On numerous occasions, when the pump design  
parameters were not reached in less than 50 seconds on the first attempt, control room  
operators would routinely perform a second start attempt within a short period of time,  
typically less than one hour, to adjust the RCIC pump controls and attain the design values  
in less than or equal to 50 seconds. Exelon performed an extent of condition review of Units  
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2 and 3 RCIC cold start test data to ensure the current pump, valve, and flow results 
satisfied the response time testing requirements. The violation was entered into the  
corrective action program (CAP) as issue report (IR)1364066.  
 
The performance deficiency was more than minor because it was similar to IMC 0612,  
Appendix E, “Examples of Minor Issues,” example 2.a. Specifically, the RCIC cold start ST  
procedure was not implemented adequately to ensure that the RCIC pump design discharge  
pressure and flow were reached within the 50 second requirement on the first attempt. The  
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and  
Characterization of Findings,” and determined the finding was of very low safety significance  
(Green) because all of the mitigating system barrier questions in Table 4.a resulted in a “no”  
response. The finding included a cross-cutting aspect in the area of Work Practices, Human  
Performance component, because Exelon did not effectively communicate expectations  
regarding procedural compliance and personnel following procedures. Specifically, Exelon  
took credit for the Unit 2 ST performed on April 7, 2011, which started and shutdown RCIC  
three times in less than 72 hours to satisfy the response time testing acceptance criteria.  
On January 20, 2011, the same test was performed for Unit 3, when the RCIC system was  
run two times prior to satisfying the acceptance criteria. Exelon did not identify the  
unacceptable pre-conditioning of the RCIC system start-up time for either test because  
personnel did not follow the In-service Testing (IST) Program Corporate Technical Position  
procedure. (Section 1R22) [H.4(b)] 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action to Address Emergency Diesel Generator Control Power Circuit Chronic Internal 
Faults 
The inspectors determined that PBAPS did not establish measures to promptly identify and correct a condition adverse 
to the quality related to the emergency diesel generator (EDG) control power circuit. The performance deficiency 
(PD) constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action." 
Specifically, measures established to identify and correct chronic control power light socket assembly internal faults 
were inadequate. Consequently, on February 18, 2012, the E-1 EDG local control power station experienced a short 
circuit event during control power indicating light bulb replacement. PBAPS entered into this issue into the corrective 
action program (CAP) via issue report (IR) 1328736.  
 
This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single EDG train for a duration greater than its Technical Specification (TS) allowed outage time, and 
did not screen as potentially risk significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of problem identification & 
resolution (PI&R), CAP, because PBAPS did not take appropriate corrective actions to address the adverse trend 
associated with chronic EDG control power circuit faults in a timely manner, commensurate with its safety 
significance [P.1(d)]. (Section 1R19)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Inadequate Corrective Action to Address Residual Heat Removal Heat Exchanger Graphite Gasket Leaks
The inspectors determined that PBAPS did not promptly identify and correct residual heat removal (RHR) heat 
exchanger (HX) graphoil gasket leaks. The PD constituted a Green, self-revealing NCV of 10 CFR Part 50, Appendix 
B, Criterion XVI, "Corrective Action.” Specifically, measures established to identify and correct previous graphoil 
gasket leaks were inadequate to correct the condition adverse to quality. Consequently, on February 16, 2012, the Unit 
2 'C' RHRHX shell cover lower flange graphoil gasket failed during testing, rendering the 'C' RHR subsystem 
inoperable. PBAPS entered this issue into CAP via IR 1327477.  
 
This finding was more than minor because it was associated with the equipment 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 and prevent undesirable consequences. Using 
IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” the inspectors determined 
that this finding was of very low safety significance (Green) because it did not represent an actual loss of safety 
function for a single RHR train for greater than its TS allowed outage time, and did not screen as potentially risk 
significant due to an external initiating event.  
 
The inspectors determined that this finding had a cross-cutting aspect in the area of PI&R, CAP, because PBAPS did 
not thoroughly evaluate previous graphoil gasket failures used  
in RHR HX applications to ensure the resolution addressed the cause and extent of condition [P.1(c)]. (Section 1R19) 
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
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Peach Bottom 2 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Preplanning and Performance of Maintenance/Modifications Resulted in Unavailability of RHR 'B' 
Loop. 
The inspectors identified a Green, self-revealing non-cited violation (NCV) of  
Technical Specification (TS) 5.4.1, “Procedures.” The inspectors determined that  
PBAPS did not properly preplan and perform maintenance/modifications to the Unit 2  
low pressure coolant injection (LPCI) swing bus ‘B’ motor control cabinet (MCC) while  
energized. Specifically, PBAPS did not appropriately consider the potential plant impact  
due to sensitive energized components within the MCC that could be activated and did  
not utilize sufficient physical barriers to prevent such activation. Consequently, on July  
25, 2012, the ‘B’ loop of the residual heat removal (RHR) system was declared  
inoperable and unavailable after workers pulling an electrical cable into the Unit 2  
energized LPCI swing bus ‘B’ MCC inadvertently contacted and actuated the LPCI  
inboard injection valve motor relay. The motor operated valve (MOV) relay actuation  
caused a potential over-thrust event and had the potential to impact the valve’s  
qualification and reliability. PBAPS conducted detailed examinations and diagnostic  
stroke testing on the MOV assembly and concluded that the design limits of the MOV  
assembly were not exceeded.  
 
This finding was more than minor because it was associated with the equipment  
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 undesirable consequences. The inspectors  
determined that this finding was of very low safety significance (Green) because it did  
not represent an actual loss of safety function of a single LPCI train for greater than its  
TS allowed outage time. The inspectors determined that this finding had a cross-cutting  
aspect in the area of Human Performance, work control, because PBAPS did not  
appropriately incorporate risk insights and job site conditions that could impact plant  
structures, systems, and components (SSCs) into its work activities. Specifically,  
PBAPS did not appropriately consider and reduce the potential for an over-thrust event  
on the ‘B’ loop LPCI inboard injection valve MO-2-10-25B when performing work in the  
LPCI swing bus ‘B’ MCC while it was energized. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  
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Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Test Control to Demonstrate RCIC System Design Basis Start-up Response Time 
The inspectors identified a NCV of very low safety significance of Title 10 Code of  
Federal Regulation (CFR) 50, Appendix B, Criterion XI, “Test Control,” because Exelon  
conducted unacceptable pre-conditioning of the reactor core isolation cooling (RCIC) system  
during response time testing. The performance deficiency was related to Exelon’s  
surveillance test (ST) procedure which required cold startup of RCIC to reach the rated  
pump discharge pressure and flow rate within 50 seconds. Exelon procedures required a  
72 hour standby period between pump starts to ensure the pump cold start design criteria  
are satisfied without pre-conditioning. On numerous occasions, when the pump design  
parameters were not reached in less than 50 seconds on the first attempt, control room  
operators would routinely perform a second start attempt within a short period of time,  
typically less than one hour, to adjust the RCIC pump controls and attain the design values  
in less than or equal to 50 seconds. Exelon performed an extent of condition review of Units  
2 and 3 RCIC cold start test data to ensure the current pump, valve, and flow results  
satisfied the response time testing requirements. The violation was entered into the  
corrective action program (CAP) as issue report (IR)1364066.  
 
The performance deficiency was more than minor because it was similar to IMC 0612,  
Appendix E, “Examples of Minor Issues,” example 2.a. Specifically, the RCIC cold start ST  
procedure was not implemented adequately to ensure that the RCIC pump design discharge  
pressure and flow were reached within the 50 second requirement on the first attempt. The  
inspectors evaluated the finding using IMC 0609, Attachment 4, “Initial Screening and  
Characterization of Findings,” and determined the finding was of very low safety significance  
(Green) because all of the mitigating system barrier questions in Table 4.a resulted in a “no”  
response. The finding included a cross-cutting aspect in the area of Work Practices, Human  
Performance component, because Exelon did not effectively communicate expectations  
regarding procedural compliance and personnel following procedures. Specifically, Exelon  
took credit for the Unit 2 ST performed on April 7, 2011, which started and shutdown RCIC  
three times in less than 72 hours to satisfy the response time testing acceptance criteria.  
On January 20, 2011, the same test was performed for Unit 3, when the RCIC system was  
run two times prior to satisfying the acceptance criteria. Exelon did not identify the  
unacceptable pre-conditioning of the RCIC system start-up time for either test because  
personnel did not follow the In-service Testing (IST) Program Corporate Technical Position  
procedure. (Section 1R22) [H.4(b)] 
Inspection Report# : 2012003 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination in Response to Power Load Unbalance Device Failure 
The inspectors identified a Green finding for PBAPS's failure to follow the operability determination (OD) process 
described in Procedure OP-AA-108-115, “Operability Determinations.” Specifically, on February 24, 2013, between 
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6:15 a.m. and 10:30 a.m., an immediate determination of operability was not made in a timely manner, and was not 
initially documented in accordance with the corrective action process (CAP), following discovery that Unit 2 was 
operating outside of the analyzed limits specified in the core operating limits report (COLR) with the power load 
unbalance (PLU) circuit out of service (OOS). Consequently, operators entered the Unit 2 minimum critical power 
ratio (MCPR) technical specification limiting condition for operation (TS LCO) 3.2.2, Condition A, after exceeding 
the two-hour required action completion time. The inspectors determined that the immediate determination of 
operability was not performed in a matter commensurate with the safety significance of the two-hour LCO required 
action completion time. The inspectors determined that this was not a violation of TSs because subsequent analysis by 
a third party vendor determined that MCPR thermal limits were satisfied between 85 percent and 100 percent reactor 
power with the PLU circuit OOS on Unit 2.  
 
This finding is more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that the physical 
design barriers (fuel cladding) protect the public from radionuclide releases caused by events. Using IMC 0609, 
Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The SDP 
for Findings At-Power,” the inspectors determined that this issue screened to Green, because it was associated only 
with the fuel cladding barrier. The inspectors determined that this finding had a cross-cutting aspect in the area of 
Human Performance, decision-making, because PBAPS did not use conservative assumptions in decision making and 
did not adopt a requirement to demonstrate that the proposed action was safe in order to proceed rather than a 
requirement to demonstrate that it is unsafe in order to disprove the action [H.1(b)]. (Section 1R13)  
 
Inspection Report# : 2013002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Preplanning and Performance of Maintenance/Modifications Resulted in Unavailability of RHR 'B' 
Loop. 
The inspectors identified a Green, self-revealing non-cited violation (NCV) of  
Technical Specification (TS) 5.4.1, “Procedures.” The inspectors determined that  
PBAPS did not properly preplan and perform maintenance/modifications to the Unit 2  
low pressure coolant injection (LPCI) swing bus ‘B’ motor control cabinet (MCC) while  
energized. Specifically, PBAPS did not appropriately consider the potential plant impact  
due to sensitive energized components within the MCC that could be activated and did  
not utilize sufficient physical barriers to prevent such activation. Consequently, on July  
25, 2012, the ‘B’ loop of the residual heat removal (RHR) system was declared  
inoperable and unavailable after workers pulling an electrical cable into the Unit 2  
energized LPCI swing bus ‘B’ MCC inadvertently contacted and actuated the LPCI  
inboard injection valve motor relay. The motor operated valve (MOV) relay actuation  
caused a potential over-thrust event and had the potential to impact the valve’s  
qualification and reliability. PBAPS conducted detailed examinations and diagnostic  
stroke testing on the MOV assembly and concluded that the design limits of the MOV  
assembly were not exceeded.  
 
This finding was more than minor because it was associated with the equipment  
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 undesirable consequences. The inspectors  
determined that this finding was of very low safety significance (Green) because it did  
not represent an actual loss of safety function of a single LPCI train for greater than its  
TS allowed outage time. The inspectors determined that this finding had a cross-cutting  
aspect in the area of Human Performance, work control, because PBAPS did not  
appropriately incorporate risk insights and job site conditions that could impact plant  
structures, systems, and components (SSCs) into its work activities. Specifically,  
PBAPS did not appropriately consider and reduce the potential for an over-thrust event  
on the ‘B’ loop LPCI inboard injection valve MO-2-10-25B when performing work in the  
LPCI swing bus ‘B’ MCC while it was energized. [H.3(a)] (Section 1R13) 
Inspection Report# : 2012004 (pdf)  
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Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination in Response to Power Load Unbalance Device Failure 
The inspectors identified a Green finding for PBAPS's failure to follow the operability determination (OD) process 
described in Procedure OP-AA-108-115, “Operability Determinations.” Specifically, on February 24, 2013, between 
6:15 a.m. and 10:30 a.m., an immediate determination of operability was not made in a timely manner, and was not 
initially documented in accordance with the corrective action process (CAP), following discovery that Unit 2 was 
operating outside of the analyzed limits specified in the core operating limits report (COLR) with the power load 
unbalance (PLU) circuit out of service (OOS). Consequently, operators entered the Unit 2 minimum critical power 
ratio (MCPR) technical specification limiting condition for operation (TS LCO) 3.2.2, Condition A, after exceeding 
the two-hour required action completion time. The inspectors determined that the immediate determination of 
operability was not performed in a matter commensurate with the safety significance of the two-hour LCO required 
action completion time. The inspectors determined that this was not a violation of TSs because subsequent analysis by 
a third party vendor determined that MCPR thermal limits were satisfied between 85 percent and 100 percent reactor 
power with the PLU circuit OOS on Unit 2.  
 
This finding is more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that the physical 
design barriers (fuel cladding) protect the public from radionuclide releases caused by events. Using IMC 0609, 
Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The SDP 
for Findings At-Power,” the inspectors determined that this issue screened to Green, because it was associated only 
with the fuel cladding barrier. The inspectors determined that this finding had a cross-cutting aspect in the area of 
Human Performance, decision-making, because PBAPS did not use conservative assumptions in decision making and 
did not adopt a requirement to demonstrate that the proposed action was safe in order to proceed rather than a 
requirement to demonstrate that it is unsafe in order to disprove the action [H.1(b)]. (Section 1R13)  
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Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Significance: N/A May 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
2013 Problem Identification and Resolution (PI&R) Inspection Summary 
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and in 
general, prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for 
operability and reportability, and performed causal analyses that appropriately considered extent of condition, generic 
issues, and previous occurrences. The inspectors also determined that Exelon implemented corrective actions to 
address the problems identified in the corrective action program in a timely manner.  
 
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to Peach Bottom operations. In addition, based on those items selected for review, the inspectors 
determined that Exelon’s self-assessments and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues, nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
No findings were identified.  
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Peach Bottom 2 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination in Response to Power Load Unbalance Device Failure 
The inspectors identified a Green finding for PBAPS's failure to follow the operability determination (OD) process 
described in Procedure OP-AA-108-115, “Operability Determinations.” Specifically, on February 24, 2013, between 
6:15 a.m. and 10:30 a.m., an immediate determination of operability was not made in a timely manner, and was not 
initially documented in accordance with the corrective action process (CAP), following discovery that Unit 2 was 
operating outside of the analyzed limits specified in the core operating limits report (COLR) with the power load 
unbalance (PLU) circuit out of service (OOS). Consequently, operators entered the Unit 2 minimum critical power 
ratio (MCPR) technical specification limiting condition for operation (TS LCO) 3.2.2, Condition A, after exceeding 
the two-hour required action completion time. The inspectors determined that the immediate determination of 
operability was not performed in a matter commensurate with the safety significance of the two-hour LCO required 
action completion time. The inspectors determined that this was not a violation of TSs because subsequent analysis by 
a third party vendor determined that MCPR thermal limits were satisfied between 85 percent and 100 percent reactor 
power with the PLU circuit OOS on Unit 2.  
 
This finding is more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that the physical 
design barriers (fuel cladding) protect the public from radionuclide releases caused by events. Using IMC 0609, 
Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The SDP 
for Findings At-Power,” the inspectors determined that this issue screened to Green, because it was associated only 
with the fuel cladding barrier. The inspectors determined that this finding had a cross-cutting aspect in the area of 
Human Performance, decision-making, because PBAPS did not use conservative assumptions in decision making and 
did not adopt a requirement to demonstrate that the proposed action was safe in order to proceed rather than a 
requirement to demonstrate that it is unsafe in order to disprove the action [H.1(b)]. (Section 1R13)  
 
Inspection Report# : 2013002 (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 
Significance: N/A May 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
2013 Problem Identification and Resolution (PI&R) Inspection Summary 
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and in 
general, prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for 
operability and reportability, and performed causal analyses that appropriately considered extent of condition, generic 
issues, and previous occurrences. The inspectors also determined that Exelon implemented corrective actions to 
address the problems identified in the corrective action program in a timely manner.  
 
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to Peach Bottom operations. In addition, based on those items selected for review, the inspectors 
determined that Exelon’s self-assessments and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues, nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
No findings were identified.  
 
Inspection Report# : 2013008 (pdf)  
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Peach Bottom 2 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Inadequate Operability Determination in Response to Power Load Unbalance Device Failure 
The inspectors identified a Green finding for PBAPS's failure to follow the operability determination (OD) process 
described in Procedure OP-AA-108-115, “Operability Determinations.” Specifically, on February 24, 2013, between 
6:15 a.m. and 10:30 a.m., an immediate determination of operability was not made in a timely manner, and was not 
initially documented in accordance with the corrective action process (CAP), following discovery that Unit 2 was 
operating outside of the analyzed limits specified in the core operating limits report (COLR) with the power load 
unbalance (PLU) circuit out of service (OOS). Consequently, operators entered the Unit 2 minimum critical power 
ratio (MCPR) technical specification limiting condition for operation (TS LCO) 3.2.2, Condition A, after exceeding 
the two-hour required action completion time. The inspectors determined that the immediate determination of 
operability was not performed in a matter commensurate with the safety significance of the two-hour LCO required 
action completion time. The inspectors determined that this was not a violation of TSs because subsequent analysis by 
a third party vendor determined that MCPR thermal limits were satisfied between 85 percent and 100 percent reactor 
power with the PLU circuit OOS on Unit 2.  
 
This finding is more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective of providing reasonable assurance that the physical 
design barriers (fuel cladding) protect the public from radionuclide releases caused by events. Using IMC 0609, 
Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The SDP 
for Findings At-Power,” the inspectors determined that this issue screened to Green, because it was associated only 
with the fuel cladding barrier. The inspectors determined that this finding had a cross-cutting aspect in the area of 
Human Performance, decision-making, because PBAPS did not use conservative assumptions in decision making and 
did not adopt a requirement to demonstrate that the proposed action was safe in order to proceed rather than a 
requirement to demonstrate that it is unsafe in order to disprove the action [H.1(b)]. (Section 1R13)  
 
Inspection Report# : 2013002 (pdf)  
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Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate EP Procedure Change Management Controls to Ensure Adquate EAL Classification and 
Assessment Capability for Effluent Parameters 
The inspectors identified a Green non-cited violation (NCV) of Title 10 of the Code of Federal Regulation (CFR) 
50.54(q)(2) associated with 50.47(b)(4) because PBAPS failed to control emergency planning (EP) procedure changes 
in a manner that would ensure timely emergency action level (EAL) classification for effluent parameters. On June 
27, 2013, PBAPS issued Revision 27 to EP-AA-1007, “Exelon Nuclear Radiological Emergency Plan Annex for 
PBAPS.” One of the plan changes involved removal of the 'A' ventilation and main stack radiation monitors from 
radiological effluent EAL matrix Table 3-1, and thereby rendered the ‘B’ ventilation and main stack radiation 
monitors as the only means of EAL classification for effluent releases. On July 24, 2013, the inspectors questioned 
shift operations on whether the ability to make timely and accurate EAL classifications was impacted with the ‘B’ 
reactor building (RB) ventilation stack radiation monitor inoperable. Shift operations did not have an immediate 
response, but later in the same shift provided a response to the inspectors that compensatory measures were required 
for degraded EP equipment, and the 'A' ventilation stack radiation monitor was established as a compensatory measure 
for the inoperable 'B' monitor in response to questions by the inspectors. Following the inspector’s questions, PBAPS 
initiated issue report (IR) 1539674 to capture programmatic deficiencies that were revealed as a result of the 
inspector’s questions. PBAPS corrective actions included a revision to the PBAPS Emergency Plan,  
a revision to the EP compensatory measure procedure, issuance of Operations Information Update (OIU) 13-10 to the 
shift managers (SMs) to clarify the purpose of the compensatory measure procedure, and an assignment to incorporate 
the latest revision of the compensatory measure procedure into licensed operator training program curriculum review 
committee (CRC).  
 
This finding was more than minor because it was associated with the procedure quality attribute of the Emergency 
Preparedness cornerstone, and adversely affected the associated cornerstone objective to ensure that the licensee is 
capable of implementing adequate measures to protect the public health and safety in the event of a radiological 
emergency. Using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 
0609, Appendix B, “Emergency Preparedness SDP,” the inspectors determined that this finding was of very low 
safety significance (Green) using Table 5.4.1. Specifically, this finding rendered an EAL ineffective such that an 
unusual event (UE) declaration could be delayed. The inspectors determined that this finding had a cross-cutting 
aspect in the area of Human Performance, Work Control, because PBAPS did not appropriately coordinate work 
activities by incorporating actions to address the impact of work on different job activities, and the need for work 
groups to communicate, coordinate, and cooperate with each other during activities in which interdepartmental 
coordination is necessary to assure plant and human performance [H.3(b)]. Specifically, the impact of a PBAPS 
Emergency Plan Annex revision was not communicated properly or coordinated between the EP department and 
operations department, to assure that shift operations could implement compensatory measures as necessary for 
degraded EP equipment [H.3.(b)]. (Section 1R22)  
 
Inspection Report# : 2013004 (pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: NRC 
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Failure of Conspicuously Post and Lost/Guard a HRA on the Unit 3 Turbine Deck Scaffold. 
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The inspectors identified a NCV of very low safety significance of Technical Specification (TS) 5.7.2 because Exelon 
did not control the access point to a Locked High Radiation Area (LHRA). The performance deficiency (PD) was 
related to not controlling access to a Unit 3 LHRA. The LHRA became accessible when temporary scaffold was built 
on the south shield wall between the electrical generator and the main turbine. On August 19, the inspectors identified 
a permanent ladder from the top of the north side of the shield wall to the turbine deck floor that could allow access to 
the LHRA. Radiation Protection (RP) procedure RP-AA-460, “Controls for High and LHRA,” Revision 24, provides 
guidance for the control of high radiation areas (HRAs). By the procedure definition of accessible area, the area was 
accessible after the scaffold was built, and no tools or other exceptional measures were needed to gain access. The 
violation was entered into Exelon’s corrective action program (CAP) as action request (AR) 01548397.  
 
The PD was more than minor because it is associated with the cornerstone attribute of Program and Process (RP 
controls), and negatively affected the Occupational Radiation Safety cornerstone objective to ensure the adequate 
protection of the worker health and safety from exposure to radiation from radioactive material during routine civilian 
nuclear power operation. There was also an example of this PD in example 6.g. of IMC 0612, Appendix E, “Examples 
of Minor Issues.” This example concludes that the issue is more than minor because actual dose rates in excess of the 
posting requirements existed in the area. LHRAs are required to be posted and controlled properly to avoid 
unnecessary worker exposure. The finding was evaluated using the Occupational Radiation Safety SDP and was 
determined to be of very low safety significance (Green) because it was not related to As Low As is Reasonably 
Achievable (ALARA) planning, it did not involve an overexposure, did not constitute a substantial potential for 
overexposure, and the ability to access dose was not compromised. The finding included a cross-cutting aspect in the 
area of Work Controls, Human Performance component, because Exelon did not appropriately plan the work activities 
and identify the potential job site conditions (radiological hazards) associated with building scaffold next to a LHRA 
wall [H.3.(a)]. (Section 4OA5)  
 
 
Inspection Report# : 2013004 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A May 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
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2013 Problem Identification and Resolution (PI&R) Inspection Summary
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and in 
general, prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for 
operability and reportability, and performed causal analyses that appropriately considered extent of condition, generic 
issues, and previous occurrences. The inspectors also determined that Exelon implemented corrective actions to 
address the problems identified in the corrective action program in a timely manner.  
 
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to Peach Bottom operations. In addition, based on those items selected for review, the inspectors 
determined that Exelon’s self-assessments and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues, nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
No findings were identified.  
 
Inspection Report# : 2013008 (pdf)  
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Peach Bottom 2 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate EP Procedure Change Management Controls to Ensure Adquate EAL Classification and 
Assessment Capability for Effluent Parameters 
The inspectors identified a Green non-cited violation (NCV) of Title 10 of the Code of Federal Regulation (CFR) 
50.54(q)(2) associated with 50.47(b)(4) because PBAPS failed to control emergency planning (EP) procedure changes 
in a manner that would ensure timely emergency action level (EAL) classification for effluent parameters. On June 
27, 2013, PBAPS issued Revision 27 to EP-AA-1007, “Exelon Nuclear Radiological Emergency Plan Annex for 
PBAPS.” One of the plan changes involved removal of the 'A' ventilation and main stack radiation monitors from 
radiological effluent EAL matrix Table 3-1, and thereby rendered the ‘B’ ventilation and main stack radiation 
monitors as the only means of EAL classification for effluent releases. On July 24, 2013, the inspectors questioned 
shift operations on whether the ability to make timely and accurate EAL classifications was impacted with the ‘B’ 
reactor building (RB) ventilation stack radiation monitor inoperable. Shift operations did not have an immediate 
response, but later in the same shift provided a response to the inspectors that compensatory measures were required 
for degraded EP equipment, and the 'A' ventilation stack radiation monitor was established as a compensatory measure 
for the inoperable 'B' monitor in response to questions by the inspectors. Following the inspector’s questions, PBAPS 
initiated issue report (IR) 1539674 to capture programmatic deficiencies that were revealed as a result of the 
inspector’s questions. PBAPS corrective actions included a revision to the PBAPS Emergency Plan,  
a revision to the EP compensatory measure procedure, issuance of Operations Information Update (OIU) 13-10 to the 
shift managers (SMs) to clarify the purpose of the compensatory measure procedure, and an assignment to incorporate 
the latest revision of the compensatory measure procedure into licensed operator training program curriculum review 
committee (CRC).  
 
This finding was more than minor because it was associated with the procedure quality attribute of the Emergency 
Preparedness cornerstone, and adversely affected the associated cornerstone objective to ensure that the licensee is 
capable of implementing adequate measures to protect the public health and safety in the event of a radiological 
emergency. Using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 
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0609, Appendix B, “Emergency Preparedness SDP,” the inspectors determined that this finding was of very low 
safety significance (Green) using Table 5.4.1. Specifically, this finding rendered an EAL ineffective such that an 
unusual event (UE) declaration could be delayed. The inspectors determined that this finding had a cross-cutting 
aspect in the area of Human Performance, Work Control, because PBAPS did not appropriately coordinate work 
activities by incorporating actions to address the impact of work on different job activities, and the need for work 
groups to communicate, coordinate, and cooperate with each other during activities in which interdepartmental 
coordination is necessary to assure plant and human performance [H.3(b)]. Specifically, the impact of a PBAPS 
Emergency Plan Annex revision was not communicated properly or coordinated between the EP department and 
operations department, to assure that shift operations could implement compensatory measures as necessary for 
degraded EP equipment [H.3.(b)]. (Section 1R22)  
 
Inspection Report# : 2013004 (pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Conspicuously Post and Lost/Guard a HRA on the Unit 3 Turbine Deck Scaffold. 
The inspectors identified a NCV of very low safety significance of Technical Specification (TS) 5.7.2 because Exelon 
did not control the access point to a Locked High Radiation Area (LHRA). The performance deficiency (PD) was 
related to not controlling access to a Unit 3 LHRA. The LHRA became accessible when temporary scaffold was built 
on the south shield wall between the electrical generator and the main turbine. On August 19, the inspectors identified 
a permanent ladder from the top of the north side of the shield wall to the turbine deck floor that could allow access to 
the LHRA. Radiation Protection (RP) procedure RP-AA-460, “Controls for High and LHRA,” Revision 24, provides 
guidance for the control of high radiation areas (HRAs). By the procedure definition of accessible area, the area was 
accessible after the scaffold was built, and no tools or other exceptional measures were needed to gain access. The 
violation was entered into Exelon’s corrective action program (CAP) as action request (AR) 01548397.  
 
The PD was more than minor because it is associated with the cornerstone attribute of Program and Process (RP 
controls), and negatively affected the Occupational Radiation Safety cornerstone objective to ensure the adequate 
protection of the worker health and safety from exposure to radiation from radioactive material during routine civilian 
nuclear power operation. There was also an example of this PD in example 6.g. of IMC 0612, Appendix E, “Examples 
of Minor Issues.” This example concludes that the issue is more than minor because actual dose rates in excess of the 
posting requirements existed in the area. LHRAs are required to be posted and controlled properly to avoid 
unnecessary worker exposure. The finding was evaluated using the Occupational Radiation Safety SDP and was 
determined to be of very low safety significance (Green) because it was not related to As Low As is Reasonably 
Achievable (ALARA) planning, it did not involve an overexposure, did not constitute a substantial potential for 
overexposure, and the ability to access dose was not compromised. The finding included a cross-cutting aspect in the 
area of Work Controls, Human Performance component, because Exelon did not appropriately plan the work activities 
and identify the potential job site conditions (radiological hazards) associated with building scaffold next to a LHRA 
wall [H.3.(a)]. (Section 4OA5)  
 
 
Inspection Report# : 2013004 (pdf)  

1Q/2014 Inspection Findings - Peach Bottom 2

Page 2 of 4



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 May 24, 2013 
Identified By: NRC 
Item Type: FIN Finding 
2013 Problem Identification and Resolution (PI&R) Inspection Summary 
The inspectors concluded that Exelon was generally effective in identifying, evaluating, and resolving problems. 
Exelon personnel identified problems, entered them into the corrective action program at a low threshold, and in 
general, prioritized issues commensurate with their safety significance. Exelon appropriately screened issues for 
operability and reportability, and performed causal analyses that appropriately considered extent of condition, generic 
issues, and previous occurrences. The inspectors also determined that Exelon implemented corrective actions to 
address the problems identified in the corrective action program in a timely manner.  
 
The inspectors concluded that Exelon adequately identified, reviewed, and applied relevant industry operating 
experience to Peach Bottom operations. In addition, based on those items selected for review, the inspectors 
determined that Exelon’s self-assessments and audits were thorough.  
 
Based on the interviews the inspectors conducted over the course of the inspection, observations of plant activities, 
and reviews of individual corrective action program and employee concerns program issues, the inspectors did not 
identify any indications that site personnel were unwilling to raise safety issues, nor did they identify any conditions 
that could have had a negative impact on the site’s safety conscious work environment.  
 
No findings were identified.  
 
Inspection Report# : 2013008 (pdf)  

Significance: N/A Mar 31, 2013 
Identified By: NRC 
Item Type: AV Apparent Violation 
Apparent Violation for Exelon Plants - 2 (2009 Findings) 
For apparent violation #2:  
Contrary to the above, on March 31, 2007, and March 31, 2005, Exelon Generation Company, LLC (Exelon) provided 
incomplete and inaccurate information on the status of its decommissioning funding, as required by 10 CFR 50.75 
when it submitted the decommissioning funding status reports. Specifically, the March 31, 2007, and March 31, 2005, 
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decommissioning funding status (DFS) reports contained inaccurate and incomplete information regarding Exelon’s 
compliance with the requirements of 10 CFR 50.75. The reports stated that the amount listed for each of the reactors 
was determined in accordance with 10 CFR 50.75(b) and the applicable formulas of 10 CFR 50.75(c). However, in 
multiple instances, the amount reported was a discounted value that was less than the minimum required amount 
specified by 10 CFR 50.75(b) and (c). The reports were material to the NRC because Exelon under-reported its 
certified decommissioning amounts, and the NRC staff evaluated the status of Exelon’s decommissioning funds based 
on the inaccurate reports. After identifying the inaccurate information, the NRC required parent company guarantees 
before the staff could make its determination that there was reasonable assurance that funds will be available for the 
decommissioning process. 
Inspection Report# : 2012012 (pdf)  
Inspection Report# : 2013201 (pdf)  

Significance: N/A Mar 31, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Apparent Violation for Exelon Plants - 1 (2009 Findings) 
For apparent violation #1:  
Contrary to the above, on March 31, 2009 Exelon Generation Company, LLC (Exelon) provided incomplete and 
inaccurate information on the status of its decommissioning funding, as required by 10 CFR 50.75 when it submitted 
the decommissioning funding status report. Specifically, the March 31, 2009, decommissioning funding status (DFS) 
report contained inaccurate and incomplete information regarding Exelon’s compliance with the requirements of 10 
CFR 50.75. The report stated that the amount listed for each of the reactors was determined in accordance with 10 
CFR 50.75(b) and the applicable formulas of 10 CFR 50.75(c). However, for each of the 23 reactors, the amount 
reported was a discounted value that was less than the minimum required amount specified by 10 CFR 50.75(b) and 
(c). The report was material to the NRC because Exelon under-reported its certified decommissioning amounts by 
approximately $4 billion, and the NRC staff evaluated the status of Exelon’s decommissioning funds based on the 
inaccurate reports. After identifying the inaccurate information, the NRC required parent company guarantees before 
the staff could make its determination that there was reasonable assurance that funds will be available for the 
decommissioning process. 
Inspection Report# : 2012012 (pdf)  
Inspection Report# : 2013201 (pdf)  
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Peach Bottom 2 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Apr 04, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient E2 EDG Loading Calculation Design 
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations  
50, Appendix B, Criterion III, Design Control, for failure to verify and ensure that the emergency  
diesel generators (EDGs) were capable of performing their design safety functions at the limits  
of voltage and frequency allowed by Technical Specifications (TS). Specifically, the existing  
EDG loading calculation permitted the E2 EDG and associated bus to be loaded up to 3100 KW  
at nominal frequency and voltage. At the maximum frequency and voltage values permitted by  
TS, the calculation-allowed maximum load would have exceeded the EDG 30-minute rating limit  
of 3250 KW and potentially damaged the EDG. Immediate corrective actions included  
evaluation of EDG loading for TS maximum voltage and frequency and changing design  
calculation PE-0166 to reduce the maximum permitted E2 EDG load from 3100 kW to 3052 kW  
at nominal voltage and frequency. Exelon entered the issue into their corrective action program  
(issue report 1638255) to evaluate the adequacy of the design and ensure that the allowed  
maximum diesel loading would not exceed the design capabilities of the diesels.  
 
The finding was more than minor because it was associated with the Mitigating Systems  
Cornerstone attribute of design control and adversely affected the cornerstone objective of  
ensuring the availability, reliability, and capability of the emergency diesels to respond to  
initiating events to prevent undesirable consequences. The team evaluated the finding in  
accordance with Inspection Manual Chapter (IMC) 0609, Significance Determination Process,  
Attachment 0609.04, Initial Characterization of Findings, dated June 19, 2012, for the Mitigating  
Systems Cornerstone, and IMC 0609, Appendix A, The Significance Determination Process  
(SDP) for Findings At-Power, dated June 19, 2012. The team determined the finding was of  
very low safety significance because it was a design deficiency confirmed not to result in a loss  
of EDG operability. This team assigned a cross-cutting aspect associated with this finding  
because the performance deficiency continued during the 2012 assessment of WCAP-17308-  
NP and was reflective of current performance. The team determined this finding had a crosscutting  
aspect in the area of Problem Identification and Resolution, Evaluation (PI.2), because  
engineers did not thoroughly evaluate the EDG loading issue and ensure the resolution  
addressed its cause commensurate with the safety significance. Specifically, Exelon relied on  
invalid assumptions to determine the issue was not applicable, and did not thoroughly evaluate  
the technical issue addressed in the WCAP. (Section 1R21.2.1.1) 
Inspection Report# : 2014007 (pdf)  
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Significance:  Apr 04, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Voltage Assumption Used to Verify MOV Capability 
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations  
50, Appendix B, Criterion III, Design Control. Specifically, Exelon did not correctly verify the  
capability of alternating current motor-operated valves (MOVs) at a degraded voltage  
corresponding to the lowest voltage allowed by plant Technical Specification setpoints for the  
degraded grid voltage relays. Exelon initiated issue report 1642720 to evaluate the adequacy of  
their design and determined that 9 out of the 130 alternating current MOV program valves  
required further evaluation. The licensee performed an operability evaluation of the affected  
MOVs, assuming the appropriate voltage, and determined that, although significant design  
margin was lost, all MOVs remained operable.  
 
The finding was more than minor because the finding was associated with the Mitigating  
Systems Cornerstone attribute of design control and adversely affected the cornerstone  
objective of ensuring the capability of the 480 volt alternating current (AC) MOVs to respond to  
initiating events to prevent undesirable consequences. The team determined the finding was of  
very low safety significance because it was a design deficiency confirmed not to result in a loss  
of operability. The team assigned a cross-cutting aspect associated with this finding, because  
the deficient AC MOV operability evaluations were completed in November 2011 and were  
reflective of current performance. The finding had a cross-cutting aspect in the area of Problem  
Identification and Resolution, Evaluation (PI.2), because Exelon did not thoroughly evaluate the  
issue addressed in a previous NCV contained in NRC Inspection Report 2010004, during 2011,  
for PBAPS such that, the resolution addressed causes and extent-of-condition commensurate  
with the safety significance. Specifically, the affected MOVs were not evaluated at the required  
voltage in operability evaluations performed following receipt of a non-cited violation.  
(Section 1R21.2.1.2) 
Inspection Report# : 2014007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate EP Procedure Change Management Controls to Ensure Adquate EAL Classification and 
Assessment Capability for Effluent Parameters 
The inspectors identified a Green non-cited violation (NCV) of Title 10 of the Code of Federal Regulation (CFR) 
50.54(q)(2) associated with 50.47(b)(4) because PBAPS failed to control emergency planning (EP) procedure changes 
in a manner that would ensure timely emergency action level (EAL) classification for effluent parameters. On June 
27, 2013, PBAPS issued Revision 27 to EP-AA-1007, “Exelon Nuclear Radiological Emergency Plan Annex for 
PBAPS.” One of the plan changes involved removal of the 'A' ventilation and main stack radiation monitors from 
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radiological effluent EAL matrix Table 3-1, and thereby rendered the ‘B’ ventilation and main stack radiation 
monitors as the only means of EAL classification for effluent releases. On July 24, 2013, the inspectors questioned 
shift operations on whether the ability to make timely and accurate EAL classifications was impacted with the ‘B’ 
reactor building (RB) ventilation stack radiation monitor inoperable. Shift operations did not have an immediate 
response, but later in the same shift provided a response to the inspectors that compensatory measures were required 
for degraded EP equipment, and the 'A' ventilation stack radiation monitor was established as a compensatory measure 
for the inoperable 'B' monitor in response to questions by the inspectors. Following the inspector’s questions, PBAPS 
initiated issue report (IR) 1539674 to capture programmatic deficiencies that were revealed as a result of the 
inspector’s questions. PBAPS corrective actions included a revision to the PBAPS Emergency Plan,  
a revision to the EP compensatory measure procedure, issuance of Operations Information Update (OIU) 13-10 to the 
shift managers (SMs) to clarify the purpose of the compensatory measure procedure, and an assignment to incorporate 
the latest revision of the compensatory measure procedure into licensed operator training program curriculum review 
committee (CRC).  
 
This finding was more than minor because it was associated with the procedure quality attribute of the Emergency 
Preparedness cornerstone, and adversely affected the associated cornerstone objective to ensure that the licensee is 
capable of implementing adequate measures to protect the public health and safety in the event of a radiological 
emergency. Using IMC 0609, Attachment 4, “Phase 1 – Initial Screening and Characterization of Findings,” and IMC 
0609, Appendix B, “Emergency Preparedness SDP,” the inspectors determined that this finding was of very low 
safety significance (Green) using Table 5.4.1. Specifically, this finding rendered an EAL ineffective such that an 
unusual event (UE) declaration could be delayed. The inspectors determined that this finding had a cross-cutting 
aspect in the area of Human Performance, Work Control, because PBAPS did not appropriately coordinate work 
activities by incorporating actions to address the impact of work on different job activities, and the need for work 
groups to communicate, coordinate, and cooperate with each other during activities in which interdepartmental 
coordination is necessary to assure plant and human performance [H.3(b)]. Specifically, the impact of a PBAPS 
Emergency Plan Annex revision was not communicated properly or coordinated between the EP department and 
operations department, to assure that shift operations could implement compensatory measures as necessary for 
degraded EP equipment [H.3.(b)]. (Section 1R22)  
 
Inspection Report# : 2013004 (pdf)  

Occupational Radiation Safety 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of Conspicuously Post and Lost/Guard a HRA on the Unit 3 Turbine Deck Scaffold. 
The inspectors identified a NCV of very low safety significance of Technical Specification (TS) 5.7.2 because Exelon 
did not control the access point to a Locked High Radiation Area (LHRA). The performance deficiency (PD) was 
related to not controlling access to a Unit 3 LHRA. The LHRA became accessible when temporary scaffold was built 
on the south shield wall between the electrical generator and the main turbine. On August 19, the inspectors identified 
a permanent ladder from the top of the north side of the shield wall to the turbine deck floor that could allow access to 
the LHRA. Radiation Protection (RP) procedure RP-AA-460, “Controls for High and LHRA,” Revision 24, provides 
guidance for the control of high radiation areas (HRAs). By the procedure definition of accessible area, the area was 
accessible after the scaffold was built, and no tools or other exceptional measures were needed to gain access. The 
violation was entered into Exelon’s corrective action program (CAP) as action request (AR) 01548397.  
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The PD was more than minor because it is associated with the cornerstone attribute of Program and Process (RP 
controls), and negatively affected the Occupational Radiation Safety cornerstone objective to ensure the adequate 
protection of the worker health and safety from exposure to radiation from radioactive material during routine civilian 
nuclear power operation. There was also an example of this PD in example 6.g. of IMC 0612, Appendix E, “Examples 
of Minor Issues.” This example concludes that the issue is more than minor because actual dose rates in excess of the 
posting requirements existed in the area. LHRAs are required to be posted and controlled properly to avoid 
unnecessary worker exposure. The finding was evaluated using the Occupational Radiation Safety SDP and was 
determined to be of very low safety significance (Green) because it was not related to As Low As is Reasonably 
Achievable (ALARA) planning, it did not involve an overexposure, did not constitute a substantial potential for 
overexposure, and the ability to access dose was not compromised. The finding included a cross-cutting aspect in the 
area of Work Controls, Human Performance component, because Exelon did not appropriately plan the work activities 
and identify the potential job site conditions (radiological hazards) associated with building scaffold next to a LHRA 
wall [H.3.(a)]. (Section 4OA5)  
 
 
Inspection Report# : 2013004 (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, 2014 
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Peach Bottom 2 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Corrective Actions Not Timely for EOC of Appendix R Broken Wires 
The inspectors identified a Green non-cited violation (NCV) of the PBAPS Units 2 and 3 operating licenses, Section 
2.C.4, “Fire Protection,” because Exelon did not have the ability to implement all provisions of their approved Fire 
Protection Program as described in the Updated Final Safety Analysis Report (UFSAR). Specifically, UFSAR Section 
5.2.2, Appendix R, “Shutdown Method D,” was found degraded due to the loss of the alternate 125 volts direct current 
(Vdc) control power to both E-2 and E-4 alternate shutdown panels. The alternate 125 Vdc power was found degraded 
during a planned inspection due to broken electrical wires located in the safety-related E-23 4.16 kilovolt (kV) breaker 
cubicle associated with the E-2 alternate shutdown panel. The extent-of-condition (EOC) corrective actions were not 
timely to identify and correct similar broken wires in the E-43 4.16 kV breaker cubicle associated with the E-4 
alternate shutdown panel. PBAPS entered the following issue reports (IRs) into their corrective action program 
(CAP): IR 01629839, 01656255, 01662555, and 01662767. Exelon completed repairs of the broken wires in both 
electrical breaker cubicles.  
 
The finding is more than minor because it is associated with the external events (fire) attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, following a 
postulated control room abandonment fire, the analyzed normal method was unavailable for closing three 4 kV circuit 
breakers locally with the switchgear mounted switch. Using IMC 0609, Appendix F, “Fire Protection SDP,” the 
Region I Senior Reactor Analyst (SRA) determined per Figure F.1, “Phase 1 Flow Chart,” and associated screening 
criteria that this finding is  
of very low safety significance (Green). The inspectors determined that this finding had  
a cross-cutting aspect in the area of Problem Identification and Resolution (PI&R), Evaluation, because Exelon did 
not complete the EOC action in a timely manner commensurate with its safety significance. Specifically, the decision 
to implement corrective actions to address the EOC two months after the identification of the first breaker cubicle 
broken wire was not timely and commensurate with its safety significance. Additionally, the condition potentially 
existed for a longer period of time, but was not identified by established maintenance procedures. Even though the E-
43 4.16 kV breaker wires could be checked without affecting the operability or availability of the E-4 emergency 
diesel generator (EDG), Exelon decided to perform the E-43 4.16 kV EDG breaker cubicle inspection during a future 
scheduled overhaul. Exelon’s corrective action procedure defines an “immediate” EOC concern when, as in this case, 
a work group evaluation (WGE) is required. [P.2 PI&R, Evaluation]  
 
 
Inspection Report# : 2014004 (pdf)  
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Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Scaffold Obstructs 'A' RHR Discharge Check Valve 
A self-revealing finding was identified involving an NCV of very low safety significance (Green) for Technical 
Specification (TS) 5.4.1 “Procedures,” because Exelon did not correctly implement procedure MA-MA-796-024-
1001, Revision 8, “Scaffold Criteria for the Mid-Atlantic Stations.” In addition, work order (WO) C0244158, 
“Open/Close CHK-2-10-48A for OPS Torus Support,” instructions were not implemented as written to remove a gag 
(i.e., eyebolt) on the Unit 2 ‘A’ residual heat removal (RHR) pump discharge check valve, CHK-2-10-48A, following 
restoration of the 2 ‘A’ RHR system after a September 16, 2012, maintenance and fill activity. By not implementing 
these procedures and instructions, the eyebolt prevented full closure of CHK-2-10-48A after the 2 ‘A’ RHR pump was 
secured. Exelon entered these issues into their CAP as IR 1680741, IR 1690648, and action request (AR) 02387793. 
Exelon removed the eyebolt and scaffold midrail to prevent any obstruction of movement on CHK-2-10-48A.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance in the area of reliability and availability of the 2 ‘A’ RHR train. Specifically, due to the stuck open check 
valve during a postulated loss of coolant accident (LOCA)/loss of offsite power (LOOP) scenario, voiding could occur 
and create a potential water hammer resulting in pipe support damage. This finding was determined to be of very low 
safety significance (Green) using IMC 0609, Appendix A, Exhibit 2, because the finding did not represent a loss of 
system function, did not represent a loss of a single train for greater than its allowed TS outage time, and did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event. Additionally, the inspectors determined that the function of 2 ‘A’ RHR remained 
available because RHR piping would remain intact and containment cooling would not have been lost during the 
postulated water hammer scenario. The finding has a cross-cutting aspect in Human Performance, Work Management, 
because in the case of the erected scaffold, Exelon did not plan, control, and execute work activities such that nuclear 
safety was the overriding priority. Specifically, the work process did not coordinate effectively with different groups 
(i.e., operations, engineering, scaffold builders, and maintenance) and job activities to identify and preclude the 
scaffold from obstructing an eyebolt attached to the swing arm of the 2 ‘A’ RHR pump discharge check valve. [H.5 
Human Performance, Work Management]  
 
 
Inspection Report# : 2014004 (pdf)  

Significance:  Apr 04, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient E2 EDG Loading Calculation Design 
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations  
50, Appendix B, Criterion III, Design Control, for failure to verify and ensure that the emergency  
diesel generators (EDGs) were capable of performing their design safety functions at the limits  
of voltage and frequency allowed by Technical Specifications (TS). Specifically, the existing  
EDG loading calculation permitted the E2 EDG and associated bus to be loaded up to 3100 KW  
at nominal frequency and voltage. At the maximum frequency and voltage values permitted by  
TS, the calculation-allowed maximum load would have exceeded the EDG 30-minute rating limit  
of 3250 KW and potentially damaged the EDG. Immediate corrective actions included  
evaluation of EDG loading for TS maximum voltage and frequency and changing design  
calculation PE-0166 to reduce the maximum permitted E2 EDG load from 3100 kW to 3052 kW  
at nominal voltage and frequency. Exelon entered the issue into their corrective action program  
(issue report 1638255) to evaluate the adequacy of the design and ensure that the allowed  
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maximum diesel loading would not exceed the design capabilities of the diesels. 
 
The finding was more than minor because it was associated with the Mitigating Systems  
Cornerstone attribute of design control and adversely affected the cornerstone objective of  
ensuring the availability, reliability, and capability of the emergency diesels to respond to  
initiating events to prevent undesirable consequences. The team evaluated the finding in  
accordance with Inspection Manual Chapter (IMC) 0609, Significance Determination Process,  
Attachment 0609.04, Initial Characterization of Findings, dated June 19, 2012, for the Mitigating  
Systems Cornerstone, and IMC 0609, Appendix A, The Significance Determination Process  
(SDP) for Findings At-Power, dated June 19, 2012. The team determined the finding was of  
very low safety significance because it was a design deficiency confirmed not to result in a loss  
of EDG operability. This team assigned a cross-cutting aspect associated with this finding  
because the performance deficiency continued during the 2012 assessment of WCAP-17308-  
NP and was reflective of current performance. The team determined this finding had a crosscutting  
aspect in the area of Problem Identification and Resolution, Evaluation (PI.2), because  
engineers did not thoroughly evaluate the EDG loading issue and ensure the resolution  
addressed its cause commensurate with the safety significance. Specifically, Exelon relied on  
invalid assumptions to determine the issue was not applicable, and did not thoroughly evaluate  
the technical issue addressed in the WCAP. (Section 1R21.2.1.1) 
Inspection Report# : 2014007 (pdf)  

Significance:  Apr 04, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Voltage Assumption Used to Verify MOV Capability 
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations  
50, Appendix B, Criterion III, Design Control. Specifically, Exelon did not correctly verify the  
capability of alternating current motor-operated valves (MOVs) at a degraded voltage  
corresponding to the lowest voltage allowed by plant Technical Specification setpoints for the  
degraded grid voltage relays. Exelon initiated issue report 1642720 to evaluate the adequacy of  
their design and determined that 9 out of the 130 alternating current MOV program valves  
required further evaluation. The licensee performed an operability evaluation of the affected  
MOVs, assuming the appropriate voltage, and determined that, although significant design  
margin was lost, all MOVs remained operable.  
 
The finding was more than minor because the finding was associated with the Mitigating  
Systems Cornerstone attribute of design control and adversely affected the cornerstone  
objective of ensuring the capability of the 480 volt alternating current (AC) MOVs to respond to  
initiating events to prevent undesirable consequences. The team determined the finding was of  
very low safety significance because it was a design deficiency confirmed not to result in a loss  
of operability. The team assigned a cross-cutting aspect associated with this finding, because  
the deficient AC MOV operability evaluations were completed in November 2011 and were  
reflective of current performance. The finding had a cross-cutting aspect in the area of Problem  
Identification and Resolution, Evaluation (PI.2), because Exelon did not thoroughly evaluate the  
issue addressed in a previous NCV contained in NRC Inspection Report 2010004, during 2011,  
for PBAPS such that, the resolution addressed causes and extent-of-condition commensurate  
with the safety significance. Specifically, the affected MOVs were not evaluated at the required  
voltage in operability evaluations performed following receipt of a non-cited violation.  
(Section 1R21.2.1.2) 
Inspection Report# : 2014007 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evacuation Time Estimate Submittals 
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.54(q)(2), 10 CFR 
50.47(b)(10), and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the PBAPS, 
Units 2 and 3, Emergency Plan. The station did not provide the evacuation time estimate (ETE) to the responsible 
offsite response organizations (OROs) by the required date. Exelon entered this issue into its CAP as IR 1525923 and 
IR 1578649. Additionally, Exelon re-submitted a new revision of the Peach Bottom ETE to the NRC on May 2, 2014. 
 
The performance deficiency is more than minor because it is associated with the Emergency Preparedness cornerstone 
attribute of procedure quality and it adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was determined to be of very low safety significance (Green) because it was a failure to 
comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The cause of the finding is related to the cross-
cutting element of Human Performance, Documentation, because Exelon did not appropriately create and maintain 
complete, accurate and, up-to-date documentation [H.7 Human Performance, Documentation] (Section 1EP5)  
 
 
Inspection Report# : 2014004 (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. 
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Peach Bottom 2 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Corrective Actions Not Timely for EOC of Appendix R Broken Wires 
The inspectors identified a Green non-cited violation (NCV) of the PBAPS Units 2 and 3 operating licenses, Section 
2.C.4, “Fire Protection,” because Exelon did not have the ability to implement all provisions of their approved Fire 
Protection Program as described in the Updated Final Safety Analysis Report (UFSAR). Specifically, UFSAR Section 
5.2.2, Appendix R, “Shutdown Method D,” was found degraded due to the loss of the alternate 125 volts direct current 
(Vdc) control power to both E-2 and E-4 alternate shutdown panels. The alternate 125 Vdc power was found degraded 
during a planned inspection due to broken electrical wires located in the safety-related E-23 4.16 kilovolt (kV) breaker 
cubicle associated with the E-2 alternate shutdown panel. The extent-of-condition (EOC) corrective actions were not 
timely to identify and correct similar broken wires in the E-43 4.16 kV breaker cubicle associated with the E-4 
alternate shutdown panel. PBAPS entered the following issue reports (IRs) into their corrective action program 
(CAP): IR 01629839, 01656255, 01662555, and 01662767. Exelon completed repairs of the broken wires in both 
electrical breaker cubicles.  
 
The finding is more than minor because it is associated with the external events (fire) attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, following a 
postulated control room abandonment fire, the analyzed normal method was unavailable for closing three 4 kV circuit 
breakers locally with the switchgear mounted switch. Using IMC 0609, Appendix F, “Fire Protection SDP,” the 
Region I Senior Reactor Analyst (SRA) determined per Figure F.1, “Phase 1 Flow Chart,” and associated screening 
criteria that this finding is  
of very low safety significance (Green). The inspectors determined that this finding had  
a cross-cutting aspect in the area of Problem Identification and Resolution (PI&R), Evaluation, because Exelon did 
not complete the EOC action in a timely manner commensurate with its safety significance. Specifically, the decision 
to implement corrective actions to address the EOC two months after the identification of the first breaker cubicle 
broken wire was not timely and commensurate with its safety significance. Additionally, the condition potentially 
existed for a longer period of time, but was not identified by established maintenance procedures. Even though the E-
43 4.16 kV breaker wires could be checked without affecting the operability or availability of the E-4 emergency 
diesel generator (EDG), Exelon decided to perform the E-43 4.16 kV EDG breaker cubicle inspection during a future 
scheduled overhaul. Exelon’s corrective action procedure defines an “immediate” EOC concern when, as in this case, 
a work group evaluation (WGE) is required. [P.2 PI&R, Evaluation]  
 
 
Inspection Report# : 2014004 (pdf)  

4Q/2014 Inspection Findings - Peach Bottom 2

Page 1 of 5



Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Scaffold Obstructs 'A' RHR Discharge Check Valve 
A self-revealing finding was identified involving an NCV of very low safety significance (Green) for Technical 
Specification (TS) 5.4.1 “Procedures,” because Exelon did not correctly implement procedure MA-MA-796-024-
1001, Revision 8, “Scaffold Criteria for the Mid-Atlantic Stations.” In addition, work order (WO) C0244158, 
“Open/Close CHK-2-10-48A for OPS Torus Support,” instructions were not implemented as written to remove a gag 
(i.e., eyebolt) on the Unit 2 ‘A’ residual heat removal (RHR) pump discharge check valve, CHK-2-10-48A, following 
restoration of the 2 ‘A’ RHR system after a September 16, 2012, maintenance and fill activity. By not implementing 
these procedures and instructions, the eyebolt prevented full closure of CHK-2-10-48A after the 2 ‘A’ RHR pump was 
secured. Exelon entered these issues into their CAP as IR 1680741, IR 1690648, and action request (AR) 02387793. 
Exelon removed the eyebolt and scaffold midrail to prevent any obstruction of movement on CHK-2-10-48A.  
 
The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance in the area of reliability and availability of the 2 ‘A’ RHR train. Specifically, due to the stuck open check 
valve during a postulated loss of coolant accident (LOCA)/loss of offsite power (LOOP) scenario, voiding could occur 
and create a potential water hammer resulting in pipe support damage. This finding was determined to be of very low 
safety significance (Green) using IMC 0609, Appendix A, Exhibit 2, because the finding did not represent a loss of 
system function, did not represent a loss of a single train for greater than its allowed TS outage time, and did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event. Additionally, the inspectors determined that the function of 2 ‘A’ RHR remained 
available because RHR piping would remain intact and containment cooling would not have been lost during the 
postulated water hammer scenario. The finding has a cross-cutting aspect in Human Performance, Work Management, 
because in the case of the erected scaffold, Exelon did not plan, control, and execute work activities such that nuclear 
safety was the overriding priority. Specifically, the work process did not coordinate effectively with different groups 
(i.e., operations, engineering, scaffold builders, and maintenance) and job activities to identify and preclude the 
scaffold from obstructing an eyebolt attached to the swing arm of the 2 ‘A’ RHR pump discharge check valve. [H.5 
Human Performance, Work Management]  
 
 
Inspection Report# : 2014004 (pdf)  

Significance:  Apr 04, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient E2 EDG Loading Calculation Design 
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations  
50, Appendix B, Criterion III, Design Control, for failure to verify and ensure that the emergency  
diesel generators (EDGs) were capable of performing their design safety functions at the limits  
of voltage and frequency allowed by Technical Specifications (TS). Specifically, the existing  
EDG loading calculation permitted the E2 EDG and associated bus to be loaded up to 3100 KW  
at nominal frequency and voltage. At the maximum frequency and voltage values permitted by  
TS, the calculation-allowed maximum load would have exceeded the EDG 30-minute rating limit  
of 3250 KW and potentially damaged the EDG. Immediate corrective actions included  
evaluation of EDG loading for TS maximum voltage and frequency and changing design  
calculation PE-0166 to reduce the maximum permitted E2 EDG load from 3100 kW to 3052 kW  
at nominal voltage and frequency. Exelon entered the issue into their corrective action program  
(issue report 1638255) to evaluate the adequacy of the design and ensure that the allowed  
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maximum diesel loading would not exceed the design capabilities of the diesels. 
 
The finding was more than minor because it was associated with the Mitigating Systems  
Cornerstone attribute of design control and adversely affected the cornerstone objective of  
ensuring the availability, reliability, and capability of the emergency diesels to respond to  
initiating events to prevent undesirable consequences. The team evaluated the finding in  
accordance with Inspection Manual Chapter (IMC) 0609, Significance Determination Process,  
Attachment 0609.04, Initial Characterization of Findings, dated June 19, 2012, for the Mitigating  
Systems Cornerstone, and IMC 0609, Appendix A, The Significance Determination Process  
(SDP) for Findings At-Power, dated June 19, 2012. The team determined the finding was of  
very low safety significance because it was a design deficiency confirmed not to result in a loss  
of EDG operability. This team assigned a cross-cutting aspect associated with this finding  
because the performance deficiency continued during the 2012 assessment of WCAP-17308-  
NP and was reflective of current performance. The team determined this finding had a crosscutting  
aspect in the area of Problem Identification and Resolution, Evaluation (PI.2), because  
engineers did not thoroughly evaluate the EDG loading issue and ensure the resolution  
addressed its cause commensurate with the safety significance. Specifically, Exelon relied on  
invalid assumptions to determine the issue was not applicable, and did not thoroughly evaluate  
the technical issue addressed in the WCAP. (Section 1R21.2.1.1) 
Inspection Report# : 2014007 (pdf)  

Significance:  Apr 04, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Voltage Assumption Used to Verify MOV Capability 
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations  
50, Appendix B, Criterion III, Design Control. Specifically, Exelon did not correctly verify the  
capability of alternating current motor-operated valves (MOVs) at a degraded voltage  
corresponding to the lowest voltage allowed by plant Technical Specification setpoints for the  
degraded grid voltage relays. Exelon initiated issue report 1642720 to evaluate the adequacy of  
their design and determined that 9 out of the 130 alternating current MOV program valves  
required further evaluation. The licensee performed an operability evaluation of the affected  
MOVs, assuming the appropriate voltage, and determined that, although significant design  
margin was lost, all MOVs remained operable.  
 
The finding was more than minor because the finding was associated with the Mitigating  
Systems Cornerstone attribute of design control and adversely affected the cornerstone  
objective of ensuring the capability of the 480 volt alternating current (AC) MOVs to respond to  
initiating events to prevent undesirable consequences. The team determined the finding was of  
very low safety significance because it was a design deficiency confirmed not to result in a loss  
of operability. The team assigned a cross-cutting aspect associated with this finding, because  
the deficient AC MOV operability evaluations were completed in November 2011 and were  
reflective of current performance. The finding had a cross-cutting aspect in the area of Problem  
Identification and Resolution, Evaluation (PI.2), because Exelon did not thoroughly evaluate the  
issue addressed in a previous NCV contained in NRC Inspection Report 2010004, during 2011,  
for PBAPS such that, the resolution addressed causes and extent-of-condition commensurate  
with the safety significance. Specifically, the affected MOVs were not evaluated at the required  
voltage in operability evaluations performed following receipt of a non-cited violation.  
(Section 1R21.2.1.2) 
Inspection Report# : 2014007 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Evacuation Time Estimate Submittals 
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.54(q)(2), 10 CFR 
50.47(b)(10), and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the PBAPS, 
Units 2 and 3, Emergency Plan. The station did not provide the evacuation time estimate (ETE) to the responsible 
offsite response organizations (OROs) by the required date. Exelon entered this issue into its CAP as IR 1525923 and 
IR 1578649. Additionally, Exelon re-submitted a new revision of the Peach Bottom ETE to the NRC on May 2, 2014. 
 
The performance deficiency is more than minor because it is associated with the Emergency Preparedness cornerstone 
attribute of procedure quality and it adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was determined to be of very low safety significance (Green) because it was a failure to 
comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The cause of the finding is related to the cross-
cutting element of Human Performance, Documentation, because Exelon did not appropriately create and maintain 
complete, accurate and, up-to-date documentation [H.7 Human Performance, Documentation] (Section 1EP5)  
 
 
Inspection Report# : 2014004 (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. 

4Q/2014 Inspection Findings - Peach Bottom 2

Page 4 of 5



Miscellaneous 
Last modified : February 26, 2015 

4Q/2014 Inspection Findings - Peach Bottom 2

Page 5 of 5



Peach Bottom 2
1Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Flood Detection Level Switches into Maintenance Rule 
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 Exelon did not 
include certain flood indication functions into the scope of the maintenance rule (MR). Specifically, level switches 
used to indicate flood levels in the Unit 2 and Unit 3 emergency core cooling system (ECCS) rooms were not included 
in the scope of the MR as required by 10 CFR 50.65 (b)(2)(i) as non-safety related components that are used in plant 
emergency operating procedures (EOPs). PBAPS entered the issue into their corrective action program (CAP) as issue 
reports (IRs) 02433897 and 02437502 and scoped the level switches into the MR. 

The finding is determined to be more than minor because it is associated with the protection against external factors 
attribute of the Mitigating Systems cornerstone and affected the cornerstone’s objective to ensure the reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In the case of this 
finding, monitoring of components that provide alarm indication to operators during a flood hazard were not 
incorporated into the MR. The inspectors also reviewed IMC 0612, Appendix E, “Examples of Minor Issues,” and 
determined the issue was similar to example 7.d; in that, flood detection was not within the scope of the MR and that 
one of the flood detectors had experienced performance problems during preventive maintenance (PM) testing . The 
inspectors conducted a Phase 1 screening in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings,” 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 an actual loss of system safety function, did 
not represent an actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, and did not screen as risk significant due to external initiating events. The inspectors determined that the 
finding had a cross-cutting aspect in the area of Human Performance, Change Management because PBAPS did not 
use a systematic process for evaluating and implementing a change. Specifically, during PBAPS’s MR database 
update and monitoring criteria development for new functions, PBAPS did not ensure that certain level switches that 
provide alarms for flooding used in plant EOPs were scoped into the MR despite identifying that it was required. 
[H.3] (Section 1R12) 

Inspection Report# : 2015001 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Corrective Actions Not Timely for EOC of Appendix R Broken Wires
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The inspectors identified a Green non-cited violation (NCV) of the PBAPS Units 2 and 3 operating licenses, Section 
2.C.4, “Fire Protection,” because Exelon did not have the ability to implement all provisions of their approved Fire 
Protection Program as described in the Updated Final Safety Analysis Report (UFSAR). Specifically, UFSAR Section 
5.2.2, Appendix R, “Shutdown Method D,” was found degraded due to the loss of the alternate 125 volts direct current 
(Vdc) control power to both E-2 and E-4 alternate shutdown panels. The alternate 125 Vdc power was found degraded 
during a planned inspection due to broken electrical wires located in the safety-related E-23 4.16 kilovolt (kV) breaker 
cubicle associated with the E-2 alternate shutdown panel. The extent-of-condition (EOC) corrective actions were not 
timely to identify and correct similar broken wires in the E-43 4.16 kV breaker cubicle associated with the E-4 
alternate shutdown panel. PBAPS entered the following issue reports (IRs) into their corrective action program 
(CAP): IR 01629839, 01656255, 01662555, and 01662767. Exelon completed repairs of the broken wires in both 
electrical breaker cubicles. 

The finding is more than minor because it is associated with the external events (fire) attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, following a 
postulated control room abandonment fire, the analyzed normal method was unavailable for closing three 4 kV circuit 
breakers locally with the switchgear mounted switch. Using IMC 0609, Appendix F, “Fire Protection SDP,” the 
Region I Senior Reactor Analyst (SRA) determined per Figure F.1, “Phase 1 Flow Chart,” and associated screening 
criteria that this finding is 
of very low safety significance (Green). The inspectors determined that this finding had 
a cross-cutting aspect in the area of Problem Identification and Resolution (PI&R), Evaluation, because Exelon did 
not complete the EOC action in a timely manner commensurate with its safety significance. Specifically, the decision 
to implement corrective actions to address the EOC two months after the identification of the first breaker cubicle 
broken wire was not timely and commensurate with its safety significance. Additionally, the condition potentially 
existed for a longer period of time, but was not identified by established maintenance procedures. Even though the E-
43 4.16 kV breaker wires could be checked without affecting the operability or availability of the E-4 emergency 
diesel generator (EDG), Exelon decided to perform the E-43 4.16 kV EDG breaker cubicle inspection during a future 
scheduled overhaul. Exelon’s corrective action procedure defines an “immediate” EOC concern when, as in this case, 
a work group evaluation (WGE) is required. [P.2 PI&R, Evaluation] 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Scaffold Obstructs 'A' RHR Discharge Check Valve
A self-revealing finding was identified involving an NCV of very low safety significance (Green) for Technical 
Specification (TS) 5.4.1 “Procedures,” because Exelon did not correctly implement procedure MA-MA-796-024-
1001, Revision 8, “Scaffold Criteria for the Mid-Atlantic Stations.” In addition, work order (WO) C0244158, 
“Open/Close CHK-2-10-48A for OPS Torus Support,” instructions were not implemented as written to remove a gag 
(i.e., eyebolt) on the Unit 2 ‘A’ residual heat removal (RHR) pump discharge check valve, CHK-2-10-48A, following 
restoration of the 2 ‘A’ RHR system after a September 16, 2012, maintenance and fill activity. By not implementing 
these procedures and instructions, the eyebolt prevented full closure of CHK-2-10-48A after the 2 ‘A’ RHR pump was 
secured. Exelon entered these issues into their CAP as IR 1680741, IR 1690648, and action request (AR) 02387793. 
Exelon removed the eyebolt and scaffold midrail to prevent any obstruction of movement on CHK-2-10-48A. 

The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance in the area of reliability and availability of the 2 ‘A’ RHR train. Specifically, due to the stuck open check 
valve during a postulated loss of coolant accident (LOCA)/loss of offsite power (LOOP) scenario, voiding could occur 
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and create a potential water hammer resulting in pipe support damage. This finding was determined to be of very low 
safety significance (Green) using IMC 0609, Appendix A, Exhibit 2, because the finding did not represent a loss of 
system function, did not represent a loss of a single train for greater than its allowed TS outage time, and did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event. Additionally, the inspectors determined that the function of 2 ‘A’ RHR remained 
available because RHR piping would remain intact and containment cooling would not have been lost during the 
postulated water hammer scenario. The finding has a cross-cutting aspect in Human Performance, Work Management, 
because in the case of the erected scaffold, Exelon did not plan, control, and execute work activities such that nuclear 
safety was the overriding priority. Specifically, the work process did not coordinate effectively with different groups 
(i.e., operations, engineering, scaffold builders, and maintenance) and job activities to identify and preclude the 
scaffold from obstructing an eyebolt attached to the swing arm of the 2 ‘A’ RHR pump discharge check valve. [H.5 
Human Performance, Work Management] 

Inspection Report# : 2014004 (pdf)

Significance:  Apr 04, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Deficient E2 EDG Loading Calculation Design
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations 
50, Appendix B, Criterion III, Design Control, for failure to verify and ensure that the emergency 
diesel generators (EDGs) were capable of performing their design safety functions at the limits 
of voltage and frequency allowed by Technical Specifications (TS). Specifically, the existing 
EDG loading calculation permitted the E2 EDG and associated bus to be loaded up to 3100 KW 
at nominal frequency and voltage. At the maximum frequency and voltage values permitted by 
TS, the calculation-allowed maximum load would have exceeded the EDG 30-minute rating limit 
of 3250 KW and potentially damaged the EDG. Immediate corrective actions included 
evaluation of EDG loading for TS maximum voltage and frequency and changing design 
calculation PE-0166 to reduce the maximum permitted E2 EDG load from 3100 kW to 3052 kW 
at nominal voltage and frequency. Exelon entered the issue into their corrective action program 
(issue report 1638255) to evaluate the adequacy of the design and ensure that the allowed 
maximum diesel loading would not exceed the design capabilities of the diesels. 

The finding was more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of design control and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of the emergency diesels to respond to 
initiating events to prevent undesirable consequences. The team evaluated the finding in 
accordance with Inspection Manual Chapter (IMC) 0609, Significance Determination Process, 
Attachment 0609.04, Initial Characterization of Findings, dated June 19, 2012, for the Mitigating 
Systems Cornerstone, and IMC 0609, Appendix A, The Significance Determination Process 
(SDP) for Findings At-Power, dated June 19, 2012. The team determined the finding was of 
very low safety significance because it was a design deficiency confirmed not to result in a loss 
of EDG operability. This team assigned a cross-cutting aspect associated with this finding 
because the performance deficiency continued during the 2012 assessment of WCAP-17308-
NP and was reflective of current performance. The team determined this finding had a crosscutting 
aspect in the area of Problem Identification and Resolution, Evaluation (PI.2), because 
engineers did not thoroughly evaluate the EDG loading issue and ensure the resolution 
addressed its cause commensurate with the safety significance. Specifically, Exelon relied on 
invalid assumptions to determine the issue was not applicable, and did not thoroughly evaluate 
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the technical issue addressed in the WCAP. (Section 1R21.2.1.1)
Inspection Report# : 2014007 (pdf)

Significance:  Apr 04, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Non-Conservative Voltage Assumption Used to Verify MOV Capability
The team identified a Green non-cited violation of Title 10 Code of Federal Regulations 
50, Appendix B, Criterion III, Design Control. Specifically, Exelon did not correctly verify the 
capability of alternating current motor-operated valves (MOVs) at a degraded voltage 
corresponding to the lowest voltage allowed by plant Technical Specification setpoints for the 
degraded grid voltage relays. Exelon initiated issue report 1642720 to evaluate the adequacy of 
their design and determined that 9 out of the 130 alternating current MOV program valves 
required further evaluation. The licensee performed an operability evaluation of the affected 
MOVs, assuming the appropriate voltage, and determined that, although significant design 
margin was lost, all MOVs remained operable. 

The finding was more than minor because the finding was associated with the Mitigating 
Systems Cornerstone attribute of design control and adversely affected the cornerstone 
objective of ensuring the capability of the 480 volt alternating current (AC) MOVs to respond to 
initiating events to prevent undesirable consequences. The team determined the finding was of 
very low safety significance because it was a design deficiency confirmed not to result in a loss 
of operability. The team assigned a cross-cutting aspect associated with this finding, because 
the deficient AC MOV operability evaluations were completed in November 2011 and were 
reflective of current performance. The finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Evaluation (PI.2), because Exelon did not thoroughly evaluate the 
issue addressed in a previous NCV contained in NRC Inspection Report 2010004, during 2011, 
for PBAPS such that, the resolution addressed causes and extent-of-condition commensurate 
with the safety significance. Specifically, the affected MOVs were not evaluated at the required 
voltage in operability evaluations performed following receipt of a non-cited violation. 
(Section 1R21.2.1.2)
Inspection Report# : 2014007 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Evacuation Time Estimate Submittals
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.54(q)(2), 10 CFR 
50.47(b)(10), and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the PBAPS, 
Units 2 and 3, Emergency Plan. The station did not provide the evacuation time estimate (ETE) to the responsible 
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offsite response organizations (OROs) by the required date. Exelon entered this issue into its CAP as IR 1525923 and 
IR 1578649. Additionally, Exelon re-submitted a new revision of the Peach Bottom ETE to the NRC on May 2, 2014. 

The performance deficiency is more than minor because it is associated with the Emergency Preparedness cornerstone 
attribute of procedure quality and it adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was determined to be of very low safety significance (Green) because it was a failure to 
comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The cause of the finding is related to the cross-
cutting element of Human Performance, Documentation, because Exelon did not appropriately create and maintain 
complete, accurate and, up-to-date documentation [H.7 Human Performance, Documentation] (Section 1EP5) 

Inspection Report# : 2014004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

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

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

Initiating Events

Significance:  Apr 24, 2015
Identified By: NRC
Item Type: FIN Finding
Failure to Initiate IRs for Out-of-Calibration Single Point Vulnerabilitys.
The inspectors identified a finding of very low safety significance (Green) because PBAPS did not initiate issue 
reports (IR) to identify out-of-tolerance conditions for a number of single point vulnerability (SPV) instruments. An 
SPV instrument is any instrument for which a single failure could initiate a plant transient or cause a plant scram. 
Specifically, during routine preventative maintenance (PM) calibrations, certain SPV instruments’ as-found data was 
found outside expected tolerance bands, with many being significantly outside of their bands. In most cases, IRs were 
not written to document these adverse conditions contrary to station guidance. 
The finding is determined to be more than minor because it affected the reliability of the initiating cornerstone’s 
attribute of equipment performance and affected its objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during power operations. Specifically, by not identifying and trending out-of 
calibration SPVs in a timely manner, a resulting transient from the loss of a single feed pump or a single reactor 
recirculation pump is more likely to occur. The inspectors conducted a Phase 1 screening in accordance with NRC 
Inspection Manual Chapter (IMC) Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” and determined that the 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 (e.g. loss of condenser, loss of feed water.) A loss of a single feed pump or a single 
recirculation pump typically results in a power reduction but not a reactor scram. 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Identification. In the case of the finding, PBAPS did not ensure that degraded conditions, namely, out of 
tolerance SPV instruments, were promptly reported and documented in the corrective action program at a low 
threshold. (P.1) 
.
Inspection Report# : 2015008 (pdf)

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Flood Detection Level Switches into Maintenance Rule 
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 Exelon did not 
include certain flood indication functions into the scope of the maintenance rule (MR). Specifically, level switches 
used to indicate flood levels in the Unit 2 and Unit 3 emergency core cooling system (ECCS) rooms were not included 
in the scope of the MR as required by 10 CFR 50.65 (b)(2)(i) as non-safety related components that are used in plant 
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emergency operating procedures (EOPs). PBAPS entered the issue into their corrective action program (CAP) as issue 
reports (IRs) 02433897 and 02437502 and scoped the level switches into the MR. 

The finding is determined to be more than minor because it is associated with the protection against external factors 
attribute of the Mitigating Systems cornerstone and affected the cornerstone’s objective to ensure the reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In the case of this 
finding, monitoring of components that provide alarm indication to operators during a flood hazard were not 
incorporated into the MR. The inspectors also reviewed IMC 0612, Appendix E, “Examples of Minor Issues,” and 
determined the issue was similar to example 7.d; in that, flood detection was not within the scope of the MR and that 
one of the flood detectors had experienced performance problems during preventive maintenance (PM) testing . The 
inspectors conducted a Phase 1 screening in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings,” 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 an actual loss of system safety function, did 
not represent an actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, and did not screen as risk significant due to external initiating events. The inspectors determined that the 
finding had a cross-cutting aspect in the area of Human Performance, Change Management because PBAPS did not 
use a systematic process for evaluating and implementing a change. Specifically, during PBAPS’s MR database 
update and monitoring criteria development for new functions, PBAPS did not ensure that certain level switches that 
provide alarms for flooding used in plant EOPs were scoped into the MR despite identifying that it was required. 
[H.3] (Section 1R12) 

Inspection Report# : 2015001 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Corrective Actions Not Timely for EOC of Appendix R Broken Wires
The inspectors identified a Green non-cited violation (NCV) of the PBAPS Units 2 and 3 operating licenses, Section 
2.C.4, “Fire Protection,” because Exelon did not have the ability to implement all provisions of their approved Fire 
Protection Program as described in the Updated Final Safety Analysis Report (UFSAR). Specifically, UFSAR Section 
5.2.2, Appendix R, “Shutdown Method D,” was found degraded due to the loss of the alternate 125 volts direct current 
(Vdc) control power to both E-2 and E-4 alternate shutdown panels. The alternate 125 Vdc power was found degraded 
during a planned inspection due to broken electrical wires located in the safety-related E-23 4.16 kilovolt (kV) breaker 
cubicle associated with the E-2 alternate shutdown panel. The extent-of-condition (EOC) corrective actions were not 
timely to identify and correct similar broken wires in the E-43 4.16 kV breaker cubicle associated with the E-4 
alternate shutdown panel. PBAPS entered the following issue reports (IRs) into their corrective action program 
(CAP): IR 01629839, 01656255, 01662555, and 01662767. Exelon completed repairs of the broken wires in both 
electrical breaker cubicles. 

The finding is more than minor because it is associated with the external events (fire) attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, following a 
postulated control room abandonment fire, the analyzed normal method was unavailable for closing three 4 kV circuit 
breakers locally with the switchgear mounted switch. Using IMC 0609, Appendix F, “Fire Protection SDP,” the 
Region I Senior Reactor Analyst (SRA) determined per Figure F.1, “Phase 1 Flow Chart,” and associated screening 
criteria that this finding is 
of very low safety significance (Green). The inspectors determined that this finding had 
a cross-cutting aspect in the area of Problem Identification and Resolution (PI&R), Evaluation, because Exelon did 
not complete the EOC action in a timely manner commensurate with its safety significance. Specifically, the decision 
to implement corrective actions to address the EOC two months after the identification of the first breaker cubicle 
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broken wire was not timely and commensurate with its safety significance. Additionally, the condition potentially 
existed for a longer period of time, but was not identified by established maintenance procedures. Even though the E-
43 4.16 kV breaker wires could be checked without affecting the operability or availability of the E-4 emergency 
diesel generator (EDG), Exelon decided to perform the E-43 4.16 kV EDG breaker cubicle inspection during a future 
scheduled overhaul. Exelon’s corrective action procedure defines an “immediate” EOC concern when, as in this case, 
a work group evaluation (WGE) is required. [P.2 PI&R, Evaluation] 

Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Scaffold Obstructs 'A' RHR Discharge Check Valve
A self-revealing finding was identified involving an NCV of very low safety significance (Green) for Technical 
Specification (TS) 5.4.1 “Procedures,” because Exelon did not correctly implement procedure MA-MA-796-024-
1001, Revision 8, “Scaffold Criteria for the Mid-Atlantic Stations.” In addition, work order (WO) C0244158, 
“Open/Close CHK-2-10-48A for OPS Torus Support,” instructions were not implemented as written to remove a gag 
(i.e., eyebolt) on the Unit 2 ‘A’ residual heat removal (RHR) pump discharge check valve, CHK-2-10-48A, following 
restoration of the 2 ‘A’ RHR system after a September 16, 2012, maintenance and fill activity. By not implementing 
these procedures and instructions, the eyebolt prevented full closure of CHK-2-10-48A after the 2 ‘A’ RHR pump was 
secured. Exelon entered these issues into their CAP as IR 1680741, IR 1690648, and action request (AR) 02387793. 
Exelon removed the eyebolt and scaffold midrail to prevent any obstruction of movement on CHK-2-10-48A. 

The finding is more than minor because it affected the Mitigating Systems cornerstone attribute of equipment 
performance in the area of reliability and availability of the 2 ‘A’ RHR train. Specifically, due to the stuck open check 
valve during a postulated loss of coolant accident (LOCA)/loss of offsite power (LOOP) scenario, voiding could occur 
and create a potential water hammer resulting in pipe support damage. This finding was determined to be of very low 
safety significance (Green) using IMC 0609, Appendix A, Exhibit 2, because the finding did not represent a loss of 
system function, did not represent a loss of a single train for greater than its allowed TS outage time, and did not 
involve the loss or degradation of equipment or function specifically designed to mitigate a seismic, flooding, or 
severe weather initiating event. Additionally, the inspectors determined that the function of 2 ‘A’ RHR remained 
available because RHR piping would remain intact and containment cooling would not have been lost during the 
postulated water hammer scenario. The finding has a cross-cutting aspect in Human Performance, Work Management, 
because in the case of the erected scaffold, Exelon did not plan, control, and execute work activities such that nuclear 
safety was the overriding priority. Specifically, the work process did not coordinate effectively with different groups 
(i.e., operations, engineering, scaffold builders, and maintenance) and job activities to identify and preclude the 
scaffold from obstructing an eyebolt attached to the swing arm of the 2 ‘A’ RHR pump discharge check valve. [H.5 
Human Performance, Work Management] 

Inspection Report# : 2014004 (pdf)

Barrier Integrity
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Emergency Preparedness

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Evacuation Time Estimate Submittals
The inspectors identified a Green NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.54(q)(2), 10 CFR 
50.47(b)(10), and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the PBAPS, 
Units 2 and 3, Emergency Plan. The station did not provide the evacuation time estimate (ETE) to the responsible 
offsite response organizations (OROs) by the required date. Exelon entered this issue into its CAP as IR 1525923 and 
IR 1578649. Additionally, Exelon re-submitted a new revision of the Peach Bottom ETE to the NRC on May 2, 2014. 

The performance deficiency is more than minor because it is associated with the Emergency Preparedness cornerstone 
attribute of procedure quality and it adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The finding was determined to be of very low safety significance (Green) because it was a failure to 
comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The cause of the finding is related to the cross-
cutting element of Human Performance, Documentation, because Exelon did not appropriately create and maintain 
complete, accurate and, up-to-date documentation [H.7 Human Performance, Documentation] (Section 1EP5) 

Inspection Report# : 2014004 (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.
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Peach Bottom 2
3Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Apr 24, 2015
Identified By: NRC
Item Type: FIN Finding
Failure to Initiate IRs for Out-of-Calibration Single Point Vulnerabilitys.
The inspectors identified a finding of very low safety significance (Green) because PBAPS did not initiate issue 
reports (IR) to identify out-of-tolerance conditions for a number of single point vulnerability (SPV) instruments. An 
SPV instrument is any instrument for which a single failure could initiate a plant transient or cause a plant scram. 
Specifically, during routine preventative maintenance (PM) calibrations, certain SPV instruments’ as-found data was 
found outside expected tolerance bands, with many being significantly outside of their bands. In most cases, IRs were 
not written to document these adverse conditions contrary to station guidance. 
The finding is determined to be more than minor because it affected the reliability of the initiating cornerstone’s 
attribute of equipment performance and affected its objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during power operations. Specifically, by not identifying and trending out-of 
calibration SPVs in a timely manner, a resulting transient from the loss of a single feed pump or a single reactor 
recirculation pump is more likely to occur. The inspectors conducted a Phase 1 screening in accordance with NRC 
Inspection Manual Chapter (IMC) Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” and determined that the 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 (e.g. loss of condenser, loss of feed water.) A loss of a single feed pump or a single 
recirculation pump typically results in a power reduction but not a reactor scram. 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Identification. In the case of the finding, PBAPS did not ensure that degraded conditions, namely, out of 
tolerance SPV instruments, were promptly reported and documented in the corrective action program at a low 
threshold. (P.1) 
.
Inspection Report# : 2015008 (pdf)

Mitigating Systems

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incomplete Testing of Components from the Remote Shutdown Panels
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1.a after Exelon did not establish and 
implement procedures to adequately test the Unit 2 and Unit 3 remote shutdown panels (RSPs). Specifically, Exelon’s 
surveillance procedure did not test all the control circuits, as required by Surveillance Requirement (SR) 3.3.3.2.1, for 
the Unit 2 and Unit 3 RSPs. Exelon’s corrective actions included entering this issue into their CAP, the development 
of RSP testing procedures for the reactor core isolation cooling (RCIC), control rod drive (CRD), and emergency 
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service water (ESW) system components, and a revision to the bases for TS 3.3.3.2. 

The performance deficiency (PD) was determined to be more-than-minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Additionally, examples 1.c, 4.l, and 4.m from IMC 0612, Appendix E, detail that a PD was 
more than minor if required TS surveillance testing is not performed and subsequent testing reveals that the equipment 
is out of specification or otherwise unable to perform a safety-related function. A detailed risk evaluation concluded 
that the issue was of very low safety significance (Green). This finding had a cross-cutting aspect in Human 
Performance, Avoid Complacency, because Exelon failed to recognize and plan for the possibility of latent problems. 
[H.12] (Section 1R15) 

Inspection Report# : 2015003 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Flood Detection Level Switches into Maintenance Rule 
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 Exelon did not 
include certain flood indication functions into the scope of the maintenance rule (MR). Specifically, level switches 
used to indicate flood levels in the Unit 2 and Unit 3 emergency core cooling system (ECCS) rooms were not included 
in the scope of the MR as required by 10 CFR 50.65 (b)(2)(i) as non-safety related components that are used in plant 
emergency operating procedures (EOPs). PBAPS entered the issue into their corrective action program (CAP) as issue 
reports (IRs) 02433897 and 02437502 and scoped the level switches into the MR. 

The finding is determined to be more than minor because it is associated with the protection against external factors 
attribute of the Mitigating Systems cornerstone and affected the cornerstone’s objective to ensure the reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In the case of this 
finding, monitoring of components that provide alarm indication to operators during a flood hazard were not 
incorporated into the MR. The inspectors also reviewed IMC 0612, Appendix E, “Examples of Minor Issues,” and 
determined the issue was similar to example 7.d; in that, flood detection was not within the scope of the MR and that 
one of the flood detectors had experienced performance problems during preventive maintenance (PM) testing . The 
inspectors conducted a Phase 1 screening in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings,” 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 an actual loss of system safety function, did 
not represent an actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, and did not screen as risk significant due to external initiating events. The inspectors determined that the 
finding had a cross-cutting aspect in the area of Human Performance, Change Management because PBAPS did not 
use a systematic process for evaluating and implementing a change. Specifically, during PBAPS’s MR database 
update and monitoring criteria development for new functions, PBAPS did not ensure that certain level switches that 
provide alarms for flooding used in plant EOPs were scoped into the MR despite identifying that it was required. 
[H.3] (Section 1R12) 

Inspection Report# : 2015001 (pdf)

Barrier Integrity
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Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Peach Bottom 2
4Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Apr 24, 2015
Identified By: NRC
Item Type: FIN Finding
Failure to Initiate IRs for Out-of-Calibration Single Point Vulnerabilitys.
The inspectors identified a finding of very low safety significance (Green) because PBAPS did not initiate issue 
reports (IR) to identify out-of-tolerance conditions for a number of single point vulnerability (SPV) instruments. An 
SPV instrument is any instrument for which a single failure could initiate a plant transient or cause a plant scram. 
Specifically, during routine preventative maintenance (PM) calibrations, certain SPV instruments’ as-found data was 
found outside expected tolerance bands, with many being significantly outside of their bands. In most cases, IRs were 
not written to document these adverse conditions contrary to station guidance. 
The finding is determined to be more than minor because it affected the reliability of the initiating cornerstone’s 
attribute of equipment performance and affected its objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during power operations. Specifically, by not identifying and trending out-of 
calibration SPVs in a timely manner, a resulting transient from the loss of a single feed pump or a single reactor 
recirculation pump is more likely to occur. The inspectors conducted a Phase 1 screening in accordance with NRC 
Inspection Manual Chapter (IMC) Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” and determined that the 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 (e.g. loss of condenser, loss of feed water.) A loss of a single feed pump or a single 
recirculation pump typically results in a power reduction but not a reactor scram. 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Identification. In the case of the finding, PBAPS did not ensure that degraded conditions, namely, out of 
tolerance SPV instruments, were promptly reported and documented in the corrective action program at a low 
threshold. (P.1) 
.
Inspection Report# : 2015008 (pdf)

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure Design Basis of EDG Lubrication System
The inspectors identified a non-cited violation (NCV) of very low safety significance of 10 Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion III, “Design Control,” for not ensuring that the adequacy of 
PBAPS’ emergency diesel generator (EDG) lubrication oil (LO) supply was designed to withstand the effects of 
natural phenomena. Specifically, additional LO, evaluated by PBAPS to meet their EDG technical specification (TS) 
mission time of seven days of continuous operation, was housed in a non-class I structure that would be unable to 
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withstand the effects of natural phenomena. PBAPS entered the issue into the correction action program (CAP) as 
issue report (IR) 02603369 and took immediate corrective actions to relocate the LO reserve inventory from their 
warehouse to the 135’ elevation of the PBAPS’ radwaste building, which is a seismic class I structure 

The finding is considered more than minor because it is associated with the Protection Against External Factors 
attribute of the Reactor Safety Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of 
ensuring reliability and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, “The SDP 
for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The inspectors determined that this 
finding was of very low safety significance (Green) because the finding is a design deficiency which did not result in 
an actual loss of functionality of the EDGs. This finding did not have a cross-cutting aspect because the most 
significant contributor of the performance deficiency (PD) occurred during the 1994 conversion to improved technical 
specifications (ITS) and, thus, was not reflective of plant performance. Specifically, PBAPS’ current engineering 
change request (ECR) process would evaluate for natural phenomena considerations such as seismic, tornado, flood, 
etc. (Section 1R22)
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incomplete Testing of Components from the Remote Shutdown Panels
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1.a after Exelon did not establish and 
implement procedures to adequately test the Unit 2 and Unit 3 remote shutdown panels (RSPs). Specifically, Exelon’s 
surveillance procedure did not test all the control circuits, as required by Surveillance Requirement (SR) 3.3.3.2.1, for 
the Unit 2 and Unit 3 RSPs. Exelon’s corrective actions included entering this issue into their CAP, the development 
of RSP testing procedures for the reactor core isolation cooling (RCIC), control rod drive (CRD), and emergency 
service water (ESW) system components, and a revision to the bases for TS 3.3.3.2. 

The performance deficiency (PD) was determined to be more-than-minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Additionally, examples 1.c, 4.l, and 4.m from IMC 0612, Appendix E, detail that a PD was 
more than minor if required TS surveillance testing is not performed and subsequent testing reveals that the equipment 
is out of specification or otherwise unable to perform a safety-related function. A detailed risk evaluation concluded 
that the issue was of very low safety significance (Green). This finding had a cross-cutting aspect in Human 
Performance, Avoid Complacency, because Exelon failed to recognize and plan for the possibility of latent problems. 
[H.12] (Section 1R15) 

Inspection Report# : 2015003 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Scope Flood Detection Level Switches into Maintenance Rule 
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 Exelon did not 
include certain flood indication functions into the scope of the maintenance rule (MR). Specifically, level switches 
used to indicate flood levels in the Unit 2 and Unit 3 emergency core cooling system (ECCS) rooms were not included 
in the scope of the MR as required by 10 CFR 50.65 (b)(2)(i) as non-safety related components that are used in plant 
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emergency operating procedures (EOPs). PBAPS entered the issue into their corrective action program (CAP) as issue 
reports (IRs) 02433897 and 02437502 and scoped the level switches into the MR. 

The finding is determined to be more than minor because it is associated with the protection against external factors 
attribute of the Mitigating Systems cornerstone and affected the cornerstone’s objective to ensure the reliability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In the case of this 
finding, monitoring of components that provide alarm indication to operators during a flood hazard were not 
incorporated into the MR. The inspectors also reviewed IMC 0612, Appendix E, “Examples of Minor Issues,” and 
determined the issue was similar to example 7.d; in that, flood detection was not within the scope of the MR and that 
one of the flood detectors had experienced performance problems during preventive maintenance (PM) testing . The 
inspectors conducted a Phase 1 screening in accordance with IMC 0609.04, “Phase 1 – Initial Screening and 
Characterization of Findings,” 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 an actual loss of system safety function, did 
not represent an actual loss of safety function of a single train for greater than its Technical Specification (TS) allowed 
outage time, and did not screen as risk significant due to external initiating events. The inspectors determined that the 
finding had a cross-cutting aspect in the area of Human Performance, Change Management because PBAPS did not 
use a systematic process for evaluating and implementing a change. Specifically, during PBAPS’s MR database 
update and monitoring criteria development for new functions, PBAPS did not ensure that certain level switches that 
provide alarms for flooding used in plant EOPs were scoped into the MR despite identifying that it was required. 
[H.3] (Section 1R12)
Inspection Report# : 2015001 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Peach Bottom 2
1Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Apr 24, 2015
Identified By: NRC
Item Type: FIN Finding
Failure to Initiate IRs for Out-of-Calibration Single Point Vulnerabilitys.
The inspectors identified a finding of very low safety significance (Green) because PBAPS did not initiate issue 
reports (IR) to identify out-of-tolerance conditions for a number of single point vulnerability (SPV) instruments. An 
SPV instrument is any instrument for which a single failure could initiate a plant transient or cause a plant scram. 
Specifically, during routine preventative maintenance (PM) calibrations, certain SPV instruments’ as-found data was 
found outside expected tolerance bands, with many being significantly outside of their bands. In most cases, IRs were 
not written to document these adverse conditions contrary to station guidance. 
The finding is determined to be more than minor because it affected the reliability of the initiating cornerstone’s 
attribute of equipment performance and affected its objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during power operations. Specifically, by not identifying and trending out-of 
calibration SPVs in a timely manner, a resulting transient from the loss of a single feed pump or a single reactor 
recirculation pump is more likely to occur. The inspectors conducted a Phase 1 screening in accordance with NRC 
Inspection Manual Chapter (IMC) Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” and determined that the 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 (e.g. loss of condenser, loss of feed water.) A loss of a single feed pump or a single 
recirculation pump typically results in a power reduction but not a reactor scram. 
The inspectors determined that the finding had a cross-cutting aspect in the area of Problem Identification and 
Resolution, Identification. In the case of the finding, PBAPS did not ensure that degraded conditions, namely, out of 
tolerance SPV instruments, were promptly reported and documented in the corrective action program at a low 
threshold. (P.1) 
.
Inspection Report# : 2015008 (pdf)

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure Design Basis of EDG Lubrication System
The inspectors identified a non-cited violation (NCV) of very low safety significance of 10 Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion III, “Design Control,” for not ensuring that the adequacy of 
PBAPS’ emergency diesel generator (EDG) lubrication oil (LO) supply was designed to withstand the effects of 
natural phenomena. Specifically, additional LO, evaluated by PBAPS to meet their EDG technical specification (TS) 
mission time of seven days of continuous operation, was housed in a non-class I structure that would be unable to 
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withstand the effects of natural phenomena. PBAPS entered the issue into the correction action program (CAP) as 
issue report (IR) 02603369 and took immediate corrective actions to relocate the LO reserve inventory from their 
warehouse to the 135’ elevation of the PBAPS’ radwaste building, which is a seismic class I structure 

The finding is considered more than minor because it is associated with the Protection Against External Factors 
attribute of the Reactor Safety Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of 
ensuring reliability and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, “The SDP 
for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The inspectors determined that this 
finding was of very low safety significance (Green) because the finding is a design deficiency which did not result in 
an actual loss of functionality of the EDGs. This finding did not have a cross-cutting aspect because the most 
significant contributor of the performance deficiency (PD) occurred during the 1994 conversion to improved technical 
specifications (ITS) and, thus, was not reflective of plant performance. Specifically, PBAPS’ current engineering 
change request (ECR) process would evaluate for natural phenomena considerations such as seismic, tornado, flood, 
etc. (Section 1R22)
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incomplete Testing of Components from the Remote Shutdown Panels
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1.a after Exelon did not establish and 
implement procedures to adequately test the Unit 2 and Unit 3 remote shutdown panels (RSPs). Specifically, Exelon’s 
surveillance procedure did not test all the control circuits, as required by Surveillance Requirement (SR) 3.3.3.2.1, for 
the Unit 2 and Unit 3 RSPs. Exelon’s corrective actions included entering this issue into their CAP, the development 
of RSP testing procedures for the reactor core isolation cooling (RCIC), control rod drive (CRD), and emergency 
service water (ESW) system components, and a revision to the bases for TS 3.3.3.2. 

The performance deficiency (PD) was determined to be more-than-minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Additionally, examples 1.c, 4.l, and 4.m from IMC 0612, Appendix E, detail that a PD was 
more than minor if required TS surveillance testing is not performed and subsequent testing reveals that the equipment 
is out of specification or otherwise unable to perform a safety-related function. A detailed risk evaluation concluded 
that the issue was of very low safety significance (Green). This finding had a cross-cutting aspect in Human 
Performance, Avoid Complacency, because Exelon failed to recognize and plan for the possibility of latent problems. 
[H.12] (Section 1R15) 

Inspection Report# : 2015003 (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.
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Peach Bottom 2
2Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Human Performance Event Results in Emergent Downpower 
Green. A self-revealing finding of very low safety significance (Green) was identified for the failure of Exelon 
operators to use human performance error reduction tools during equipment manipulation in accordance with HU-AA-
101, “Human Performance Tools and Verification Practices.” Specifically, on March 28, 2016, an equipment operator 
failed to use self-check (STAR) while removing a circuit breaker from service and incorrectly tripped the E-124 480 
volt supply breaker which required a rapid manual power reduction to 80 percent rated thermal power (RTP) due to 
lowering main condenser vacuum and a partial loss of feedwater heating. Exelon entered the issue into their corrective 
action program (CAP) under issue report (IR) 2646772 and performed a root cause which identified corrective actions 
to address the adverse human performance behaviors at the station. 

The finding was more than minor because it was associated with the human performance attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown, as well as power operations. Specifically, an equipment operator 
failed to adequately use human performance error reduction tools and opened an incorrect breaker which required a 
rapid downpower. The inspectors evaluated the finding in accordance with Exhibit 1 of IMC 0609, Appendix A, “The 
SDP for Findings At-Power,” dated June 19, 2012, and determined the finding was of very low safety significance 
(Green) because it did not result in a reactor trip and the loss of mitigation equipment relied upon for transition to a 
stable shutdown condition. 

This finding was determined to have a cross-cutting aspect in the area of Human Performance, Field Presence, 
because Exelon did not ensure that deviations from standards and expectations, which were identified by leaders, were 
corrected promptly. Specifically, Exelon identified that adverse human performance behaviors existed with certain 
equipment operators, however, those observations were not appropriately input into their performance management 
system, such that the behaviors could be addressed. Thus, these adverse behaviors were a primary contributor to this 
human performance error. [H.2] (Section 4OA3) 

Inspection Report# : 2016002 (pdf)

Mitigating Systems

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Improperly Stored Material in Reactor Building 
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Green. The NRC identified a very low safety significance (Green) NCV of Technical Specification (TS) 5.4.1 for 
Exelon’s failure to adequately implement procedure requirements governing the storage of material in a safety-related 
structure. Specifically, on April 26, 2016, Exelon technicians stored ladders vertically without them being adequately 
tied off to prevent the ladders from falling over in accordance with MA-AA-716-026, “Station Housekeeping / 
Material Condition Program.” The inspectors identified that the ladders were stored in the PB Unit 2 reactor building 
(RB), such that they could fall over and impact safety-related equipment. The inspectors promptly notified Exelon, the 
ladders were immediately removed, and the condition was documented under IR 2661309. 

This finding was more than minor because it was associated with the protection against external factors attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the reliability of systems that respond 
to initiating events to prevent undesirable consequences. The inspectors evaluated the finding using IMC 0609, 
Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The SDP for Findings At-Power,” Exhibit 2. 
The inspectors determined this finding to be of very low safety significance (Green) because the degraded condition 
was not a design deficiency that affected system operability; did not represent an actual loss of function of a system; 
did not represent an actual loss of function of a single train or two separate trains for greater than its TS allowed 
outage time; and did not represent an actual loss of function of one or more non-TS trains of equipment designated as 
high safety significant. The finding was determined to have a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, because Exelon technicians did not store ladders in safety-related buildings in accordance with 
station procedures, such that they could not fall over and damage safety-related equipment. [H.8] (Section 1R13) 

Inspection Report# : 2016002 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address Condition Adverse to the Fire Protection Program Alternative 
Shutdown Capability
Green. The inspectors identified an NCV of very low safety significance (Green) of PB Unit 2 and Unit 3 Facility 
Operating License condition 2.C.(4) for failure to implement and maintain in effect all provisions of the approved fire 
protection program. Exelon did not correct a condition adverse to the fire protection program alternative shutdown 
capability in a timely manner. Specifically, Exelon did not establish testing requirements for transfer/isolation 
switches since the identification of the issue on February 6, 2014, and the due date to complete this action was 
extended to February 24, 2018. As a result, Exelon has delayed assurance that the components credited for alternative 
shutdown capability would perform their fire protection design basis function. Exelon entered this issue into their 
CAP as IR 02669323. 

This performance deficiency (PD) was more than minor because it was associated with the protection against external 
factors (fire) 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. Specifically, by failing to correct the condition, Exelon has not ensured that the control circuit for the 
safe shutdown components would be isolated from the effects of fire damage. The inspectors determined that the 
finding was of very low safety significance (Green) based on IMC 0609, Appendix F, “Fire Protection SDP,” task 
number 1.3.1, because Exelon had demonstrated reasonable expectation of functionality for these switches by having 
comparable switches in the test program and periodically testing those switches. The test results did not indicate any 
kind of significant failures of these switches. 

This finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources, in that, 
Exelon extended the due date to complete the corrective action to support the completion of higher priority items, 
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indicating lack of resources. [H.1] (Section 4OA2.2) 

Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure Design Basis of EDG Lubrication System
The inspectors identified a non-cited violation (NCV) of very low safety significance of 10 Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion III, “Design Control,” for not ensuring that the adequacy of 
PBAPS’ emergency diesel generator (EDG) lubrication oil (LO) supply was designed to withstand the effects of 
natural phenomena. Specifically, additional LO, evaluated by PBAPS to meet their EDG technical specification (TS) 
mission time of seven days of continuous operation, was housed in a non-class I structure that would be unable to 
withstand the effects of natural phenomena. PBAPS entered the issue into the correction action program (CAP) as 
issue report (IR) 02603369 and took immediate corrective actions to relocate the LO reserve inventory from their 
warehouse to the 135’ elevation of the PBAPS’ radwaste building, which is a seismic class I structure 

The finding is considered more than minor because it is associated with the Protection Against External Factors 
attribute of the Reactor Safety Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of 
ensuring reliability and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, “The SDP 
for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The inspectors determined that this 
finding was of very low safety significance (Green) because the finding is a design deficiency which did not result in 
an actual loss of functionality of the EDGs. This finding did not have a cross-cutting aspect because the most 
significant contributor of the performance deficiency (PD) occurred during the 1994 conversion to improved technical 
specifications (ITS) and, thus, was not reflective of plant performance. Specifically, PBAPS’ current engineering 
change request (ECR) process would evaluate for natural phenomena considerations such as seismic, tornado, flood, 
etc. (Section 1R22)
Inspection Report# : 2015004 (pdf)

Significance:  Sep 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incomplete Testing of Components from the Remote Shutdown Panels
The inspectors identified a Green NCV of Technical Specification (TS) 5.4.1.a after Exelon did not establish and 
implement procedures to adequately test the Unit 2 and Unit 3 remote shutdown panels (RSPs). Specifically, Exelon’s 
surveillance procedure did not test all the control circuits, as required by Surveillance Requirement (SR) 3.3.3.2.1, for 
the Unit 2 and Unit 3 RSPs. Exelon’s corrective actions included entering this issue into their CAP, the development 
of RSP testing procedures for the reactor core isolation cooling (RCIC), control rod drive (CRD), and emergency 
service water (ESW) system components, and a revision to the bases for TS 3.3.3.2. 

The performance deficiency (PD) was determined to be more-than-minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Additionally, examples 1.c, 4.l, and 4.m from IMC 0612, Appendix E, detail that a PD was 
more than minor if required TS surveillance testing is not performed and subsequent testing reveals that the equipment 
is out of specification or otherwise unable to perform a safety-related function. A detailed risk evaluation concluded 
that the issue was of very low safety significance (Green). This finding had a cross-cutting aspect in Human 
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Performance, Avoid Complacency, because Exelon failed to recognize and plan for the possibility of latent problems. 
[H.12] (Section 1R15) 

Inspection Report# : 2015003 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Peach Bottom 2
3Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: FIN Finding
Reactor Feed Pump Controller Power Supply Shelf Life Not Maintained.
A self-revealing finding of very low safety significance (Green) was identified for Exelon’s failure to maintain the 
Unit 2 ‘C’ reactor feed pump (RFP) Woodward controller secondary power supply in accordance with PES-S-002, 
Exelon Shelf Life Program. Specifically, on May 27, 2016, the Unit 2 ‘C’ RFP experienced speed oscillations due to 
an age-related failure of the Woodward controller secondary power supply, which resulted in an automatic 
recirculation runback to 53 percent rated thermal power (RTP). The power supply contained an electrolytic capacitor 
that had exceeded its shelf life per PES-S-002. This issue was entered into Exelon’s corrective action program (CAP) 
under issue report (IR) 02691322. Exelon’s corrective actions included replacement of the faulted power supply and 
an extent of condition (EOC) review of proper expiration date entry for shelf life program components. 

The finding was more than minor because it was associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone’s objective of limiting the likelihood of events that upset plant 
stability during power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of Inspection 
Manual Chapter (IMC) 0609, Appendix A, “SDP for Findings At-Power,” and determined the finding was of very low 
safety significance (Green) because it 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 no cross-
cutting aspect was applicable to this finding because the performance deficiency (PD) was not indicative of current 
performance. The PD occurred between 1997 and 1999 when the power supply expiration date was incorrectly coded 
in Exelon’s work management process in accordance with PES-S-002. (Section 4OA3) 

Inspection Report# : 2016003 (pdf)

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Human Performance Event Results in Emergent Downpower 
Green. A self-revealing finding of very low safety significance (Green) was identified for the failure of Exelon 
operators to use human performance error reduction tools during equipment manipulation in accordance with HU-AA-
101, “Human Performance Tools and Verification Practices.” Specifically, on March 28, 2016, an equipment operator 
failed to use self-check (STAR) while removing a circuit breaker from service and incorrectly tripped the E-124 480 
volt supply breaker which required a rapid manual power reduction to 80 percent rated thermal power (RTP) due to 
lowering main condenser vacuum and a partial loss of feedwater heating. Exelon entered the issue into their corrective 
action program (CAP) under issue report (IR) 2646772 and performed a root cause which identified corrective actions 
to address the adverse human performance behaviors at the station. 

The finding was more than minor because it was associated with the human performance attribute of the Initiating 
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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, an equipment operator 
failed to adequately use human performance error reduction tools and opened an incorrect breaker which required a 
rapid downpower. The inspectors evaluated the finding in accordance with Exhibit 1 of IMC 0609, Appendix A, “The 
SDP for Findings At-Power,” dated June 19, 2012, and determined the finding was of very low safety significance 
(Green) because it did not result in a reactor trip and the loss of mitigation equipment relied upon for transition to a 
stable shutdown condition. 

This finding was determined to have a cross-cutting aspect in the area of Human Performance, Field Presence, 
because Exelon did not ensure that deviations from standards and expectations, which were identified by leaders, were 
corrected promptly. Specifically, Exelon identified that adverse human performance behaviors existed with certain 
equipment operators, however, those observations were not appropriately input into their performance management 
system, such that the behaviors could be addressed. Thus, these adverse behaviors were a primary contributor to this 
human performance error. [H.2] (Section 4OA3) 

Inspection Report# : 2016002 (pdf)

Mitigating Systems

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Improperly Stored Material in Reactor Building 

Green. The NRC identified a very low safety significance (Green) NCV of Technical Specification (TS) 5.4.1 for 
Exelon’s failure to adequately implement procedure requirements governing the storage of material in a safety-related 
structure. Specifically, on April 26, 2016, Exelon technicians stored ladders vertically without them being adequately 
tied off to prevent the ladders from falling over in accordance with MA-AA-716-026, “Station Housekeeping / 
Material Condition Program.” The inspectors identified that the ladders were stored in the PB Unit 2 reactor building 
(RB), such that they could fall over and impact safety-related equipment. The inspectors promptly notified Exelon, the 
ladders were immediately removed, and the condition was documented under IR 2661309. 

This finding was more than minor because it was associated with the protection against external factors attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the reliability of systems that respond 
to initiating events to prevent undesirable consequences. The inspectors evaluated the finding using IMC 0609, 
Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The SDP for Findings At-Power,” Exhibit 2. 
The inspectors determined this finding to be of very low safety significance (Green) because the degraded condition 
was not a design deficiency that affected system operability; did not represent an actual loss of function of a system; 
did not represent an actual loss of function of a single train or two separate trains for greater than its TS allowed 
outage time; and did not represent an actual loss of function of one or more non-TS trains of equipment designated as 
high safety significant. The finding was determined to have a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, because Exelon technicians did not store ladders in safety-related buildings in accordance with 
station procedures, such that they could not fall over and damage safety-related equipment. [H.8] (Section 1R13) 

Inspection Report# : 2016002 (pdf)
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Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address Condition Adverse to the Fire Protection Program Alternative 
Shutdown Capability
Green. The inspectors identified an NCV of very low safety significance (Green) of PB Unit 2 and Unit 3 Facility 
Operating License condition 2.C.(4) for failure to implement and maintain in effect all provisions of the approved fire 
protection program. Exelon did not correct a condition adverse to the fire protection program alternative shutdown 
capability in a timely manner. Specifically, Exelon did not establish testing requirements for transfer/isolation 
switches since the identification of the issue on February 6, 2014, and the due date to complete this action was 
extended to February 24, 2018. As a result, Exelon has delayed assurance that the components credited for alternative 
shutdown capability would perform their fire protection design basis function. Exelon entered this issue into their 
CAP as IR 02669323. 

This performance deficiency (PD) was more than minor because it was associated with the protection against external 
factors (fire) 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. Specifically, by failing to correct the condition, Exelon has not ensured that the control circuit for the 
safe shutdown components would be isolated from the effects of fire damage. The inspectors determined that the 
finding was of very low safety significance (Green) based on IMC 0609, Appendix F, “Fire Protection SDP,” task 
number 1.3.1, because Exelon had demonstrated reasonable expectation of functionality for these switches by having 
comparable switches in the test program and periodically testing those switches. The test results did not indicate any 
kind of significant failures of these switches. 

This finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources, in that, 
Exelon extended the due date to complete the corrective action to support the completion of higher priority items, 
indicating lack of resources. [H.1] (Section 4OA2.2) 

Inspection Report# : 2016002 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure Design Basis of EDG Lubrication System
The inspectors identified a non-cited violation (NCV) of very low safety significance of 10 Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion III, “Design Control,” for not ensuring that the adequacy of 
PBAPS’ emergency diesel generator (EDG) lubrication oil (LO) supply was designed to withstand the effects of 
natural phenomena. Specifically, additional LO, evaluated by PBAPS to meet their EDG technical specification (TS) 
mission time of seven days of continuous operation, was housed in a non-class I structure that would be unable to 
withstand the effects of natural phenomena. PBAPS entered the issue into the correction action program (CAP) as 
issue report (IR) 02603369 and took immediate corrective actions to relocate the LO reserve inventory from their 
warehouse to the 135’ elevation of the PBAPS’ radwaste building, which is a seismic class I structure 

The finding is considered more than minor because it is associated with the Protection Against External Factors 
attribute of the Reactor Safety Mitigating Systems cornerstone and adversely affected the cornerstone’s objective of 
ensuring reliability and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). The inspectors evaluated the significance of this finding using IMC 0609 Appendix A, “The SDP 
for Findings at Power,” Exhibit 2, “Mitigating Systems Screening Questions.” The inspectors determined that this 
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finding was of very low safety significance (Green) because the finding is a design deficiency which did not result in 
an actual loss of functionality of the EDGs. This finding did not have a cross-cutting aspect because the most 
significant contributor of the performance deficiency (PD) occurred during the 1994 conversion to improved technical 
specifications (ITS) and, thus, was not reflective of plant performance. Specifically, PBAPS’ current engineering 
change request (ECR) process would evaluate for natural phenomena considerations such as seismic, tornado, flood, 
etc. (Section 1R22)
Inspection Report# : 2015004 (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.

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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Peach Bottom 2
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: FIN Finding
Reactor Feed Pump Controller Power Supply Shelf Life Not Maintained.
A self-revealing finding of very low safety significance (Green) was identified for Exelon’s failure to maintain the 
Unit 2 ‘C’ reactor feed pump (RFP) Woodward controller secondary power supply in accordance with PES-S-002, 
Exelon Shelf Life Program. Specifically, on May 27, 2016, the Unit 2 ‘C’ RFP experienced speed oscillations due to 
an age-related failure of the Woodward controller secondary power supply, which resulted in an automatic 
recirculation runback to 53 percent rated thermal power (RTP). The power supply contained an electrolytic capacitor 
that had exceeded its shelf life per PES-S-002. This issue was entered into Exelon’s corrective action program (CAP) 
under issue report (IR) 02691322. Exelon’s corrective actions included replacement of the faulted power supply and 
an extent of condition (EOC) review of proper expiration date entry for shelf life program components. 

The finding was more than minor because it was associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone’s objective of limiting the likelihood of events that upset plant 
stability during power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of Inspection 
Manual Chapter (IMC) 0609, Appendix A, “SDP for Findings At-Power,” and determined the finding was of very low 
safety significance (Green) because it 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 no cross-
cutting aspect was applicable to this finding because the performance deficiency (PD) was not indicative of current 
performance. The PD occurred between 1997 and 1999 when the power supply expiration date was incorrectly coded 
in Exelon’s work management process in accordance with PES-S-002. (Section 4OA3) 

Inspection Report# : 2016003 (pdf)

Significance:  Jun 30, 2016
Identified By: Self-Revealing
Item Type: FIN Finding
Human Performance Event Results in Emergent Downpower 
Green. A self-revealing finding of very low safety significance (Green) was identified for the failure of Exelon 
operators to use human performance error reduction tools during equipment manipulation in accordance with HU-AA-
101, “Human Performance Tools and Verification Practices.” Specifically, on March 28, 2016, an equipment operator 
failed to use self-check (STAR) while removing a circuit breaker from service and incorrectly tripped the E-124 480 
volt supply breaker which required a rapid manual power reduction to 80 percent rated thermal power (RTP) due to 
lowering main condenser vacuum and a partial loss of feedwater heating. Exelon entered the issue into their corrective 
action program (CAP) under issue report (IR) 2646772 and performed a root cause which identified corrective actions 
to address the adverse human performance behaviors at the station. 

The finding was more than minor because it was associated with the human performance attribute of the Initiating 
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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, an equipment operator 
failed to adequately use human performance error reduction tools and opened an incorrect breaker which required a 
rapid downpower. The inspectors evaluated the finding in accordance with Exhibit 1 of IMC 0609, Appendix A, “The 
SDP for Findings At-Power,” dated June 19, 2012, and determined the finding was of very low safety significance 
(Green) because it did not result in a reactor trip and the loss of mitigation equipment relied upon for transition to a 
stable shutdown condition. 

This finding was determined to have a cross-cutting aspect in the area of Human Performance, Field Presence, 
because Exelon did not ensure that deviations from standards and expectations, which were identified by leaders, were 
corrected promptly. Specifically, Exelon identified that adverse human performance behaviors existed with certain 
equipment operators, however, those observations were not appropriately input into their performance management 
system, such that the behaviors could be addressed. Thus, these adverse behaviors were a primary contributor to this 
human performance error. [H.2] (Section 4OA3) 

Inspection Report# : 2016002 (pdf)

Mitigating Systems

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Improperly Stored Material in Reactor Building 

Green. The NRC identified a very low safety significance (Green) NCV of Technical Specification (TS) 5.4.1 for 
Exelon’s failure to adequately implement procedure requirements governing the storage of material in a safety-related 
structure. Specifically, on April 26, 2016, Exelon technicians stored ladders vertically without them being adequately 
tied off to prevent the ladders from falling over in accordance with MA-AA-716-026, “Station Housekeeping / 
Material Condition Program.” The inspectors identified that the ladders were stored in the PB Unit 2 reactor building 
(RB), such that they could fall over and impact safety-related equipment. The inspectors promptly notified Exelon, the 
ladders were immediately removed, and the condition was documented under IR 2661309. 

This finding was more than minor because it was associated with the protection against external factors attribute of the 
Mitigating Systems cornerstone and affected the cornerstone objective to ensure the reliability of systems that respond 
to initiating events to prevent undesirable consequences. The inspectors evaluated the finding using IMC 0609, 
Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The SDP for Findings At-Power,” Exhibit 2. 
The inspectors determined this finding to be of very low safety significance (Green) because the degraded condition 
was not a design deficiency that affected system operability; did not represent an actual loss of function of a system; 
did not represent an actual loss of function of a single train or two separate trains for greater than its TS allowed 
outage time; and did not represent an actual loss of function of one or more non-TS trains of equipment designated as 
high safety significant. The finding was determined to have a cross-cutting aspect in the area of Human Performance, 
Procedure Adherence, because Exelon technicians did not store ladders in safety-related buildings in accordance with 
station procedures, such that they could not fall over and damage safety-related equipment. [H.8] (Section 1R13) 

Inspection Report# : 2016002 (pdf)
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Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address Condition Adverse to the Fire Protection Program Alternative 
Shutdown Capability
Green. The inspectors identified an NCV of very low safety significance (Green) of PB Unit 2 and Unit 3 Facility 
Operating License condition 2.C.(4) for failure to implement and maintain in effect all provisions of the approved fire 
protection program. Exelon did not correct a condition adverse to the fire protection program alternative shutdown 
capability in a timely manner. Specifically, Exelon did not establish testing requirements for transfer/isolation 
switches since the identification of the issue on February 6, 2014, and the due date to complete this action was 
extended to February 24, 2018. As a result, Exelon has delayed assurance that the components credited for alternative 
shutdown capability would perform their fire protection design basis function. Exelon entered this issue into their 
CAP as IR 02669323. 

This performance deficiency (PD) was more than minor because it was associated with the protection against external 
factors (fire) 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. Specifically, by failing to correct the condition, Exelon has not ensured that the control circuit for the 
safe shutdown components would be isolated from the effects of fire damage. The inspectors determined that the 
finding was of very low safety significance (Green) based on IMC 0609, Appendix F, “Fire Protection SDP,” task 
number 1.3.1, because Exelon had demonstrated reasonable expectation of functionality for these switches by having 
comparable switches in the test program and periodically testing those switches. The test results did not indicate any 
kind of significant failures of these switches. 

This finding was determined to have a cross-cutting aspect in the area of Human Performance, Resources, in that, 
Exelon extended the due date to complete the corrective action to support the completion of higher priority items, 
indicating lack of resources. [H.1] (Section 4OA2.2) 

Inspection Report# : 2016002 (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.

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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Initiating Events

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: FIN Finding
Reactor Feed Pump Controller Power Supply Shelf Life Not Maintained.
A self-revealing finding of very low safety significance (Green) was identified for Exelon's failure to maintain the Unit 
2 'C' reactor feed pump (RFP) Woodward controller secondary power supply in accordance with PES-S-002, Exelon 
Shelf Life Program. Specifically, on May 27, 2016, the Unit 2 'C' RFP experienced speed oscillations due to an age-
related failure of the Woodward controller secondary power supply, which resulted in an automatic recirculation 
runback to 53 percent rated thermal power (RTP). The power supply contained an electrolytic capacitor that had 
exceeded its shelf life per PES-S-002. This issue was entered into Exelon's corrective action program (CAP) under 
issue report (IR) 02691322. Exelon's corrective actions included replacement of the faulted power supply and an extent 
of condition (EOC) review of proper expiration date entry for shelf life program components. 

The finding was more than minor because it was associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone's objective of limiting the likelihood of events that upset plant stability 
during power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of Inspection Manual 
Chapter (IMC) 0609, Appendix A, "SDP for Findings At-Power," and determined the finding was of very low safety 
significance (Green) because it 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 no cross-
cutting aspect was applicable to this finding because the performance deficiency (PD) was not indicative of current 
performance. The PD occurred between 1997 and 1999 when the power supply expiration date was incorrectly coded in 
Exelon's work management process in accordance with PES-S-002. (Section 4OA3) 

Inspection Report# : 2016003 (pdf)

NRC: Peach Bottom 2 – Quarterly Plant Inspection Findings

Page 1 of 3



Mitigating Systems

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address '2C' Core Spray Motor Elevated Vibrations
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, because 
Exelon did not implement corrective actions in a timely manner to correct a condition adverse to quality on the '2C' 
core spray motor. Specifically, Exelon did not perform appropriate corrective actions to evaluate and address an 
increasing motor bearing vibration trend that had existed for over ten years. Consequently, motor vibration reached the 
fault level established in Exelon's vibration analysis procedure. 

The finding was more than minor, because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely impacted the cornerstone objective to ensure the reliability of systems that respond 
to initiating events to prevent undesirable consequences (i.e., core damage). 
In accordance with IMC 0609.04, Initial Characterization of Findings, dated October 7, 2016, and Exhibit 1 of IMC 
0609, Appendix A, The SDP for Findings At-Power, dated June 19, 2012, the inspectors determined this finding was of 
very low safety significance because the performance deficiency did not impact the design or qualification of the 
component, did not result in a loss of system function, did not result in the loss of function of a train greater than its 
Tech Spec allowed outage time, and did not represent an actual loss of function for a high safety significant component 
in accordance with Exelon's maintenance rule program. The inspectors determined the finding had a cross-cutting 
aspect in the area of Problem Identification and Resolution, Resolution, because Exelon did not take effective 
corrective actions in a timely manner commensurate with the safety significance of the issue. Specifically, corrective 
actions to address the elevated vibrations on the '2C' core spray motor were not implemented before motor vibration 
reached the fault level and adversely impacted the long-term reliability of the motor. [P.3] [Section 4OA2.1.c (1)] 

Inspection Report# : 2017008 (pdf)

Barrier Integrity

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Remove Foreign Material in CAD System Piping
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 10 
CFR 50 Appendix B Criterion XVI, "Corrective Action," because Exelon did not adequately identify and correct a 
condition adverse to quality associated with the containment atmospheric dilution (CAD) piping system. Specifically, 
in 2012, Exelon did not adequately identify the source of foreign material (FM) and implement corrective actions to 
remove the FM from the CAD piping which resulted in the failure of the CHK-2-07C-40145 containment isolation 
valve to close in 2016. Exelon documented the issue in issue report (IR) 2735344 and promptly replaced the valve and 
restored the valve to operable. As an interim corrective action, Exelon plans to increase the local leak-rate test (LLRT) 
frequency and replacement of the check valve to maintain reasonable assurance of operability. Exelon is implementing 
a detailed troubleshooting plan to identify the source of FM and perform corrective actions to address the condition 
adverse to quality. 

The performance deficiency (PD) is more than minor because it was associated with the containment barrier 
performance attribute of the barrier integrity cornerstone and it adversely impacted the cornerstone objective to provide 
reasonable assurance that physical design barriers (containment) protect the public from radionuclide releases caused 
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by accidents or events. The inspectors evaluated the finding using IMC 0609, Attachment 4, "Initial Characterization of 
Findings," and Appendix A, "The SDP for Findings at-Power," Exhibit 3, and the inspectors determined this finding to 
be of very low safety significance (Green) because the degraded condition did not represent an actual open pathway in 
the physical integrity of containment, and did not involve an actual reduction in function of hydrogen igniters in the 
reactor containment. The inspectors determined that a cross cutting aspect does not apply because the performance 
deficiency occurred greater than three years ago and is not indicative of current plant performance. 

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.
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2Q/2017 – Plant Inspection Findings
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Initiating Events

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: FIN Finding
Reactor Feed Pump Controller Power Supply Shelf Life Not Maintained.
A self-revealing finding of very low safety significance (Green) was identified for Exelon's failure to maintain the Unit 
2 'C' reactor feed pump (RFP) Woodward controller secondary power supply in accordance with PES-S-002, Exelon 
Shelf Life Program. Specifically, on May 27, 2016, the Unit 2 'C' RFP experienced speed oscillations due to an age-
related failure of the Woodward controller secondary power supply, which resulted in an automatic recirculation 
runback to 53 percent rated thermal power (RTP). The power supply contained an electrolytic capacitor that had 
exceeded its shelf life per PES-S-002. This issue was entered into Exelon's corrective action program (CAP) under 
issue report (IR) 02691322. Exelon's corrective actions included replacement of the faulted power supply and an extent 
of condition (EOC) review of proper expiration date entry for shelf life program components. 

The finding was more than minor because it was associated with the equipment performance attribute of the Initiating 
Events cornerstone and affected the cornerstone's objective of limiting the likelihood of events that upset plant stability 
during power operations. The inspectors evaluated the finding in accordance with Exhibit 1 of Inspection Manual 
Chapter (IMC) 0609, Appendix A, "SDP for Findings At-Power," and determined the finding was of very low safety 
significance (Green) because it 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 no cross-
cutting aspect was applicable to this finding because the performance deficiency (PD) was not indicative of current 
performance. The PD occurred between 1997 and 1999 when the power supply expiration date was incorrectly coded in 
Exelon's work management process in accordance with PES-S-002. (Section 4OA3) 

Inspection Report# : 2016003 (pdf)
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Mitigating Systems

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address '2C' Core Spray Motor Elevated Vibrations
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, because 
Exelon did not implement corrective actions in a timely manner to correct a condition adverse to quality on the '2C' 
core spray motor. Specifically, Exelon did not perform appropriate corrective actions to evaluate and address an 
increasing motor bearing vibration trend that had existed for over ten years. Consequently, motor vibration reached the 
fault level established in Exelon's vibration analysis procedure. 

The finding was more than minor, because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely impacted the cornerstone objective to ensure the reliability of systems that respond 
to initiating events to prevent undesirable consequences (i.e., core damage). 
In accordance with IMC 0609.04, Initial Characterization of Findings, dated October 7, 2016, and Exhibit 1 of IMC 
0609, Appendix A, The SDP for Findings At-Power, dated June 19, 2012, the inspectors determined this finding was of 
very low safety significance because the performance deficiency did not impact the design or qualification of the 
component, did not result in a loss of system function, did not result in the loss of function of a train greater than its 
Tech Spec allowed outage time, and did not represent an actual loss of function for a high safety significant component 
in accordance with Exelon's maintenance rule program. The inspectors determined the finding had a cross-cutting 
aspect in the area of Problem Identification and Resolution, Resolution, because Exelon did not take effective 
corrective actions in a timely manner commensurate with the safety significance of the issue. Specifically, corrective 
actions to address the elevated vibrations on the '2C' core spray motor were not implemented before motor vibration 
reached the fault level and adversely impacted the long-term reliability of the motor. [P.3] [Section 4OA2.1.c (1)] 

Inspection Report# : 2017008 (pdf)

Barrier Integrity

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Remove Foreign Material in CAD System Piping
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 10 
CFR 50 Appendix B Criterion XVI, "Corrective Action," because Exelon did not adequately identify and correct a 
condition adverse to quality associated with the containment atmospheric dilution (CAD) piping system. Specifically, 
in 2012, Exelon did not adequately identify the source of foreign material (FM) and implement corrective actions to 
remove the FM from the CAD piping which resulted in the failure of the CHK-2-07C-40145 containment isolation 
valve to close in 2016. Exelon documented the issue in issue report (IR) 2735344 and promptly replaced the valve and 
restored the valve to operable. As an interim corrective action, Exelon plans to increase the local leak-rate test (LLRT) 
frequency and replacement of the check valve to maintain reasonable assurance of operability. Exelon is implementing 
a detailed troubleshooting plan to identify the source of FM and perform corrective actions to address the condition 
adverse to quality. 

The performance deficiency (PD) is more than minor because it was associated with the containment barrier 
performance attribute of the barrier integrity cornerstone and it adversely impacted the cornerstone objective to provide 
reasonable assurance that physical design barriers (containment) protect the public from radionuclide releases caused 
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by accidents or events. The inspectors evaluated the finding using IMC 0609, Attachment 4, "Initial Characterization of 
Findings," and Appendix A, "The SDP for Findings at-Power," Exhibit 3, and the inspectors determined this finding to 
be of very low safety significance (Green) because the degraded condition did not represent an actual open pathway in 
the physical integrity of containment, and did not involve an actual reduction in function of hydrogen igniters in the 
reactor containment. The inspectors determined that a cross cutting aspect does not apply because the performance 
deficiency occurred greater than three years ago and is not indicative of current plant performance. 

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.
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Initiating Events
Mitigating Systems

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address '2C' Core Spray Motor Elevated Vibrations
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, because 
Exelon did not implement corrective actions in a timely manner to correct a condition adverse to quality on the '2C' 
core spray motor. Specifically, Exelon did not perform appropriate corrective actions to evaluate and address an 
increasing motor bearing vibration trend that had existed for over ten years. Consequently, motor vibration reached the 
fault level established in Exelon's vibration analysis procedure. 

The finding was more than minor, because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely impacted the cornerstone objective to ensure the reliability of systems that respond 
to initiating events to prevent undesirable consequences (i.e., core damage). 
In accordance with IMC 0609.04, Initial Characterization of Findings, dated October 7, 2016, and Exhibit 1 of IMC 
0609, Appendix A, The SDP for Findings At-Power, dated June 19, 2012, the inspectors determined this finding was of 
very low safety significance because the performance deficiency did not impact the design or qualification of the 
component, did not result in a loss of system function, did not result in the loss of function of a train greater than its 
Tech Spec allowed outage time, and did not represent an actual loss of function for a high safety significant component 
in accordance with Exelon's maintenance rule program. The inspectors determined the finding had a cross-cutting 
aspect in the area of Problem Identification and Resolution, Resolution, because Exelon did not take effective 
corrective actions in a timely manner commensurate with the safety significance of the issue. Specifically, corrective 
actions to address the elevated vibrations on the '2C' core spray motor were not implemented before motor vibration 
reached the fault level and adversely impacted the long-term reliability of the motor. [P.3] [Section 4OA2.1.c (1)] 
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Inspection Report# : 2017008 (pdf)

Barrier Integrity

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Remove Foreign Material in CAD System Piping
The inspectors identified a finding of very low safety significance (Green) involving a non-cited violation (NCV) of 10 
CFR 50 Appendix B Criterion XVI, "Corrective Action," because Exelon did not adequately identify and correct a 
condition adverse to quality associated with the containment atmospheric dilution (CAD) piping system. Specifically, 
in 2012, Exelon did not adequately identify the source of foreign material (FM) and implement corrective actions to 
remove the FM from the CAD piping which resulted in the failure of the CHK-2-07C-40145 containment isolation 
valve to close in 2016. Exelon documented the issue in issue report (IR) 2735344 and promptly replaced the valve and 
restored the valve to operable. As an interim corrective action, Exelon plans to increase the local leak-rate test (LLRT) 
frequency and replacement of the check valve to maintain reasonable assurance of operability. Exelon is implementing 
a detailed troubleshooting plan to identify the source of FM and perform corrective actions to address the condition 
adverse to quality. 

The performance deficiency (PD) is more than minor because it was associated with the containment barrier 
performance attribute of the barrier integrity cornerstone and it adversely impacted the cornerstone objective to provide 
reasonable assurance that physical design barriers (containment) protect the public from radionuclide releases caused 
by accidents or events. The inspectors evaluated the finding using IMC 0609, Attachment 4, "Initial Characterization of 
Findings," and Appendix A, "The SDP for Findings at-Power," Exhibit 3, and the inspectors determined this finding to 
be of very low safety significance (Green) because the degraded condition did not represent an actual open pathway in 
the physical integrity of containment, and did not involve an actual reduction in function of hydrogen igniters in the 
reactor containment. The inspectors determined that a cross cutting aspect does not apply because the performance 
deficiency occurred greater than three years ago and is not indicative of current plant performance. 

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.
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Initiating Events
Mitigating Systems

Significance:  May 11, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Actions to Address '2C' Core Spray Motor Elevated Vibrations
The inspectors identified a non-cited violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action, because 
Exelon did not implement corrective actions in a timely manner to correct a condition adverse to quality on the '2C' 
core spray motor. Specifically, Exelon did not perform appropriate corrective actions to evaluate and address an 
increasing motor bearing vibration trend that had existed for over ten years. Consequently, motor vibration reached the 
fault level established in Exelon's vibration analysis procedure.

The finding was more than minor, because it was associated with the equipment performance attribute of the Mitigating 
Systems cornerstone and adversely impacted the cornerstone objective to ensure the reliability of systems that respond 
to initiating events to prevent undesirable consequences (i.e., core damage). 
In accordance with IMC 0609.04, Initial Characterization of Findings, dated October 7, 2016, and Exhibit 1 of IMC 
0609, Appendix A, The SDP for Findings At-Power, dated June 19, 2012, the inspectors determined this finding was of 
very low safety significance because the performance deficiency did not impact the design or qualification of the 
component, did not result in a loss of system function, did not result in the loss of function of a train greater than its 
Tech Spec allowed outage time, and did not represent an actual loss of function for a high safety significant component 
in accordance with Exelon's maintenance rule program. The inspectors determined the finding had a cross-cutting 
aspect in the area of Problem Identification and Resolution, Resolution, because Exelon did not take effective 
corrective actions in a timely manner commensurate with the safety significance of the issue. Specifically, corrective 
actions to address the elevated vibrations on the '2C' core spray motor were not implemented before motor vibration 
reached the fault level and adversely impacted the long-term reliability of the motor. [P.3] [Section 4OA2.1.c (1)]
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Inspection Report# : 2017008 (pdf)

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