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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN EXTENDED PERIOD
OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker closing springs, no
documented requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability
and therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1Thour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is
considered a violation of TS 3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that
the condition was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources
and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise
the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of the licensee's review activities and
corrective actions developed with respect to CR-01-12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01)
consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Aug 11, 2001
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Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005(pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005 (pdf)

Significance:. Feb 10, 2001

Identified By: Licensee

Item Type: FIN Finding

THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)
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Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Barrier Integrity

Significance:. Sep 29, 2001
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Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)
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Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : April 01, 2002



2Q/2000 Inspection Findings - Millstone 3 Page 1 of 5

Millstone 3

Initiating Events

Mitigating Systems

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN EXTENDED PERIOD
OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker closing springs, no
documented requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability
and therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1Thour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is
considered a violation of TS 3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that
the condition was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources
and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise
the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of the licensee's review activities and
corrective actions developed with respect to CR-01-12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01)
consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC
Item Type: FIN Finding
INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM
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The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005(pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005(pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005 (pdf)

Significance:. Feb 10, 2001

Identified By: Licensee
Item Type: FIN Finding
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THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)

Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Barrier Integrity

Significance:. Sep 29, 2001

Identified By: Licensee
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Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)
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Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : April 01, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN EXTENDED PERIOD
OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker closing springs, no
documented requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability
and therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1hour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is
considered a violation of TS 3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that
the condition was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources
and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise
the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of the licensee's review activities and
corrective actions developed with respect to CR-01-12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01)
consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
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related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005 (pdf)

Significance: TBD Jun 30, 2001
Identified By: Licensee
Item Type: URI Unresolved item
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QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005(pdf)

Significance:. Feb 10, 2001

Identified By: Licensee

Item Type: FIN Finding

THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)

Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)

Barrier Integrity

Significance:. Sep 29, 2001

Identified By: Licensee
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Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)
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Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : March 29, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN EXTENDED PERIOD
OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker closing springs, no
documented requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability
and therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1hour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is
considered a violation of TS 3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that
the condition was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources
and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise
the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of the licensee's review activities and
corrective actions developed with respect to CR-01-12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01)
consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
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related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005 (pdf)

Significance: TBD Jun 30, 2001
Identified By: Licensee
Item Type: URI Unresolved item
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QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005(pdf)

Significance:. Feb 10, 2001

Identified By: Licensee

Item Type: FIN Finding

THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)

Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)

Barrier Integrity

Significance:. Sep 29, 2001

Identified By: Licensee
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Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)
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Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : March 28, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Feb 10, 2001

Identified By: Licensee

Item Type: FIN Finding

THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)

Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)



1Q/2001 Inspection Findings - Millstone 3 Page 2 of 5

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN EXTENDED PERIOD
OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker closing springs, no
documented requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability
and therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1Thour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is
considered a violation of TS 3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that
the condition was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources
and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise
the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of the licensee's review activities and
corrective actions developed with respect to CR-01-12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01)
consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
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fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005(pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005 (pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005(pdf)

Barrier Integrity
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Significance:. Sep 29, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
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accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.
Inspection Report# : 2001004 (pdf)

Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : March 28, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005(pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005(pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005 (pdf)

Significance:. Feb 10, 2001

Identified By: Licensee

Item Type: FIN Finding

THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)
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Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN EXTENDED PERIOD
OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker closing springs, no
documented requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability
and therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1hour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is
considered a violation of TS 3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that
the condition was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources
and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise
the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of the licensee's review activities and
corrective actions developed with respect to CR-01-12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01)
consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)
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Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Barrier Integrity

Significance:. Sep 29, 2001

Identified By: Licensee
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Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)
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Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : March 27, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005(pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005(pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005 (pdf)
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Significance:. Feb 10, 2001

Identified By: Licensee

Item Type: FIN Finding

THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)

Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN EXTENDED PERIOD
OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker closing springs, no
documented requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability
and therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1Thour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is
considered a violation of TS 3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that
the condition was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources
and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise
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the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of the licensee's review activities and
corrective actions developed with respect to CR-01-12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01)
consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Barrier Integrity

Significance:. Sep 29, 2001
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Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)
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Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : March 26, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more than minor
(credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to take appropriate safety
related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the
finding was characterized by the SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.

Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression system were not
fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and use of fire suppression equipment,
fire fighting strategy content and usage, command and control, and communications delayed the application of a hose stream to a simulated fire
during a fire brigade drill in the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of occurence of a fire that
could damage safety-related equipment in this area is small, and equipment and procedures were available for alternate shutdown outside of the
control room.

Inspection Report# : 2001012 (pdf)

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains constituted a
violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it was subsequently determined that the charging pumps
would remain operable, given the assumed conditions of the loss of service water cooling for the CCE system, as occurred on June 13, the
inspector evaluated this condition using Phase 1 of the NRC's Significance Determination Process and concluded that the licensee performance
errors contributing to this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective action plans
relating to each performance problem, including those involving test inadequacies, were appropriately documented by the licensee in response to
CR-01-06186, this violation is being treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY FEEDWATER
SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-driven auxiliary
feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system alignment had inadequately
evaluated the potential for causing a safety system to be declared inoperable. This finding was of very low safety significance because of the short
duration of the inoperability and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005 (pdf)
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Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI) after the licensee
identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001 refueling outage, should have
been repaired before unit restart at the end of March. This finding was of very low safety significance because although the NRC review determined
that additional corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate operability
determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005 (pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the position
of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under review, and the
apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005 (pdf)

Significance:. Feb 10, 2001

Identified By: Licensee

Item Type: FIN Finding

THE POWER CABLE FOR CHARGING PUMP 3CHS*P3B WAS INAPPROPRIATELY ROUTED THROUGH THE FIRE AREA HOUSING THE
REACTOR PLANT COMPONENT COOLING WATER PUMPS SINCE PLANT CONSTRUCTION

The power cable for charging pump 3CHS*P3B was inappropriately routed through the fire area housing the reactor plant component cooling water
(CCP) pumps since plant construction. Since the licensee's fire analysis credits pump 3CHS*P3B to provide reactor coolant pump (RCP) seal
cooling, and also credits the flow from the CCP pumps through the thermal barrier heat exchangers as the alternate method of RCP seal cooling,
this condition potentially compromised the plant design intended to prevent RCP seal damage that could lead to a small-break loss-of-coolant
accident. The identified problem was reported as a condition outside the design basis of the unit. Based upon the defense in depth barriers for plant
fire protection, only one of which was degraded by the identified problem, and also considering the availability of other multi-train equipment ("A"
train charging pump and "C" swing charging pump) to mitigate the postulated, worst-case result of a major fire in the area, this condition was found
to be of very low safety significance (Green).

Inspection Report# : 2000014 (pdf)

Significance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE TRAIN
INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not tracking the
inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4, Service Water System, which
is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water
with the discharge check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures for this
OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a sequenced restart to prevent a drain-down of
the service water system following a loss of power. However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector
identified that the above compensatory measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main
control board. Operators restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the fact that only one
train of service water was affected for less than the TS allowed outage time for the plant conditions, and this condition would not have prevented
the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, LE.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct conditions
adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's corrective action
program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g., failure to revise or use appropriate
procedures) was not resolved. The safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)



4Q/2001 Inspection Findings - Millstone 3 Page 3 of 4

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow. Unit 3
Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge check valve operability
below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A "DE FACTO"
DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B" emergency
diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B" EDG design basis
qualification, determined that corrective measures were neither implemented at the first available opportunity, nor justified for a longer completion
schedule. The NRC determined that this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design
change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to be operable. This
issue was determined to be a Non-Cited Violation. (This item is documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)
Inspection Report# : 2000007 (pdf)

Barrier Integrity

Significance:. Sep 29, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE FOLLOWING
MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to service after
maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit by performance of a cycling
test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification of isolation time test for containment
isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header isolation valve) following maintenance activities
performed on this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports CR-01-01158
and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area having radiation
levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or otherwise controlled to prevent
unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel, with radiation levels greater than 1000
millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification, access controls were promptly established. The
licensee determined that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no personnel
were overexposed as a result of this condition. Consequently, there was very low risk significance associated with this violation. The licensee
entered the issue into its corrective action process as condition report M3-99-2430. Additionally, the licensee recognized the matter as a
performance indicator affecting Occupational Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)
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Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open position without
compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan, which states in part, that
"Gates that constitute a portion of the protected area boundary area are constructed of the same or equivalent materials that are used for the
protected area fence... . All gates are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same
condition could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion occurred, and there
have not been greater than two similar findings in the past four quarters, the Significance Determination Process classifies this finding as one of
very low safety significance (Green). This condition is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in
accordance with their NRC-approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)

Miscellaneous

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate. The licensee's
staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an appropriate significance level.
The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be adequately managed. In general, the majority
of the issues reviewed were dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The majority of these findings
related to Unit 2, with respect to the prioritization and evaluation of problems, and the effectiveness of corrective actions. The team also noted that
many of the corrective actions were extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed
waiving of a root cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : March 01, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG RESULTED IN AN
EXTENDED PERIOD OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1

The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B" EDG breaker
closing springs, no documented requirement existed to verify that the springs were recharged. This resulted in a delay in the
discovery of "B" EDG system inoperability and therefore, also in an extended period of time for the subject EDG unavailability. While
the total unavailability time period (approximately 37 hours) was within the TS allowed outage time (AOT) for one inoperable EDG,
the inspector identified that TS 3.8.1.1, action b. requires certain verification activities of redundant electrical power supply
availability within 1hour, 8 hour, and 24 hour time periods. These actions were not performed, as required in the times allotted,
because of the noted delays associated with the discovery of the inoperable "B" EDG condition. This is considered a violation of TS
3.8.1.1. The inspector evaluated this condition using the NRC Significance Determination Process and concluded that the condition
was of very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite
sources and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no plant work
was done to compromise the Unit 3 risk configuration during the time that the EDG inoperability was not recognized. As a result of
the licensee's review activities and corrective actions developed with respect to CR-01-12394, this violation is being treated as a
Non-Cited Violation (NCV 50-423/01-14-01) consistent with Section VI.A of the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Feb 01, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT A CONDITION ADVERSE TO QUALITY REGARDING TWO INSTANCES
WHERE A SAFETY RELATED CHECK VALVE IN THE UNIT 3 EMERGENCY DIESEL "A" START SYSTEM FAILED TO CLOSE
A non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, for failure to promptly identify and correct a condition adverse to quality
regarding two instances where a safety related check valve in the Unit 3 emergency diesel "A" air start system failed to prevent a
pressure decrease in the associated air receiver tank. However, the failure to identify and evaluate this problem is considered to
have a very low safety significance because of the redundant air receivers and compressors, and remote monitoring of air receiver
pressure.

Inspection Report# : 2001015(pdf)

Significance:. Dec 29, 2001

Identified By: NRC

Iltem Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew failures are more
than minor (credible effect on safety) because the rate is 20% and the deficiencies reflected the potential inability of the crews to
take appropriate safety related actions in response to actual emergency conditions. Based on the percentage of crew failures (20% -
2 of 10 crews examined failed), the finding was characterized by the SDP as having very low risk significance. The crews failed to
successfully complete a "crew critical task," which measured each crew's ability to place and maintain the reactor in a safe
operational or shutdown condition.

Inspection Report# : 2001009(pdf)

Significance:. Nov 02, 2001

Identified By: NRC
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Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2 SUPPRESSION SYSTEM
The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed suppression
system were not fully effective, which could result in delays in suppressing a fire in the area. Deficiencies related to selection and
use of fire suppression equipment, fire fighting strategy content and usage, command and control, and communications delayed the
application of a hose stream to a simulated fire during a fire brigade drill in the cable spreading room. This delay could have resulted
in increased fire damage because the gaseous fixed suppression system was unavailable. This finding was of very low safety
significance (Green) because the likelihood of occurence of a fire that could damage safety-related equipment in this area is small,
and equipment and procedures were available for alternate shutdown outside of the control room.

Inspection Report# : 2001012(pdf)

Inspection Report# : 2002003 (pdf)

Significance:. Aug 11, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE INDEPENDENT CCE
TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent CCE trains
constituted a violation of 10 CFR 50, Appendix B, Criterion Xl for "Test Control". However, because it was subsequently determined
that the charging pumps would remain operable, given the assumed conditions of the loss of service water cooling for the CCE
system, as occurred on June 13, the inspector evaluated this condition using Phase 1 of the NRC's Significance Determination
Process and concluded that the licensee performance errors contributing to this event and the noted violation were of very low
safety significance (Green). Also, since the licensee corrective action plans relating to each performance problem, including those
involving test inadequacies, were appropriately documented by the licensee in response to CR-01-06186, this violation is being
treated as a Non-Cited Violation.

Inspection Report# : 2001006 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN TURBINE-DRIVEN AUXILIARY
FEEDWATER SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a period of turbine-
driven auxiliary feedwater system inoperability. Subsequent NRC review identified that the process controls for the modified system
alignment had inadequately evaluated the potential for causing a safety system to be declared inoperable. This finding was of very
low safety significance because of the short duration of the inoperability and the availability of the redundant auxiliary feedwater
components and flowpaths, which remained unaffected by this event.

Inspection Report# : 2001005(pdf)

Inspection Report# : 2002003 (pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE WATER STRAINER
BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B Criterion XVI)
after the licensee identified that piping leaks on service water strainer blowdown lines, originally identified during a first quarter 2001
refueling outage, should have been repaired before unit restart at the end of March. This finding was of very low safety significance
because although the NRC review determined that additional corrective measures (i.e., procedure revisions) were necessary to
address concerns for problem recurrence for adequate operability determinations, the structural integrity for the service water piping
had been maintained.

Inspection Report# : 2001005(pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately
verify the position of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the
finding is under review, and the apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005(pdf)
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Significance:. Feb 10, 2001

Identified By: NRC

Iltem Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER CONFIGURATION RENDERED THE
TRAIN INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and therefore, were not
tracking the inoperability against the 72 hour allowed outage time for Technical Specification limiting condition for operation 3.7.4,
Service Water System, which is applicable in Modes 1 through 4. Operability Determination (OD) MP3-026-01 was written to justify
operability of the "B" train of service water with the discharge check valve for one of the two pumps in the train missing a portion of
its soft seat. One of the compensatory measures for this OD required that the "B" train of service water be operated with the "D"
pump in the "lead" mode for a sequenced restart to prevent a drain-down of the service water system following a loss of power.
However, on February 3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector identified that the above compensatory
measure was not being followed. Instead, the "B" pump controls were in lead, as indicated on the main control board. Operators
restored the compensatory measure upon identification of the problem. This condition apparently existed since the previous day,
when the plant was at power. The time that the compensatory measures were not in affect did not exceed the TS allowed outage
time one train of service water being inoperable. This condition was found to be of very low safety significance (Green) due to the
fact that only one train of service water was affected for less than the TS allowed outage time for the plant conditions, and this
condition would not have prevented the plant from being maintained in hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, L.E.., NCVS, WERE NOT PROPERLY ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly evaluate and correct
conditions adverse to quality. Specifically, four Non-Cited Violations issued in the last year were not fully addressed in the licensee's
corrective action program. Although the associated equipment or plant condition was corrected, the subject of the violation (e.g.,
failure to revise or use appropriate procedures) was not resolved. The safety significance was determined to be very low because
the physical deficiencies were corrected.

Inspection Report# : 2000017 (pdf)

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design basis flow.
Unit 3 Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater (AFW) pump discharge
check valve operability below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1, Procedures, and is being treated as a Non-
Cited Violation.

Inspection Report# : 2000008(pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO ADEQUATELY CONTROL A
"DE FACTO" DESIGN CHANGE ON THE "B" EDG FUEL RETURN SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve internals on the "B"
emergency diesel generator (EDG). A review of the action items, documented in condition report CR M3-99-2262 to restore the "B"
EDG design basis qualification, determined that corrective measures were neither implemented at the first available opportunity, nor
justified for a longer completion schedule. The NRC determined that this nonconforming condition was neither promptly identified
and corrected, nor evaluated as a field design change; and thus, represented a violation of 10CFR50, Appendix B. The "B" EDG,
while not fully qualified, was determined to be operable. This issue was determined to be a Non-Cited Violation. (This item is
documented as NCV 05000423/2000-007-01 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Barrier Integrity
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Significance:. Sep 29, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT ISOLATION VALVE
FOLLOWING MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the valve to
service after maintenance, repair, or replacement work is performed on the valve or its associated actuator, control, or power circuit
by performance of a cycling test and verification of isolation time. Contrary to the above, the licensee failed to complete a verification
of isolation time test for containment isolation valve 3CCP*MOV45A (reactor plant component cooling water system supply header
isolation valve) following maintenance activities performed on this valve on May 5, 1999. The licensee entered this violation into its
corrective action program as Condition Reports CR-01-01158 and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity, an area
having radiation levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was not locked or
otherwise controlled to prevent unauthorized entry. Technical Specification 6.12.2 requires that plant areas, accessible to personnel,
with radiation levels greater than 1000 millirem/hour at 45 centimeters be locked to prevent unauthorized entry. Upon identification,
access controls were promptly established. The licensee determined that there was no compromise in their ability to assess dose,
that this condition was of short duration, and that no personnel were overexposed as a result of this condition. Consequently, there
was very low risk significance associated with this violation. The licensee entered the issue into its corrective action process as
condition report M3-99-2430. Additionally, the licensee recognized the matter as a performance indicator affecting Occupational
Exposure Control Effectiveness. This item was identified as a Non-Cited Violation. (This item is documented as NCV
05000423/2000-007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in the fully open
position without compensatory actions in place. This condition was contrary to the licensee's NRC approved Physical Security Plan,
which states in part, that "Gates that constitute a portion of the protected area boundary area are constructed of the same or
equivalent materials that are used for the protected area fence... . All gates are locked and alarmed when not in use...." This issue is
more than minor in that, if left uncorrected, the same condition could result in unauthorized entry into the Protected Area. Since there
was no malevolent act, no actual intrusion occurred, and there have not been greater than two similar findings in the past four
quarters, the Significance Determination Process classifies this finding as one of very low safety significance (Green). This condition
is a violation of 10 CFR 73.40, which requires that each licensee maintain physical security in accordance with their NRC-approved
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Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's corrective action program as
CR-01-01032.
Inspection Report# : 2001004 (pdf)

Miscellaneous

Significance: N/A Feb 01, 2002

Identified By: NRC

Iltem Type: FIN Finding

OVERALL THE LICENSEE IDENTIFIED PROBLEMS AT AN APPROPRIATE THRESHOLD AND ENTERING THEM INTO THE
CAP FOR RESOLUTION

Overall the licensee identified problems at an appropriate threshold and entering them into the CAP for resolution. The identification
of repetitive trends appeared proper. However, the use of trend cause codes to identify possible precursor trends was limited. No
deficiencies were identified in completed operability determinations. The significance level 1 root cause evaluations reviewed during
the inspection sufficiently identified likely causal factors and corrective actions. The significance level 2 apparent cause evaluations
generally appeared appropriate. The selected effectivenss reviews were of good quality. Several instances were identified where the
evaluation of problems documented in significance level 2 and level "N" condition reports were either not adequately evaluated or
prioritized for completion, or were not completed in sufficient detail to provide for timely and effective corrective actions. Two
instances involving Unit 2 atmospheric steam dump valves and a Unit 3 emergency diesel air start check valve were determined to
be green findings. Corrective actions appeared appropriate. The effectiveness reviews selected were of good quality, including
several where the reviewer appropriately identified inadequate corrective actions. Some safety-related pump bearing oil problems
concerns continue to occur, but previous corrective actions may not have had time to correct existing issues.

Inspection Report# : 2001015(pdf)

Significance: N/A Feb 02, 2001

Identified By: NRC

Iltem Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION WAS GENERALLY
ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally adequate.
The licensee's staff usually identified risk significant problems at an appropriate threshold, and the problems were classified at an
appropriate significance level. The engineering and maintenance backlogs, as well as the corrective action backlog, appeared to be
adequately managed. In general, the majority of the issues reviewed were dealt with adequately when entered into the corrective
action program; however, the team noted that a number of NRC findings identified over the past year concerned the cross-cutting
area of problem identification and resolution. The majority of these findings related to Unit 2, with respect to the prioritization and
evaluation of problems, and the effectiveness of corrective actions. The team also noted that many of the corrective actions were
extended considerably beyond the original scheduled completion date. Additionally, while procedures allowed waiving of a root
cause analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without providing
adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : July 22, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG
RESULTED IN AN EXTENDED PERIOD OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1
The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B"
EDG breaker closing springs, no documented requirement existed to verify that the springs were recharged. This
resulted in a delay in the discovery of "B" EDG system inoperability and therefore, also in an extended period of time
for the subject EDG unavailability. While the total unavailability time period (approximately 37 hours) was within the
TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires
certain verification activities of redundant electrical power supply availability within 1hour, 8 hour, and 24 hour time
periods. These actions were not performed, as required in the times allotted, because of the noted delays associated
with the discovery of the inoperable "B" EDG condition. This is considered a violation of TS 3.8.1.1. The inspector
evaluated this condition using the NRC Significance Determination Process and concluded that the condition was of
very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite
sources and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no
plant work was done to compromise the Unit 3 risk configuration during the time that the EDG inoperability was not
recognized. As a result of the licensee's review activities and corrective actions developed with respect to CR-01-
12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01) consistent with Section VI.A of
the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)

Significance:. Feb 01, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT A CONDITION ADVERSE TO QUALITY
REGARDING TWO INSTANCES WHERE A SAFETY RELATED CHECK VALVE IN THE UNIT 3
EMERGENCY DIESEL "A" START SYSTEM FAILED TO CLOSE

A non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, for failure to promptly identify and correct a condition
adverse to quality regarding two instances where a safety related check valve in the Unit 3 emergency diesel "A" air
start system failed to prevent a pressure decrease in the associated air receiver tank. However, the failure to identify and
evaluate this problem is considered to have a very low safety significance because of the redundant air receivers and
compressors, and remote monitoring of air receiver pressure.

Inspection Report# : 2001015(pdf)
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Significance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew
failures are more than minor (credible effect on safety) because the rate is 20% and the deficiencies reflected the
potential inability of the crews to take appropriate safety related actions in response to actual emergency conditions.
Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the finding was characterized by the
SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which

measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.
Inspection Report# : 2001009 (pdf)

Significance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2
SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed
suppression system were not fully effective, which could result in delays in suppressing a fire in the area. Deficiencies
related to selection and use of fire suppression equipment, fire fighting strategy content and usage, command and
control, and communications delayed the application of a hose stream to a simulated fire during a fire brigade drill in
the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of
occurence of a fire that could damage safety-related equipment in this area is small, and equipment and procedures
were available for alternate shutdown outside of the control room.

Inspection Report# : 2001012 (pdf)

Inspection Report# : 2002003 (pdf)

Signiﬁcance:. Aug 11,2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE
INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent
CCE trains constituted a violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it
was subsequently determined that the charging pumps would remain operable, given the assumed conditions of the loss
of service water cooling for the CCE system, as occurred on June 13, the inspector evaluated this condition using Phase
1 of the NRC's Significance Determination Process and concluded that the licensee performance errors contributing to
this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective
action plans relating to each performance problem, including those involving test inadequacies, were appropriately
documented by the licensee in response to CR-01-06186, this violation is being treated as a Non-Cited Violation.
Inspection Report# : 2001006(pdf)

Signiﬁcance:. Jun 30, 2001
Identified By: NRC
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Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN
TURBINE-DRIVEN AUXILIARY FEEDWATER SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a
period of turbine-driven auxiliary feedwater system inoperability. Subsequent NRC review identified that the process
controls for the modified system alignment had inadequately evaluated the potential for causing a safety system to be
declared inoperable. This finding was of very low safety significance because of the short duration of the inoperability
and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005 (pdf)

Inspection Report# : 2002003 (pdf)

Signiﬁcance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE
WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B
Criterion XVI) after the licensee identified that piping leaks on service water strainer blowdown lines, originally
identified during a first quarter 2001 refueling outage, should have been repaired before unit restart at the end of
March. This finding was of very low safety significance because although the NRC review determined that additional
corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate
operability determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005 (pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to
adequately verify the position of quench spray system discharge valves, was identified in LER 50-423/2001-001. The
safety significance of the finding is under review, and the apparent violation is being treated as an unresolved item.
Inspection Report# : 2001005 (pdf)

Signiﬁcance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER
CONFIGURATION RENDERED THE TRAIN INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and
therefore, were not tracking the inoperability against the 72 hour allowed outage time for Technical Specification
limiting condition for operation 3.7.4, Service Water System, which is applicable in Modes 1 through 4. Operability
Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water with the discharge
check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures
for this OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a
sequenced restart to prevent a drain-down of the service water system following a loss of power. However, on February
3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector identified that the above compensatory measure was
not being followed. Instead, the "B" pump controls were in lead, as indicated on the main control board. Operators
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restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed
the TS allowed outage time one train of service water being inoperable. This condition was found to be of very low
safety significance (Green) due to the fact that only one train of service water was affected for less than the TS allowed
outage time for the plant conditions, and this condition would not have prevented the plant from being maintained in
hot shutdown.

Inspection Report# : 2000014 (pdf)

Significance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, L.E.., NCVS, WERE NOT PROPERLY
ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly
evaluate and correct conditions adverse to quality. Specifically, four Non-Cited Violations issued in the last year were
not fully addressed in the licensee's corrective action program. Although the associated equipment or plant condition
was corrected, the subject of the violation (e.g., failure to revise or use appropriate procedures) was not resolved. The

safety significance was determined to be very low because the physical deficiencies were corrected.
Inspection Report# : 2000017 (pdf)

Significance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design
basis flow. Unit 3 Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater
(AFW) pump discharge check valve operability below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1,
Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO
ADEQUATELY CONTROL A "DE FACTO" DESIGN CHANGE ON THE "B" EDG FUEL RETURN
SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve
internals on the "B" emergency diesel generator (EDG). A review of the action items, documented in condition report
CR M3-99-2262 to restore the "B" EDG design basis qualification, determined that corrective measures were neither
implemented at the first available opportunity, nor justified for a longer completion schedule. The NRC determined that
this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design change;
and thus, represented a violation of I0CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to
be operable. This issue was determined to be a Non-Cited Violation. (This item is documented as NCV
05000423/2000-007-01 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)
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Barrier Integrity

Significance:. Sep 29, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT
ISOLATION VALVE FOLLOWING MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the
valve to service after maintenance, repair, or replacement work is performed on the valve or its associated actuator,
control, or power circuit by performance of a cycling test and verification of isolation time. Contrary to the above, the
licensee failed to complete a verification of isolation time test for containment isolation valve 3CCP*MOV45A (reactor
plant component cooling water system supply header isolation valve) following maintenance activities performed on
this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports
CR-01-01158 and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Signiﬁcance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL
SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity,
an area having radiation levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was
not locked or otherwise controlled to prevent unauthorized entry. Technical Specification 6.12.2 requires that plant
areas, accessible to personnel, with radiation levels greater than 1000 millirem/hour at 45 centimeters be locked to
prevent unauthorized entry. Upon identification, access controls were promptly established. The licensee determined
that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no
personnel were overexposed as a result of this condition. Consequently, there was very low risk significance associated
with this violation. The licensee entered the issue into its corrective action process as condition report M3-99-2430.
Additionally, the licensee recognized the matter as a performance indicator affecting Occupational Exposure Control
Effectiveness. This item was identified as a Non-Cited Violation. (This item is documented as NCV 05000423/2000-
007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety
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Physical Protection

Signiﬁcance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in
the fully open position without compensatory actions in place. This condition was contrary to the licensee's NRC
approved Physical Security Plan, which states in part, that "Gates that constitute a portion of the protected area
boundary area are constructed of the same or equivalent materials that are used for the protected area fence... . All gates
are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same condition
could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion
occurred, and there have not been greater than two similar findings in the past four quarters, the Significance
Determination Process classifies this finding as one of very low safety significance (Green). This condition is a
violation of 10 CFR 73.40, which requires that each licensee maintain physical security in accordance with their NRC-
approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)

Miscellaneous

Significance: N/A Feb 01, 2002

Identified By: NRC

Item Type: FIN Finding

OVERALL THE LICENSEE IDENTIFIED PROBLEMS AT AN APPROPRIATE THRESHOLD AND
ENTERING THEM INTO THE CAP FOR RESOLUTION

Overall the licensee identified problems at an appropriate threshold and entering them into the CAP for resolution. The
identification of repetitive trends appeared proper. However, the use of trend cause codes to identify possible precursor
trends was limited. No deficiencies were identified in completed operability determinations. The significance level 1
root cause evaluations reviewed during the inspection sufficiently identified likely causal factors and corrective actions.
The significance level 2 apparent cause evaluations generally appeared appropriate. The selected effectivenss reviews
were of good quality. Several instances were identified where the evaluation of problems documented in significance
level 2 and level "N" condition reports were either not adequately evaluated or prioritized for completion, or were not
completed in sufficient detail to provide for timely and effective corrective actions. Two instances involving Unit 2
atmospheric steam dump valves and a Unit 3 emergency diesel air start check valve were determined to be green
findings. Corrective actions appeared appropriate. The effectiveness reviews selected were of good quality, including
several where the reviewer appropriately identified inadequate corrective actions. Some safety-related pump bearing oil
problems concerns continue to occur, but previous corrective actions may not have had time to correct existing issues.
Inspection Report# : 2001015(pdf)

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION
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WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally
adequate. The licensee's staff usually identified risk significant problems at an appropriate threshold, and the problems
were classified at an appropriate significance level. The engineering and maintenance backlogs, as well as the
corrective action backlog, appeared to be adequately managed. In general, the majority of the issues reviewed were
dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The
majority of these findings related to Unit 2, with respect to the prioritization and evaluation of problems, and the
effectiveness of corrective actions. The team also noted that many of the corrective actions were extended considerably
beyond the original scheduled completion date. Additionally, while procedures allowed waiving of a root cause
analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without
providing adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : August 29, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Significance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DESIGN CONTROL NCV. FAILURE TO IDENTIFY AND EVALUATE A DESIGN DEFICIENCY
RELATED TO THE ABILITY OF THE RECIRCULATION SPRAY SYSTEM (RSS) TO WITHSTAND THE
EFFECTS OF A COLUMN SEPARATION PRESSURE WAVE

The inspectors identified a Non-Cited violation (NCV) of 10CFR50, Appendix "B", Criterion III - Design Control,
concerning a failure to evaluate the ability of the service water piping to withstand a column separation water hammer.
Specifically, the licensee failed to evaluate whether certain portions of the service water return piping from the
recirculation spray system were susceptible to transient loads in excess of those described in design basis structural
integrity limits. The finding impacted the Mitigating Systems Cornerstone and had the potential to reduce the reliability
of service water cooling to the recirculation spray system. However, this finding was determined to be of very low
safety significance (Green) because a subsequent operability determination concluded that the affected piping system
would remain functional under postulated accidents conditions. Because the finding is of very low safety significance
and was captured in the licensee' corrective action program, this finding is being treated as an NCV, consistent with
Section VI.A.1 of the NRC Enforcement Policy.

Inspection Report# : 2002005 (pdf)

Signiﬁcance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS FOR THE "B" EDG
RESULTED IN AN EXTENDED PERIOD OF EDG INOPERABILITY AND A VIOLATION OF TS 3.8.1.1
The inspector determined that following the conduct of testing activities (i.e., SP 3646A.2) that discharged the "B"
EDG breaker closing springs, no documented requirement existed to verify that the springs were recharged. This
resulted in a delay in the discovery of "B" EDG system inoperability and therefore, also in an extended period of time
for the subject EDG unavailability. While the total unavailability time period (approximately 37 hours) was within the
TS allowed outage time (AOT) for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires
certain verification activities of redundant electrical power supply availability within 1hour, 8 hour, and 24 hour time
periods. These actions were not performed, as required in the times allotted, because of the noted delays associated
with the discovery of the inoperable "B" EDG condition. This is considered a violation of TS 3.8.1.1. The inspector
evaluated this condition using the NRC Significance Determination Process and concluded that the condition was of
very low significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite
sources and redundant onsite sources remained operable during the period of "B" EDG unavailability, and because no
plant work was done to compromise the Unit 3 risk configuration during the time that the EDG inoperability was not
recognized. As a result of the licensee's review activities and corrective actions developed with respect to CR-01-
12394, this violation is being treated as a Non-Cited Violation (NCV 50-423/01-14-01) consistent with Section VI.A of
the NRC Enforcement Policy, NUREG-1600.

Inspection Report# : 2001014 (pdf)
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Significance:. Feb 01, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT A CONDITION ADVERSE TO QUALITY
REGARDING TWO INSTANCES WHERE A SAFETY RELATED CHECK VALVE IN THE UNIT 3
EMERGENCY DIESEL "A" START SYSTEM FAILED TO CLOSE

A non-cited violation of 10 CFR 50 Appendix B, Criteria X VI, for failure to promptly identify and correct a condition
adverse to quality regarding two instances where a safety related check valve in the Unit 3 emergency diesel "A" air
start system failed to prevent a pressure decrease in the associated air receiver tank. However, the failure to identify and
evaluate this problem is considered to have a very low safety significance because of the redundant air receivers and
compressors, and remote monitoring of air receiver pressure.

Inspection Report# : 2001015(pdf)

Signiﬁcance:. Dec 29, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE REQUALIFICATION EXAM RESULTS

Two of ten Unit 3 crews failed the dynamic simulator portion of a licensed operator requalification exam. The crew
failures are more than minor (credible effect on safety) because the rate is 20% and the deficiencies reflected the
potential inability of the crews to take appropriate safety related actions in response to actual emergency conditions.
Based on the percentage of crew failures (20% - 2 of 10 crews examined failed), the finding was characterized by the
SDP as having very low risk significance. The crews failed to successfully complete a "crew critical task," which
measured each crew's ability to place and maintain the reactor in a safe operational or shutdown condition.
Inspection Report# : 2001009 (pdf)

Signiﬁcance:. Nov 02, 2001

Identified By: NRC

Item Type: FIN Finding

INSUFFICIENT COMPENSATORY MEASURES FOR REMOVAL OF CABLE SPREADING ROOM CO2
SUPPRESSION SYSTEM

The NRC concluded that the measures implemented to compensate for locking out the cable spreading room fixed
suppression system were not fully effective, which could result in delays in suppressing a fire in the area. Deficiencies
related to selection and use of fire suppression equipment, fire fighting strategy content and usage, command and
control, and communications delayed the application of a hose stream to a simulated fire during a fire brigade drill in
the cable spreading room. This delay could have resulted in increased fire damage because the gaseous fixed
suppression system was unavailable. This finding was of very low safety significance (Green) because the likelihood of
occurence of a fire that could damage safety-related equipment in this area is small, and equipment and procedures
were available for alternate shutdown outside of the control room.

Inspection Report# : 2001012 (pdf)

Inspection Report# : 2002003 (pdf)

Significance:. Aug 11,2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO PERFORM ADEQUATE POST-MAINTENANCE AND SURVEILLANCE TESTING OF THE
INDEPENDENT CCE TRAINS

The NRC determined that the failure to perform adequate post-maintenance and surveillance testing of the independent
CCE trains constituted a violation of 10 CFR 50, Appendix B, Criterion XI for "Test Control". However, because it
was subsequently determined that the charging pumps would remain operable, given the assumed conditions of the loss
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of service water cooling for the CCE system, as occurred on June 13, the inspector evaluated this condition using Phase
1 of the NRC's Significance Determination Process and concluded that the licensee performance errors contributing to
this event and the noted violation were of very low safety significance (Green). Also, since the licensee corrective
action plans relating to each performance problem, including those involving test inadequacies, were appropriately
documented by the licensee in response to CR-01-06186, this violation is being treated as a Non-Cited Violation.
Inspection Report# : 2001006(pdf)

Significance:. Jun 30, 2001

Identified By: NRC

Item Type: FIN Finding

IMPROPER WORK CONTROL REVIEW FOR A TEMPORARY MODIFICATION RESULTED IN
TURBINE-DRIVEN AUXILIARY FEEDWATER SYSTEM INOPERABILITY

The licensee's implementation of a temporary plant modification with an improper work control review resulted in a
period of turbine-driven auxiliary feedwater system inoperability. Subsequent NRC review identified that the process
controls for the modified system alignment had inadequately evaluated the potential for causing a safety system to be
declared inoperable. This finding was of very low safety significance because of the short duration of the inoperability
and the availability of the redundant auxiliary feedwater components and flowpaths, which remained unaffected by this
event.

Inspection Report# : 2001005 (pdf)

Inspection Report# : 2002003 (pdf)

Signiﬁcance:. Jun 30, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT TIMELY CORRECTIVE ACTIONS FOR PIPING LEAKS ON SERVICE
WATER STRAINER BLOWDOWN LINES

The NRC identified a Non-Cited Violation for failure to implement appropriate corrective action (10 CFR Appendix B
Criterion XVI) after the licensee identified that piping leaks on service water strainer blowdown lines, originally
identified during a first quarter 2001 refueling outage, should have been repaired before unit restart at the end of
March. This finding was of very low safety significance because although the NRC review determined that additional
corrective measures (i.e., procedure revisions) were necessary to address concerns for problem recurrence for adequate
operability determinations, the structural integrity for the service water piping had been maintained.

Inspection Report# : 2001005 (pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to
adequately verify the position of quench spray system discharge valves, was identified in LER 50-423/2001-001. The
safety significance of the finding is under review, and the apparent violation is being treated as an unresolved item.
Inspection Report# : 2001005 (pdf)

Signiﬁcance:. Feb 10, 2001

Identified By: NRC

Item Type: FIN Finding

OPERATORS FAILED TO RECOGNIZE THAT THE "B" TRAIN OF SERVICE WATER
CONFIGURATION RENDERED THE TRAIN INOPERABLE

Operators failed to recognize that the "B" train of service water configuration rendered the train inoperable and
therefore, were not tracking the inoperability against the 72 hour allowed outage time for Technical Specification
limiting condition for operation 3.7.4, Service Water System, which is applicable in Modes 1 through 4. Operability
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Determination (OD) MP3-026-01 was written to justify operability of the "B" train of service water with the discharge
check valve for one of the two pumps in the train missing a portion of its soft seat. One of the compensatory measures
for this OD required that the "B" train of service water be operated with the "D" pump in the "lead" mode for a
sequenced restart to prevent a drain-down of the service water system following a loss of power. However, on February
3, 2001, during Mode 4 (Hot Shutdown) conditions, the inspector identified that the above compensatory measure was
not being followed. Instead, the "B" pump controls were in lead, as indicated on the main control board. Operators
restored the compensatory measure upon identification of the problem. This condition apparently existed since the
previous day, when the plant was at power. The time that the compensatory measures were not in affect did not exceed
the TS allowed outage time one train of service water being inoperable. This condition was found to be of very low
safety significance (Green) due to the fact that only one train of service water was affected for less than the TS allowed
outage time for the plant conditions, and this condition would not have prevented the plant from being maintained in
hot shutdown.

Inspection Report# : 2000014 (pdf)

Signiﬁcance:. Feb 02, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO CORRECT CONDITIONS ADVERSE TO QUALITY, L.E.., NCVS, WERE NOT PROPERLY
ADDRESSED

The NRC identified a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion XVI, due to a failure to properly
evaluate and correct conditions adverse to quality. Specifically, four Non-Cited Violations issued in the last year were
not fully addressed in the licensee's corrective action program. Although the associated equipment or plant condition
was corrected, the subject of the violation (e.g., failure to revise or use appropriate procedures) was not resolved. The
safety significance was determined to be very low because the physical deficiencies were corrected.

Inspection Report# : 2000017 (pdf)

Signiﬁcance:. Jul 01, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ESTABLISH ADEQUATE SURVEILLANCE TEST CRITERIA

Technical Specification 4.0.5 requires that inservice testing of check valves be conducted at maximum credited design
basis flow. Unit 3 Surveillances SP 3622.7-1 and SP 3622.3-5 established acceptance criteria for auxiliary feedwater
(AFW) pump discharge check valve operability below this criteria. This is a violation of Millstone Unit 3 TS 6.8.1,
Procedures, and is being treated as a Non-Cited Violation.

Inspection Report# : 2000008 (pdf)

Significance: N/A May 13, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT NONCONFORMING CONDITIONS AND TO
ADEQUATELY CONTROL A "DE FACTO" DESIGN CHANGE ON THE "B" EDG FUEL RETURN
SYSTEM

Operability Determination MP3-020-99 documented a nonconforming condition regarding missing check valve
internals on the "B" emergency diesel generator (EDG). A review of the action items, documented in condition report
CR M3-99-2262 to restore the "B" EDG design basis qualification, determined that corrective measures were neither
implemented at the first available opportunity, nor justified for a longer completion schedule. The NRC determined that
this nonconforming condition was neither promptly identified and corrected, nor evaluated as a field design change;
and thus, represented a violation of I0CFR50, Appendix B. The "B" EDG, while not fully qualified, was determined to
be operable. This issue was determined to be a Non-Cited Violation. (This item is documented as NCV
05000423/2000-007-01 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)
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Barrier Integrity

Significance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE PROCEDURE TO DRAIN AN ISOLATED REACTOR COOLANT SYSTEM LOOP

The inspectors identified a Non-Cited violation (NCV) of technical specifications (TS) 6.8.1 for an inadequate
operating procedure, which resulted in a failure to maintain an isolated reactor coolant system (RCS) loop pressure
below its TS required pressure limit. The finding impacted the Barrier Integrity Cornerstone and had an actual impact
of exposing an isolated RCS loop to a pressure that exceeded a pressure-temperature limit delineated in the TS. The
finding was of very low safety significance (Green) because there was no adverse impact on the structural integrity of
any RCS components and the requirements of TS were met. Because the finding is of very low safety significance and
was captured in the licensee's corrective action program, this finding is being treated as an NCV, consistent with
Section VI.A.1 of the NRC Enforcement Policy.

Inspection Report# : 2002005 (pdf)

Signiﬁcance:. Sep 29, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO COMPLETE A VERIFICATION OF ISOLATION TIME TEST FOR CONTAINMENT
ISOLATION VALVE FOLLOWING MAINTENANCE

Technical Specification 4.6.3.1 requires that each isolation valve shall be demonstrated operable prior to returning the
valve to service after maintenance, repair, or replacement work is performed on the valve or its associated actuator,
control, or power circuit by performance of a cycling test and verification of isolation time. Contrary to the above, the
licensee failed to complete a verification of isolation time test for containment isolation valve 3CCP*MOV45A (reactor
plant component cooling water system supply header isolation valve) following maintenance activities performed on
this valve on May 5, 1999. The licensee entered this violation into its corrective action program as Condition Reports
CR-01-01158 and CR-01-01649.

Inspection Report# : 2001007 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. May 13, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO CONTROL A HIGH RADIATION AREA IN ACCORDANCE WITH TECHNICAL
SPECIFICATION 6.12.2

On June 19, 1999, licensee personnel identified that the entrance ladder to the north access to the Unit 3 reactor cavity,
an area having radiation levels greater than 1000 millirem/hour when measured at 45 centimeters from the source, was
not locked or otherwise controlled to prevent unauthorized entry. Technical Specification 6.12.2 requires that plant
areas, accessible to personnel, with radiation levels greater than 1000 millirem/hour at 45 centimeters be locked to
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prevent unauthorized entry. Upon identification, access controls were promptly established. The licensee determined
that there was no compromise in their ability to assess dose, that this condition was of short duration, and that no
personnel were overexposed as a result of this condition. Consequently, there was very low risk significance associated
with this violation. The licensee entered the issue into its corrective action process as condition report M3-99-2430.
Additionally, the licensee recognized the matter as a performance indicator affecting Occupational Exposure Control
Effectiveness. This item was identified as a Non-Cited Violation. (This item is documented as NCV 05000423/2000-
007-02 in IR 05000423/2000-007)

Inspection Report# : 2000007 (pdf)

Public Radiation Safety

Physical Protection

Significance:. May 12, 2001

Identified By: Licensee

Item Type: NCV NonCited Violation

PROTECTED AREA GATE OPEN WITHOUT COMPENSATORY ACTIONS

On February 5, 2001, the licensee identified that a gate that constituted a portion of the Protected Area barrier was in
the fully open position without compensatory actions in place. This condition was contrary to the licensee's NRC
approved Physical Security Plan, which states in part, that "Gates that constitute a portion of the protected area
boundary area are constructed of the same or equivalent materials that are used for the protected area fence... . All gates
are locked and alarmed when not in use...." This issue is more than minor in that, if left uncorrected, the same condition
could result in unauthorized entry into the Protected Area. Since there was no malevolent act, no actual intrusion
occurred, and there have not been greater than two similar findings in the past four quarters, the Significance
Determination Process classifies this finding as one of very low safety significance (Green). This condition is a
violation of 10 CFR 73.40, which requires that each licensee maintain physical security in accordance with their NRC-
approved Physical Security Plan (NCV 05000336,423/2001-004-05). This issue was entered into the licensee's
corrective action program as CR-01-01032.

Inspection Report# : 2001004 (pdf)

Miscellaneous

Significance: N/A Feb 01, 2002

Identified By: NRC

Item Type: FIN Finding

OVERALL THE LICENSEE IDENTIFIED PROBLEMS AT AN APPROPRIATE THRESHOLD AND
ENTERING THEM INTO THE CAP FOR RESOLUTION

Overall the licensee identified problems at an appropriate threshold and entering them into the CAP for resolution. The
identification of repetitive trends appeared proper. However, the use of trend cause codes to identify possible precursor
trends was limited. No deficiencies were identified in completed operability determinations. The significance level 1
root cause evaluations reviewed during the inspection sufficiently identified likely causal factors and corrective actions.
The significance level 2 apparent cause evaluations generally appeared appropriate. The selected effectivenss reviews
were of good quality. Several instances were identified where the evaluation of problems documented in significance
level 2 and level "N" condition reports were either not adequately evaluated or prioritized for completion, or were not
completed in sufficient detail to provide for timely and effective corrective actions. Two instances involving Unit 2
atmospheric steam dump valves and a Unit 3 emergency diesel air start check valve were determined to be green
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findings. Corrective actions appeared appropriate. The effectiveness reviews selected were of good quality, including
several where the reviewer appropriately identified inadequate corrective actions. Some safety-related pump bearing oil
problems concerns continue to occur, but previous corrective actions may not have had time to correct existing issues.
Inspection Report# : 2001015(pdf)

Significance: N/A Feb 02, 2001

Identified By: NRC

Item Type: FIN Finding

LICENSEE'S PERFORMANCE IN THE AREA OF PROBLEM IDENTIFICATION AND RESOLUTION
WAS GENERALLY ADEQUATE

The licensee's performance in the area of problem identification and resolution at Millstone Units 2 and 3 was generally
adequate. The licensee's staff usually identified risk significant problems at an appropriate threshold, and the problems
were classified at an appropriate significance level. The engineering and maintenance backlogs, as well as the
corrective action backlog, appeared to be adequately managed. In general, the majority of the issues reviewed were
dealt with adequately when entered into the corrective action program; however, the team noted that a number of NRC
findings identified over the past year concerned the cross-cutting area of problem identification and resolution. The
majority of these findings related to Unit 2, with respect to the prioritization and evaluation of problems, and the
effectiveness of corrective actions. The team also noted that many of the corrective actions were extended considerably
beyond the original scheduled completion date. Additionally, while procedures allowed waiving of a root cause
analyses for significant conditions adverse to quality, about half of the root cause analyses were waived without
providing adequate documented justification.

Inspection Report# : 2000017 (pdf)

Last modified : December 02, 2002
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Millstone 3

Initiating Events

Mitigating Systems

Signiﬁcance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DESIGN CONTROL - FAILURE TO IDENTIFY AND EVALUATE A DESIGN DEFICIENCY REGARDING THE
RECIRCULATION SPRAY SYSTEM (RSS) AND SUSCEPTIBILITY TO WATER HAMMER

The inspectors identified a failure to evaluate the ability of the service water piping to withstand a column separation water hammer.
Specifically, the licensee failed to evaluate whether certain portions of the service water return piping from the recirculation spray system were
susceptible to transient loads in excess of those described in design basis structural integrity limits. The finding impacted the Mitigating
Systems Cornerstone and had the potential to reduce the reliability of service water cooling to the recirculation spray system. However, this
finding was determined to be of very low safety significance (Green) because a subsequent operability determination concluded that the
affected piping system would remain functional under postulated accidents conditions. The issue was determined to be a violation of 10 CFR
50, Appendix B, Criterion III, Design Control. Because the finding is of very low safety significance and was captured in the licensee'
corrective action program, this finding is being treated as a non-cited violation, consistent with Section VI.A of the NRC Enforcement Policy.
Inspection Report# : 2002005 (pdf)

Signiﬁcance:. Feb 09, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

AN INADEQUATE PROCEDURE CAUSED A DELAY IN THE DISCOVERY OF DISCHARGED BREAKER CLOSING SPRINGS
FOR THE "B" EMERGENCY DIESEL GENERATOR (EDG) RESULTING IN AN EXTENDED PERIOD OF EDG
INOPERABILITY

The inspectors determined that following the conduct of testing activities that discharged the "B" EDG breaker closing springs, no documented
requirement existed to verify that the springs were recharged. This resulted in a delay in the discovery of "B" EDG system inoperability and
therefore, also in an extended period of time for the subject EDG unavailability. While the total unavailability time period (approximately 37
hours) was within the TS allowed outage time for one inoperable EDG, the inspector identified that TS 3.8.1.1, action b. requires certain
verification activities of redundant electrical power supply availability within 1hour, 8 hour, and 24 hour time periods. These actions were not
performed, as required in the times allotted, because of the noted delays associated with the discovery of the inoperable "B" EDG condition.
The inspector evaluated this condition using the NRC Significance Determination Process and concluded that the condition was of very low
significance (Green) because the plant TS provided for an AOT of 72 hours, because the AC electrical offsite sources and redundant onsite
sources remained operable during the period of "B" EDG unavailability, and because no plant work was done to compromise the Unit 3 risk
configuration during the time that the EDG inoperability was not recognized. The issue was determined to be a violation of technical
specification 3.8.1.1, AC Sources. Because the finding is of very low safety significance and was captured in the licensee's corrective action
program, this finding is being treated as a non-cited violation, consistent with Section VI.A of the NRC Enforcement Policy.

Inspection Report# : 2001014 (pdf)

Signiﬁcance:. Feb 01, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY IDENTIFY AND CORRECT A CONDITION ADVERSE TO QUALITY REGARDING A DEGRADED
SAFETY-RELATED CHECK VALVE IN THE UNIT 3 EDG AIR START SYSTEM

The Problem Identification and Resolution team inspectors identified a failure to promptly identify and correct a condition adverse to quality
regarding two instances where a safety related check valve in the Unit 3 emergency diesel "A" air start system failed to prevent a pressure
decrease in the associated air receiver tank. However, the failure to identify and evaluate this problem is considered to have a very low safety
significance because of the redundant air receivers and compressors, and remote monitoring of air receiver pressure. This issue was determined
to be a violation of 10 CFR 50 Appendix B, Criterion XVI, Corrective Action. Because the finding is of very low safety significance and was
captured in the licensee's corrective action program,the finding is being treated as a non-cited violation, consistent with section VI.A of the
NRC Enforcement Policy.
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Inspection Report# : 2001015(pdf)

Significance: TBD Jun 30, 2001

Identified By: Licensee

Item Type: URI Unresolved item

QUENCH SPRAY SYSTEM MANUAL VALVE MISALIGNMENT

An apparent violation of Technical Specification 3.6.2.1, Containment Quench Spray System, involving the failure to adequately verify the
position of quench spray system discharge valves, was identified in LER 50-423/2001-001. The safety significance of the finding is under
review, and the apparent violation is being treated as an unresolved item.

Inspection Report# : 2001005 (pdf)

Barrier Integrity

Signiﬁcance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE PROCEDURE TO DRAIN AN ISOLATED REACTOR COOLANT SYSTEM LOOP

The inspectors identified an inadequate operating procedure, which resulted in a failure to maintain an isolated reactor coolant system (RCS)
loop pressure below its TS required pressure limit. The finding impacted the Barrier Integrity Cornerstone and had an actual impact of
exposing an isolated RCS loop to a pressure that exceeded a pressure-temperature limit delineated in the TS. The finding was of very low
safety significance (Green) because there was no adverse impact on the structural integrity of any RCS components and the requirements of TS
were met. This issue was determined to be a violation of Technical Specification 6.8.1, Procedures and Programs. Because the finding is of
very low safety significance and was captured in the licensee's corrective action program, this finding is being treated as a non-cited violation,
consistent with Section VI.A.1 of the NRC Enforcement Policy.

Inspection Report# : 2002005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Miscellaneous

Significance: N/A Feb 01, 2002

Identified By: NRC

Item Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

Overall the licensee identified problems at an appropriate threshold and entered them into the CAP for resolution. The identification of
repetitive trends appeared proper. However, the use of trend cause codes to identify possible precursor trends was limited. No deficiencies were
identified in completed operability determinations. The significance level 1 root cause evaluations reviewed during the inspection sufficiently
identified likely causal factors and corrective actions. The significance level 2 apparent cause evaluations generally appeared appropriate. The



4Q/2002 Inspection Findings - Millstone 3 Page 3 of 3

selected effectiveness reviews were of good quality. Several instances were identified where the evaluation of problems documented in
significance level 2 and level "N" condition reports were either not adequately evaluated or prioritized for completion, or were not completed in
sufficient detail to provide for timely and effective corrective actions. Corrective actions appeared appropriate. The effectiveness reviews
selected were of good quality, including several where the reviewer appropriately identified inadequate corrective actions. Some safety-related

pump bearing oil problem concerns continue to occur, but previous corrective actions may not have had time to correct existing issues.
Inspection Report# : 2001015(pdf)

Last modified : March 25, 2003



1Q/2003 Inspection Findings - Millstone 3 Page 1 of 2

Millstone 3
1Q/2003 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Mar 29, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Failure of the licensee to identify an error in design calculations involving the technical specification for
emergency diesel fuel oil storage tank level, and failure to prevent translation of this e

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, for inadequate design control measures
to provide for the verification of a design and for failure to assure that regulatory requirements were correctly translated
into procedures. Specifically, the licensee failed to identify a calculation error from 1992 and 1993 regarding technical
specification (TS) fuel oil storage tank levels, and then failed to prevent the error from being translated into the TS
surveillance procedure that demonstrates EDG operability. This finding is more than minor because required EDG fuel
oil storage tank levels were incorrectly translated into technical specification surveillance procedures and the actual
tank level calculations had to be reperformed to assure historical TS requirements were met. This is similar to example
3.iin Appendix E of Manual Chapter 0612, Power Reactor Inspection Reports. The finding was determined to be of
very low safety significance (Green), and is being dispositioned as a Non-Cited Violation, based on licensee analysis
that determined no loss of safety function for the EDGs. This finding regarding the failure to identify the incorrect
calculations and the subsequent error in the TS surveillance procedure is related to the licensee's Problem Identification
and Resolution process.

Inspection Report# : 2003002 (pdf)

Signiﬁcance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DESIGN CONTROL - FAILURE TO IDENTIFY AND EVALUATE A DESIGN DEFICIENCY REGARDING
THE RECIRCULATION SPRAY SYSTEM (RSS) AND SUSCEPTIBILITY TO WATER HAMMER

The inspectors identified a failure to evaluate the ability of the service water piping to withstand a column separation
water hammer. Specifically, the licensee failed to evaluate whether certain portions of the service water return piping
from the recirculation spray system were susceptible to transient loads in excess of those described in design basis
structural integrity limits. The finding impacted the Mitigating Systems Cornerstone and had the potential to reduce the
reliability of service water cooling to the recirculation spray system. However, this finding was determined to be of
very low safety significance (Green) because a subsequent operability determination concluded that the affected piping
system would remain functional under postulated accidents conditions. The issue was determined to be a violation of
10 CFR 50, Appendix B, Criterion III, Design Control. Because the finding is of very low safety significance and was
captured in the licensee' corrective action program, this finding is being treated as a non-cited violation, consistent with
Section VI.A of the NRC Enforcement Policy.

Inspection Report# : 2002005 (pdf)

file://C:\RROP\NRR\OVERSIGHT\ASSESS\MILL3\mill3 pim.html 07/22/2003
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Barrier Integrity

Signiﬁcance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE PROCEDURE TO DRAIN AN ISOLATED REACTOR COOLANT SYSTEM LOOP

The inspectors identified an inadequate operating procedure, which resulted in a failure to maintain an isolated reactor
coolant system (RCS) loop pressure below its TS required pressure limit. The finding impacted the Barrier Integrity
Cornerstone and had an actual impact of exposing an isolated RCS loop to a pressure that exceeded a pressure-
temperature limit delineated in the TS. The finding was of very low safety significance (Green) because there was no
adverse impact on the structural integrity of any RCS components and the requirements of TS were met. This issue was
determined to be a violation of Technical Specification 6.8.1, Procedures and Programs. Because the finding is of very
low safety significance and was captured in the licensee's corrective action program, this finding is being treated as a
non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy.

Inspection Report# : 2002005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Miscellaneous

Last modified : May 30, 2003

file://C:\RROP\NRR\OVERSIGHT\ASSESS\MILL3\mill3 pim.html 07/22/2003
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Millstone 3
2Q/2003 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Mar 29, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Failure of the licensee to identify an error in design calculations involving the technical specification for
emergency diesel fuel oil storage tank level, and failure to prevent translation of this e

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, for inadequate design control measures
to provide for the verification of a design and for failure to assure that regulatory requirements were correctly translated
into procedures. Specifically, the licensee failed to identify a calculation error from 1992 and 1993 regarding technical
specification (TS) fuel oil storage tank levels, and then failed to prevent the error from being translated into the TS
surveillance procedure that demonstrates EDG operability. This finding is more than minor because required EDG fuel
oil storage tank levels were incorrectly translated into technical specification surveillance procedures and the actual
tank level calculations had to be reperformed to assure historical TS requirements were met. This is similar to example
3.iin Appendix E of Manual Chapter 0612, Power Reactor Inspection Reports. The finding was determined to be of
very low safety significance (Green), and is being dispositioned as a Non-Cited Violation, based on licensee analysis
that determined no loss of safety function for the EDGs. This finding regarding the failure to identify the incorrect
calculations and the subsequent error in the TS surveillance procedure is related to the licensee's Problem Identification
and Resolution process.

Inspection Report# : 2003002 (pdf)

Signiﬁcance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

DESIGN CONTROL - FAILURE TO IDENTIFY AND EVALUATE A DESIGN DEFICIENCY REGARDING
THE RECIRCULATION SPRAY SYSTEM (RSS) AND SUSCEPTIBILITY TO WATER HAMMER

The inspectors identified a failure to evaluate the ability of the service water piping to withstand a column separation
water hammer. Specifically, the licensee failed to evaluate whether certain portions of the service water return piping
from the recirculation spray system were susceptible to transient loads in excess of those described in design basis
structural integrity limits. The finding impacted the Mitigating Systems Cornerstone and had the potential to reduce the
reliability of service water cooling to the recirculation spray system. However, this finding was determined to be of
very low safety significance (Green) because a subsequent operability determination concluded that the affected piping
system would remain functional under postulated accidents conditions. The issue was determined to be a violation of
10 CFR 50, Appendix B, Criterion III, Design Control. Because the finding is of very low safety significance and was
captured in the licensee' corrective action program, this finding is being treated as a non-cited violation, consistent with
Section VI.A of the NRC Enforcement Policy.

Inspection Report# : 2002005 (pdf)

file://C:\RROP\NRR\OVERSIGHT\ASSESS\MILL3\mill3 pim.html 10/08/2003
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Barrier Integrity

Signiﬁcance:. Sep 28, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE PROCEDURE TO DRAIN AN ISOLATED REACTOR COOLANT SYSTEM LOOP

The inspectors identified an inadequate operating procedure, which resulted in a failure to maintain an isolated reactor
coolant system (RCS) loop pressure below its TS required pressure limit. The finding impacted the Barrier Integrity
Cornerstone and had an actual impact of exposing an isolated RCS loop to a pressure that exceeded a pressure-
temperature limit delineated in the TS. The finding was of very low safety significance (Green) because there was no
adverse impact on the structural integrity of any RCS components and the requirements of TS were met. This issue was
determined to be a violation of Technical Specification 6.8.1, Procedures and Programs. Because the finding is of very
low safety significance and was captured in the licensee's corrective action program, this finding is being treated as a
non-cited violation, consistent with Section VI.A.1 of the NRC Enforcement Policy.

Inspection Report# : 2002005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Miscellaneous

Last modified : September 04, 2003

file://C:\RROP\NRR\OVERSIGHT\ASSESS\MILL3\mill3 pim.html 10/08/2003
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Millstone 3
3Q/2003 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Mar 29, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Failure of the licensee to identify an error in design calculations involving the technical specification for
emergency diesel fuel oil storage tank level, and failure to prevent translation of this e

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, for inadequate design control measures
to provide for the verification of a design and for failure to assure that regulatory requirements were correctly translated
into procedures. Specifically, the licensee failed to identify a calculation error from 1992 and 1993 regarding technical
specification (TS) fuel oil storage tank levels, and then failed to prevent the error from being translated into the TS
surveillance procedure that demonstrates EDG operability. This finding is more than minor because required EDG fuel
oil storage tank levels were incorrectly translated into technical specification surveillance procedures and the actual
tank level calculations had to be reperformed to assure historical TS requirements were met. This is similar to example
3.iin Appendix E of Manual Chapter 0612, Power Reactor Inspection Reports. The finding was determined to be of
very low safety significance (Green), and is being dispositioned as a Non-Cited Violation, based on licensee analysis
that determined no loss of safety function for the EDGs. This finding regarding the failure to identify the incorrect
calculations and the subsequent error in the TS surveillance procedure is related to the licensee's Problem Identification
and Resolution process.

Inspection Report# : 2003002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

file://C:\RROP\NRR\OVERSIGHT\ASSESS\MILL3\mill3 pim.html 01/12/2004
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Physical Protection

Miscellaneous

Last modified : December 01, 2003

file://C:\RROP\NRR\OVERSIGHT\ASSESS\MILL3\mill3 pim.html 01/12/2004
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Millstone 3
4Q/2003 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Oct 15,2003

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY EVALUATE AND CORRECT AN IDENTIFIED DEGRADATION OF THE
SERVICE WATER (SW) PUMP/MOTOR COUPLING

The inspectors identified a non-cited violatin of 10 CFR 50 Appendix B, Criterion X VI, for the failure to evaluate and
correct an identified condition adverse to quality (physical degradation) associated with the "B" service water (SW)
pump/motor coupling. The inspectors found that the licensee had not properly evaluated a degraded condition of the
"B" SW pump/motor coupling and associated fasteners after a condition report documented the "B" SW pump packing
and coupling degradation. Subsequently, the licensee declared the pump inoperable and replaced the coupling.

This finding is more than minor because the failure to evaluate the identified degradation of a mitigating system, and to
take corrective actions, would have allowed further degradation and affected operability of the system. The finding is
associated with the equipment performance attribute of the mitigating systems cornerstone and the objective of
ensuring the availability and reliability of systems that respond to initiating events to prevent undesirable
consequences. However, the finding was determined to be of very low safety significance based on the as-found
condition and an analysis of the existing degradation that concluded the SW pump was capable of meeting its safety
function.

Inspection Report# : 2003004 (pdf)

Significance:. Mar 29, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Failure of the licensee to identify an error in design calculations involving the technical specification for
emergency diesel fuel oil storage tank level, and failure to prevent translation of this e

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion III, for inadequate design control measures
to provide for the verification of a design and for failure to assure that regulatory requirements were correctly translated
into procedures. Specifically, the licensee failed to identify a calculation error from 1992 and 1993 regarding technical
specification (TS) fuel oil storage tank levels, and then failed to prevent the error from being translated into the TS
surveillance procedure that demonstrates EDG operability.

This finding is more than minor because required EDG fuel oil storage tank levels were incorrectly translated into
technical specification surveillance procedures and the actual tank level calculations had to be reperformed to assure
historical TS requirements were met. This is similar to example 3.i in Appendix E of Manual Chapter 0612, Power
Reactor Inspection Reports. The finding was determined to be of very low safety significance (Green), and is being

file://C:\RROP\NRR\OVERSIGHT\ASSESS\MILL3\mill3 pim.html 04/22/2004
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dispositioned as a Non-Cited Violation, based on licensee analysis that determined no loss of safety function for the
EDGs. This finding regarding the failure to identify the incorrect calculations and the subsequent error in the TS
surveillance procedure is related to the licensee's Problem Identification and Resolution process.

Inspection Report# : 2003002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Miscellaneous

Last modified : March 02, 2004
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Millstone 3
1Q/2004 Plant Inspection Findings

Initiating Events

Mitigating Systems

Signiﬁcance:. Sep 27,2003

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY EVALUATE AND CORRECT AN IDENTIFIED DEGRADATION OF THE SERVICE WATER
(SW) PUMP/MOTOR COUPLING

The inspectors identified a non-cited violatin of 10 CFR 50 Appendix B, Criterion XVI, for the failure to evaluate and correct an identified
condition adverse to quality (physical degradation) associated with the "B" service water (SW) pump/motor coupling. The inspectors found that
the licensee had not properly evaluated a degraded condition of the "B" SW pump/motor coupling and associated fasteners after a condition
report documented the "B" SW pump packing and coupling degradation. Subsequently, the licensee declared the pump inoperable and replaced
the coupling.

This finding is more than minor because the failure to evaluate the identified degradation of a mitigating system, and to take corrective actions,
would have allowed further degradation and affected operability of the system. The finding is associated with the equipment performance
attribute of the mitigating systems cornerstone and the objective of ensuring the availability and reliability of systems that respond to initiating
events to prevent undesirable consequences. However, the finding was determined to be of very low safety significance based on the as-found
condition and an analysis of the existing degradation that concluded the SW pump was capable of meeting its safety function.

Inspection Report# : 2003004 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Miscellaneous

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

Initiating Events

Signiﬁcance:. Mar 31, 2004

Identified By: NRC

Item Type: FIN Finding

FAILURE TO IMPLEMENT POST MAINTENANCE TESTING TO IDENTIFY IMPROPERLY PERFORMED VALVE REPAIRS ON
INSTRUMENT AIR DRYER SYSTEM

The inspectors identified a finding for the failure to implement adequate post-maintenance testing following valve repairs on the instrument air system.
The post-maintenance test (PMT), as performed by Operations, did not adequately cycle a 4-way valve to ensure maintenance had been performed
correctly. As a result of the improper PMT performance, Dominion did not identify the maintenance errors following reinstallation of the 4-way valves
prior to declaring the system operable. Subsequently, the instrument air system lost air pressure 4 hours after restoring the system to service. However,
the transient was limited because a service air system cross-tie valve opened to restore instrument air pressure. Following the air transient, Dominion
performed corrective maintenance, and then implemented a procedure to fully retest the instrument air dryer prior to declaring it operable.

The finding is more than minor because it affected the equipment performance attribute of the Initiating Events cornerstone objective of limiting the
likelihood of events that upset plant stability at power. The failure to specify adequate PMT led directly to a degraded instrument air system and
increased the likelihood of a Loss of Instrument Air event. The risk of this finding was determined to be of very low safety significance (Green)
because, although the instrument air system vented to atmosphere, the service air system cross-tie valve to the instrument air system opened and air
pressure was restored. The instrument air pressure stabilized and recovered such that there was no actual loss of equipment due to the temporary drop in
pressure and an actual loss of instrument air did not occur. This finding is related to the cross-cutting issue of Human Performance.

Inspection Report# : 2004005 (pdf)

Mitigating Systems

Significance:. Sep 27,2003

I[dentified By: NRC

[tem Type: NCV NonCited Violation

FAILURE TO ADEQUATELY EVALUATE AND CORRECT AN IDENTIFIED DEGRADATION OF THE SERVICE WATER (SW)
PUMP/MOTOR COUPLING

The inspectors identified a non-cited violatin of 10 CFR 50 Appendix B, Criterion X VI, for the failure to evaluate and correct an identified condition
adverse to quality (physical degradation) associated with the "B" service water (SW) pump/motor coupling. The inspectors found that the licensee had
not properly evaluated a degraded condition of the "B" SW pump/motor coupling and associated fasteners after a condition report documented the "B"
SW pump packing and coupling degradation. Subsequently, the licensee declared the pump inoperable and replaced the coupling.

This finding is more than minor because the failure to evaluate the identified degradation of a mitigating system, and to take corrective actions, would
have allowed further degradation and affected operability of the system. The finding is associated with the equipment performance attribute of the
mitigating systems cornerstone and the objective of ensuring the availability and reliability of systems that respond to initiating events to prevent
undesirable consequences. However, the finding was determined to be of very low safety significance based on the as-found condition and an analysis
of the existing degradation that concluded the SW pump was capable of meeting its safety function.

Inspection Report# : 2003004 (pdf)

Barrier Integrity

Significance:. Jun 30, 2004

I[dentified By: NRC

[tem Type: NCV NonCited Violation

INADEQUATE CORRECTIVE ACTIONS TO PREVENT REPETITIVE FAILURES OF THE QSS AND RSS CONTAINMENT
ISOLATION CHECK VALVES

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, which requires, in part, that conditions adverse to quality,
such as failures, are promptly identified and corrected. Contrary to this requirement, Dominion did not take effective corrective actions to address
repetitive failures of local leak rate tests (LLRT) for the quench spray system and recirculation spray system containment isolation check valves. The
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inspectors determined that over the span of 8 years, the same known failure mechanism resulted in an approximate 50% LLRT surveillance test failure
rate for these check valves. This finding is more than minor because it is associated with the Barrier Integrity cornerstone attribute of structures,
systems, and components (SSC)/Barrier Performance - containment isolation SSC reliability. Unacceptable leakage past these check valves resulted in a
decrease in operational capability of the containment isolation system and a decrease in reliability of containment isolation SSCs. This violation has
been determined to have a very low safety significance since there was not an actual open pathway in the physical integrity of reactor containment. This
finding is related to the cross-cutting issue of Problem Identification and Resolution.

Inspection Report# : 2004006(pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Feb 27, 2004

Identified By: NRC

[tem Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

The team determined that the licensee was generally effective at identifying discrepant conditions at an appropriate threshold and entering them into the
corrective action program. Once entered into the system, issues were usually prioritized appropriately and in a timely fashion; and were properly
evaluated commensurate with the safety significance. Overall, the evaluations reasonably identified the causes of the problem, the extent of the
condition, and provided for corrective actions to address the causes. However, in some cases, the corrective action program was not effectively used to
resolve and prevent problems. There were some instances where issue evaluations, as well as the associated corrective actions, were not effective in
resolving problems. There were also some examples in which condition reports were characterized at a lower category than prescribed by the corrective
action program.

Inspection Report# : 2004002 (pdf)

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

Initiating Events

Signiﬁcance:. Mar 31, 2004

Identified By: NRC

Item Type: FIN Finding

FAILURE TO IMPLEMENT POST MAINTENANCE TESTING TO IDENTIFY IMPROPERLY PERFORMED VALVE REPAIRS
ON INSTRUMENT AIR DRYER SYSTEM

The inspectors identified a finding for the failure to implement adequate post-maintenance testing following valve repairs on the instrument air
system. The post-maintenance test (PMT), as performed by Operations, did not adequately cycle a 4-way valve to ensure maintenance had been
performed correctly. As a result of the improper PMT performance, Dominion did not identify the maintenance errors following reinstallation
of the 4-way valves prior to declaring the system operable. Subsequently, the instrument air system lost air pressure 4 hours after restoring the
system to service. However, the transient was limited because a service air system cross-tie valve opened to restore instrument air pressure.
Following the air transient, Dominion performed corrective maintenance, and then implemented a procedure to fully retest the instrument air
dryer prior to declaring it operable.

The finding is more than minor because it affected the equipment performance attribute of the Initiating Events cornerstone objective of
limiting the likelihood of events that upset plant stability at power. The failure to specify adequate PMT led directly to a degraded instrument
air system and increased the likelihood of a Loss of Instrument Air event. The risk of this finding was determined to be of very low safety
significance (Green) because, although the instrument air system vented to atmosphere, the service air system cross-tie valve to the instrument
air system opened and air pressure was restored. The instrument air pressure stabilized and recovered such that there was no actual loss of
equipment due to the temporary drop in pressure and an actual loss of instrument air did not occur. This finding is related to the cross-cutting
issue of Human Performance.

Inspection Report# : 2004005 (pdf)

Mitigating Systems

Significance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY IMPLEMENT TS 3.8.3.2, ONSITE POWER DISTRIBUTION - SHUTDOWN

The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.3.2, Onsite Power Distribution - Shutdown, for the failure to
enter Technical Specifications following the loss of a vital inverter. The required actions were to immediately stop all reactivity additions.
However, operators failed to stop both a plant heatup and reactor coolant system (RCS) dilutions (hydrazine addition), which resulted in
positive reactivity additions to the reactor. Dominion specified operator training to reinforce the management expectation for completing
procedures, however, additional corrective actions will be specified in an upcoming revision to the Licensee Event Report based on the issues
identified by the inspectors in the finding description. Dominion has entered this issue into their corrective action program. This issue is more
than minor because it is associated with the human performance attribute of the Mitigating System Cornerstone and the objective of ensuring
the availability of systems to respond to initiating events to prevent undesirable circumstances. The failure of the vital inverter resulted in an
electrical lineup that did not meet the TS requirements for one complete train of electrical buses. Additionally, the failure to recognize the need
to enter TS precluded taking corrective actions to prevent adding positive reactivity with this electrical lineup. Several positive reactivity
additions from heatup and RCS dilutions occurred as a result. The finding is of very low safety significance because the reactivity addition
from the heatup and the dilutions was small compared to the reactivity needed for criticality. Additionally, the finding did not increase the
likelihood of a loss of RCS inventory, degrade Dominion's ability to add inventory if needed, or degrade the ability to recover the residual heat
removal system if it was lost. This finding is related to the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Signiﬁcance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

DOMINION FAILED TO ESTABLISH PRECAUTIONS AND PREREQUISITES TO PREVENT PLANT CONFIGURATION
CHANGES THAT COULD LEAD TO AIR ENTRAINMENT IN THE RHR SYSTEM

The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1a for the failure to adequately implement procedures for
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venting the reactor coolant system (RCS) and the residual heat removal (RHR) system. On May 28, 2004, Dominion conducted a quarterly vent
and valve lineup of the "A" train of the RHR system in which air was vented from several vent valves. The inspectors investigated whether the
voids in the "A" train of the RHR system and portions of suction piping leading to both trains of the safety injection (SI) and charging systems
would have adversely affected these systems' ability to respond to a small break loss of coolant accident (SBLOCA). The inspectors reviewed
the engineering technical evaluation and determined that the amount of air in the RHR system did not adversely impact the RHR pumps, SI
pumps, or the charging pumps. The inspectors reviewed Dominion's root cause investigation and determined that the cause of the entrapped air
was due to securing one of the two RHR pumps on April 28, 2004, during the RCS sweep and vent procedure following completion of the
refueling outage. Dominion revised the RCS sweep and vent procedure to add a precaution to avoid securing an RHR pump during this
procedure. Dominion has entered this issue into their corrective action program. This issue is more than minor because it is associated with the
equipment performance attribute of the Mitigating Systems cornerstone and the objective to ensure availability of systems that respond to
initiating events to prevent undesirable consequences. The entrapped air had the potential to make the "A" RHR pump, SI pumps, and charging
pumps inoperable. The finding is of very low safety significance because it did not represent an actual loss of safety function of the RHR, SI, or
charging system since the amount of air identified in these systems would not have prevented them from functioning. This finding is related to
the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Barrier Integrity

Signiﬁcance:. Jun 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE CORRECTIVE ACTIONS TO PREVENT REPETITIVE FAILURES OF THE QSS AND RSS CONTAINMENT
ISOLATION CHECK VALVES

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, which requires, in part, that conditions adverse to
quality, such as failures, are promptly identified and corrected. Contrary to this requirement, Dominion did not take effective corrective actions
to address repetitive failures of local leak rate tests (LLRT) for the quench spray system and recirculation spray system containment isolation
check valves. The inspectors determined that over the span of 8 years, the same known failure mechanism resulted in an approximate 50%
LLRT surveillance test failure rate for these check valves. This finding is more than minor because it is associated with the Barrier Integrity
cornerstone attribute of structures, systems, and components (SSC)/Barrier Performance - containment isolation SSC reliability. Unacceptable
leakage past these check valves resulted in a decrease in operational capability of the containment isolation system and a decrease in reliability
of containment isolation SSCs. This violation has been determined to have a very low safety significance since there was not an actual open
pathway in the physical integrity of reactor containment. This finding is related to the cross-cutting issue of Problem Identification and
Resolution.

Inspection Report# : 2004006(pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous



3Q/2004 Inspection Findings - Millstone 3 Page 3 of 3

Significance: N/A Feb 27, 2004

Identified By: NRC

Item Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

The team determined that the licensee was generally effective at identifying discrepant conditions at an appropriate threshold and entering them
into the corrective action program. Once entered into the system, issues were usually prioritized appropriately and in a timely fashion; and were
properly evaluated commensurate with the safety significance. Overall, the evaluations reasonably identified the causes of the problem, the
extent of the condition, and provided for corrective actions to address the causes. However, in some cases, the corrective action program was
not effectively used to resolve and prevent problems. There were some instances where issue evaluations, as well as the associated corrective
actions, were not effective in resolving problems. There were also some examples in which condition reports were characterized at a lower
category than prescribed by the corrective action program.

Inspection Report# : 2004002 (pdf)

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

Initiating Events

Signiﬁcance:. Mar 31, 2004

Identified By: NRC

Item Type: FIN Finding

FAILURE TO IMPLEMENT POST MAINTENANCE TESTING TO IDENTIFY IMPROPERLY PERFORMED VALVE REPAIRS
ON INSTRUMENT AIR DRYER SYSTEM

The inspectors identified a finding for the failure to implement adequate post-maintenance testing following valve repairs on the instrument air
system. The post-maintenance test (PMT), as performed by Operations, did not adequately cycle a 4-way valve to ensure maintenance had been
performed correctly. As a result of the improper PMT performance, Dominion did not identify the maintenance errors following reinstallation
of the 4-way valves prior to declaring the system operable. Subsequently, the instrument air system lost air pressure 4 hours after restoring the
system to service. However, the transient was limited because a service air system cross-tie valve opened to restore instrument air pressure.
Following the air transient, Dominion performed corrective maintenance, and then implemented a procedure to fully retest the instrument air
dryer prior to declaring it operable.

The finding is more than minor because it affected the equipment performance attribute of the Initiating Events cornerstone objective of
limiting the likelihood of events that upset plant stability at power. The failure to specify adequate PMT led directly to a degraded instrument
air system and increased the likelihood of a Loss of Instrument Air event. The risk of this finding was determined to be of very low safety
significance (Green) because, although the instrument air system vented to atmosphere, the service air system cross-tie valve to the instrument
air system opened and air pressure was restored. The instrument air pressure stabilized and recovered such that there was no actual loss of
equipment due to the temporary drop in pressure and an actual loss of instrument air did not occur. This finding is related to the cross-cutting
issue of Human Performance.

Inspection Report# : 2004005 (pdf)

Mitigating Systems

Significance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY IMPLEMENT TS 3.8.3.2, ONSITE POWER DISTRIBUTION - SHUTDOWN

The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.3.2, Onsite Power Distribution - Shutdown, for the failure to
enter Technical Specifications following the loss of a vital inverter. The required actions were to immediately stop all reactivity additions.
However, operators failed to stop both a plant heatup and reactor coolant system (RCS) dilutions (hydrazine addition), which resulted in
positive reactivity additions to the reactor. Dominion specified operator training to reinforce the management expectation for completing
procedures, however, additional corrective actions will be specified in an upcoming revision to the Licensee Event Report based on the issues
identified by the inspectors in the finding description. Dominion has entered this issue into their corrective action program. This issue is more
than minor because it is associated with the human performance attribute of the Mitigating System Cornerstone and the objective of ensuring
the availability of systems to respond to initiating events to prevent undesirable circumstances. The failure of the vital inverter resulted in an
electrical lineup that did not meet the TS requirements for one complete train of electrical buses. Additionally, the failure to recognize the need
to enter TS precluded taking corrective actions to prevent adding positive reactivity with this electrical lineup. Several positive reactivity
additions from heatup and RCS dilutions occurred as a result. The finding is of very low safety significance because the reactivity addition
from the heatup and the dilutions was small compared to the reactivity needed for criticality. Additionally, the finding did not increase the
likelihood of a loss of RCS inventory, degrade Dominion's ability to add inventory if needed, or degrade the ability to recover the residual heat
removal system if it was lost. This finding is related to the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Signiﬁcance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

DOMINION FAILED TO ESTABLISH PRECAUTIONS AND PREREQUISITES TO PREVENT PLANT CONFIGURATION
CHANGES THAT COULD LEAD TO AIR ENTRAINMENT IN THE RHR SYSTEM

The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1a for the failure to adequately implement procedures for
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venting the reactor coolant system (RCS) and the residual heat removal (RHR) system. On May 28, 2004, Dominion conducted a quarterly vent
and valve lineup of the "A" train of the RHR system in which air was vented from several vent valves. The inspectors investigated whether the
voids in the "A" train of the RHR system and portions of suction piping leading to both trains of the safety injection (SI) and charging systems
would have adversely affected these systems' ability to respond to a small break loss of coolant accident (SBLOCA). The inspectors reviewed
the engineering technical evaluation and determined that the amount of air in the RHR system did not adversely impact the RHR pumps, SI
pumps, or the charging pumps. The inspectors reviewed Dominion's root cause investigation and determined that the cause of the entrapped air
was due to securing one of the two RHR pumps on April 28, 2004, during the RCS sweep and vent procedure following completion of the
refueling outage. Dominion revised the RCS sweep and vent procedure to add a precaution to avoid securing an RHR pump during this
procedure. Dominion has entered this issue into their corrective action program. This issue is more than minor because it is associated with the
equipment performance attribute of the Mitigating Systems cornerstone and the objective to ensure availability of systems that respond to
initiating events to prevent undesirable consequences. The entrapped air had the potential to make the "A" RHR pump, SI pumps, and charging
pumps inoperable. The finding is of very low safety significance because it did not represent an actual loss of safety function of the RHR, SI, or
charging system since the amount of air identified in these systems would not have prevented them from functioning. This finding is related to
the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Barrier Integrity

Signiﬁcance:. Jun 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE CORRECTIVE ACTIONS TO PREVENT REPETITIVE FAILURES OF THE QSS AND RSS CONTAINMENT
ISOLATION CHECK VALVES

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, which requires, in part, that conditions adverse to
quality, such as failures, are promptly identified and corrected. Contrary to this requirement, Dominion did not take effective corrective actions
to address repetitive failures of local leak rate tests (LLRT) for the quench spray system and recirculation spray system containment isolation
check valves. The inspectors determined that over the span of 8 years, the same known failure mechanism resulted in an approximate 50%
LLRT surveillance test failure rate for these check valves. This finding is more than minor because it is associated with the Barrier Integrity
cornerstone attribute of structures, systems, and components (SSC)/Barrier Performance - containment isolation SSC reliability. Unacceptable
leakage past these check valves resulted in a decrease in operational capability of the containment isolation system and a decrease in reliability
of containment isolation SSCs. This violation has been determined to have a very low safety significance since there was not an actual open
pathway in the physical integrity of reactor containment. This finding is related to the cross-cutting issue of Problem Identification and
Resolution.

Inspection Report# : 2004006(pdf)

Emergency Preparedness
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Public Radiation Safety
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Physical Protection information not publicly available.
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Significance: N/A Feb 27, 2004

Identified By: NRC

Item Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

The team determined that the licensee was generally effective at identifying discrepant conditions at an appropriate threshold and entering them
into the corrective action program. Once entered into the system, issues were usually prioritized appropriately and in a timely fashion; and were
properly evaluated commensurate with the safety significance. Overall, the evaluations reasonably identified the causes of the problem, the
extent of the condition, and provided for corrective actions to address the causes. However, in some cases, the corrective action program was
not effectively used to resolve and prevent problems. There were some instances where issue evaluations, as well as the associated corrective
actions, were not effective in resolving problems. There were also some examples in which condition reports were characterized at a lower
category than prescribed by the corrective action program.

Inspection Report# : 2004002 (pdf)

Last modified : March 09, 2005



1Q/2005 Inspection Findings - Millstone 3 Page 1 of 4

Millstone 3
1Q/2005 Plant Inspection Findings

Initiating Events

Mitigating Systems

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY EVALUATE AND CORRECT A DEGRADED CONDITION ASSOCIATED WITH THE DIVIDER
PLATE FOR ALL THREE RPCCW HXS

The inspector identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion X VI, "Corrective Action," for Dominion's failure to
take prompt and appropriate corrective actions to address a condition adverse to quality. Specifically, Dominion did not promptly evaluate and
correct a degraded condition associated with the divider plate for all three reactor plant component cooling water (RPCCW) heat exchangers
(HXs). The inspector determined that this issue was more than minor because it was associated with the equipment performance attribute of the
mitigating systems cornerstone, and it potentially affected the objective to ensure the availability and reliability of the RPCCW HXs. The
finding was of very low safety significance (Green), because the finding was a qualification deficiency confirmed not to result in loss of a
function. The issue was similarly of very low risk in the Initiating Events cornerstone because the finding did not increase the likelihood of a
reactor trip or a loss of service water (SW) event. The finding was associated with the cross-cutting area of problem identification and
resolution (PI&R) in that Dominion's inadequate evaluation and untimely corrective actions for a degraded condition potentially affected the
RPCCW HXs.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY IMPLEMENT TESTING PROCEDURES FOR RESTORING THE "a" EDG TO SERVICE

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control," for the failure to adequately implement
post-maintenance test (PMT) procedures for restoring the "A" emergency diesel generator (EDG) to service following maintenance of the
neutral breaker. On March 1, 2005, Dominion conducted maintenance and doble testing of the "A" EDG neutral breaker. The Maintenance
Department turned the breaker over to Operations for final post-maintenance testing and restoration. After racking in the breaker, Operations
noted that the red light on the front of the EDG neutral breaker panel did not light as expected. Contrary to the PMT acceptance criteria,
Operations assessed that the PMT was satisfactorily completed and exited the EDG technical specification. The oncoming shift investigated
and determined the red light was not lit because there was a problem with the neutral breaker trip circuit. Operations declared the EDG
inoperable and re-entered the EDG technical specification. This issue was more than minor because it was associated with the reliability of the
"A" EDG. The inspectors determined that the finding was of very low safety significance (Green) because it did not involve a design or
qualification deficiency, represent an actual loss of safety function of the "A" EDG, or involve seismic, flooding, or severe weather initiating
events. This finding was related to the cross-cutting area of Human Performance in that Dominion personnel signed the PMT as satisfactory
and restored the EDG neutral breaker to an operable status although the acceptance criteria was not met.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO TAKE PROMPT CORRECTIVE ACTIONS TO DETERMINE THE EXTENT OF CONDITION OF AIR TRAPPED
IN THE RHR SUCTION AND DISCHARGE PIPING

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action," which requires, in part, that
measures be established to assure that conditions adverse to quality are promptly identified and corrected. From May to October 2004,
Dominion failed to properly assess and correct a degraded "A" Residual Heat Removal (RHR) system during an extent of condition
examination for air found in the RHR discharge piping. Specifically, after discovering a significant amount of air in the "A" RHR piping
system in May 2004, Dominion vented the system but did not adequately evaluate whether the corrective actions were effective in removing air
from the RHR heat-exchanger tubing. As a result, Dominion did not evaluate the effect of the remaining air on the RHR and high pressure
injection systems. Dominion subsequently instituted compensatory measures to vent the suction piping after every RHR pump run and
performed a special procedure to flush the air out of the heat exchanger. This finding was more than minor because it affected the equipment
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performance attribute and the availability, reliability, and capability objective of the Mitigating system cornerstone. Specifically, Dominion's
extent of condition evaluation did not determine that a significant volume of air remained in the "A" RHR heat exchanger tubing even though
air was found in several other sections of piping subsequent to their initial corrective actions. This air could have caused the "A" RHR pump to
become inoperable if enough air had migrated to the suction of the RHR pump and could have adversely affected high pressure injection pumps
if air had migrated to crossover piping. This finding was determined to be of very low safety significance (Green) since an actual loss of RHR
would not have occurred with the amount of air identified and no air pockets were subsequently identified in crossover piping to the charging
and high pressure injection systems; the finding did not involve a design or qualification deficiency; or involve seismic, flooding, or severe
weather initiating events. This finding was related to the cross-cutting area of Problem Identification and Resolution in that Dominion failed to
perform an adequate extent-of-condition review to fully evaluate the effect of air that had been introduced into the "A" RHR system.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY IMPLEMENT TS 3.8.3.2, ONSITE POWER DISTRIBUTION - SHUTDOWN

The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.3.2, Onsite Power Distribution - Shutdown, for the failure to
enter Technical Specifications following the loss of a vital inverter. The required actions were to immediately stop all reactivity additions.
However, operators failed to stop both a plant heatup and reactor coolant system (RCS) dilutions (hydrazine addition), which resulted in
positive reactivity additions to the reactor. Dominion specified operator training to reinforce the management expectation for completing
procedures, however, additional corrective actions will be specified in an upcoming revision to the Licensee Event Report based on the issues
identified by the inspectors in the finding description. Dominion has entered this issue into their corrective action program. This issue is more
than minor because it is associated with the human performance attribute of the Mitigating System Cornerstone and the objective of ensuring
the availability of systems to respond to initiating events to prevent undesirable circumstances. The failure of the vital inverter resulted in an
electrical lineup that did not meet the TS requirements for one complete train of electrical buses. Additionally, the failure to recognize the need
to enter TS precluded taking corrective actions to prevent adding positive reactivity with this electrical lineup. Several positive reactivity
additions from heatup and RCS dilutions occurred as a result. The finding is of very low safety significance because the reactivity addition
from the heatup and the dilutions was small compared to the reactivity needed for criticality. Additionally, the finding did not increase the
likelihood of a loss of RCS inventory, degrade Dominion's ability to add inventory if needed, or degrade the ability to recover the residual heat
removal system if it was lost. This finding is related to the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Signiﬁcance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

DOMINION FAILED TO ESTABLISH PRECAUTIONS AND PREREQUISITES TO PREVENT PLANT CONFIGURATION
CHANGES THAT COULD LEAD TO AIR ENTRAINMENT IN THE RHR SYSTEM

The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1a for the failure to adequately implement procedures for
venting the reactor coolant system (RCS) and the residual heat removal (RHR) system. On May 28, 2004, Dominion conducted a quarterly vent
and valve lineup of the "A" train of the RHR system in which air was vented from several vent valves. The inspectors investigated whether the
voids in the "A" train of the RHR system and portions of suction piping leading to both trains of the safety injection (SI) and charging systems
would have adversely affected these systems' ability to respond to a small break loss of coolant accident (SBLOCA). The inspectors reviewed
the engineering technical evaluation and determined that the amount of air in the RHR system did not adversely impact the RHR pumps, SI
pumps, or the charging pumps. The inspectors reviewed Dominion's root cause investigation and determined that the cause of the entrapped air
was due to securing one of the two RHR pumps on April 28, 2004, during the RCS sweep and vent procedure following completion of the
refueling outage. Dominion revised the RCS sweep and vent procedure to add a precaution to avoid securing an RHR pump during this
procedure. Dominion has entered this issue into their corrective action program. This issue is more than minor because it is associated with the
equipment performance attribute of the Mitigating Systems cornerstone and the objective to ensure availability of systems that respond to
initiating events to prevent undesirable consequences. The entrapped air had the potential to make the "A" RHR pump, SI pumps, and charging
pumps inoperable. The finding is of very low safety significance because it did not represent an actual loss of safety function of the RHR, SI, or
charging system since the amount of air identified in these systems would not have prevented them from functioning. This finding is related to
the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Barrier Integrity

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY PERFORM POST-MAINTENANCE TESTING ON HYDROGEN RECOMBINER

The inspectors identified a non-cited violation of Technical Specification (TS) 3.6.4.2, "Electric Hydrogen Recombiners," which requires that
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two independent hydrogen recombiner systems remain Operable. On February 22, 2005, Dominion performed maintenance on the "A" train
hydrogen monitor. On February 23, 2005, Dominion identified that pipe fittings for the "A" train hydrogen monitor had been disassembled,
however, a post-maintenance test had not been conducted to prove operability of the system. Dominion performed a leak test on February 24,
2005, however, the test failed. Dominions' investigation determined that the leakage was from a mechanical joint that had been worked on
December 2, 2004, but that this joint had not been disturbed during the February 22, 2005, maintenance. Additionally, Dominion determined
that following the work in December 2004 no post-maintenance leak test had been performed to verify system operability. The inspectors
identified that the leakage would have resulted in the shutdown of the "A" hydrogen recombiner, under post-accident conditions. Therefore, the
train would not have been considered operable from December 2, 2004 to March 1, 2005. Following the identification of the failed joint,
Dominion repaired the joint, leak tested the system, and restored the "A" train hydrogen monitor to service. This issue was more than minor
because it was associated with the Barrier Integrity cornerstone attribute of configuration control in that it affected containment boundary
preservation and maintaining containment design parameters. The failure to specify adequate PMT resulted in loose mechanical joints in the
system not being detected which would have allowed an open pathway to the atmosphere from containment during post accident conditions.
Additionally, Dominion postulated that the post accident leakage from these joints would have caused a radiation monitor alarm which would
have isolated the "A" hydrogen recombiner. This violation was evaluated using an IMC 0609, Appendix H, "Containment Integrity
Significance Determination Process," Phase 2 analysis, and was determined to be of very low safety significance (Green). Specifically, the leak
was not of the magnitude to recycle the containment atmosphere in a 24 hour period, post event. This finding was related to the cross-cutting
issue of Human Performance in that Dominion failed to adequately perform post-maintenance testing to ensure incorrect maintenance activities
were identified prior to returning the hydrogen monitor to service.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Jun 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE CORRECTIVE ACTIONS TO PREVENT REPETITIVE FAILURES OF THE QSS AND RSS CONTAINMENT
ISOLATION CHECK VALVES

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, which requires, in part, that conditions adverse to
quality, such as failures, are promptly identified and corrected. Contrary to this requirement, Dominion did not take effective corrective actions
to address repetitive failures of local leak rate tests (LLRT) for the quench spray system and recirculation spray system containment isolation
check valves. The inspectors determined that over the span of 8 years, the same known failure mechanism resulted in an approximate 50%
LLRT surveillance test failure rate for these check valves. This finding is more than minor because it is associated with the Barrier Integrity
cornerstone attribute of structures, systems, and components (SSC)/Barrier Performance - containment isolation SSC reliability. Unacceptable
leakage past these check valves resulted in a decrease in operational capability of the containment isolation system and a decrease in reliability
of containment isolation SSCs. This violation has been determined to have a very low safety significance since there was not an actual open
pathway in the physical integrity of reactor containment. This finding is related to the cross-cutting issue of Problem Identification and
Resolution.

Inspection Report# : 2004006(pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous
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Millstone 3
2Q/2005 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE EXCEEDING SPECIFIED FIRE LOADING LIMIT FOR MAIN STEAM VALVE ENCLOSURE

The inspectors identified a non-cited violation of License Condition 2.H to Facility Operating License NPF-49 for the failure to properly
evaluate transient combustible fire loading for the Main Steam Valve Enclosure Building (Fire Area, MSV-1) from April 1999 to July 2005.
Specifically, Dominion did not accurately account for the amount of transient combustibles present in the area which caused the licensee to
unknowingly, and without evaluation, exceed the fire severity classification threshold for this area. The inspectors determined that the failure to
properly evaluate the transient combustibles for the fire area MSV-1 was more than minor based on a similar example described in Manual
Chapter 0612, "Power Reactor Inspection Reports", Appendix E, "Examples of Minor Issues", Section 4k. Specifically, the fire loading
exceeded the fire hazard analysis and was not properly evaluated. This finding is associated with the initiating event cornerstone and involves
the fire initiator attribute of the cornerstone. The safety significance of the finding was determined to be low based on the plywood being fire
retardant and the increase in the fire loading remained significantly less than the maximum allowed by the higher severity classification of
"low". This finding is related to the cross-cutting area of Problem Identification and Resolution in that neither the monthly inspection of the fire
areas and permits nor the annual review of temporary fire permits identified the issue despite the condition having existed for approximately six
years.

Inspection Report# : 2005003 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

LESS THAN ADEQUATE CORRECTIVE ACTIONS FOR POTENTIAL RCS PRESSURE BOUNDARD DEGRADATION DUE TO
BORIC ACID CORROSION

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action" in that DNC's did not
promptly identify and correct a condition adverse to quality involving boric acid leaks in containment. The finding was more than minor
because it affected the Initiating Events cornerstone objective to limit the likelihood of those events that upset plant stability and challenge
critical safety functions during shutdown as well as power operations; if left uncorrected it could become a more significant concern, such as
excessive leakage or the loss of RCS integrity. In addition, this performance deficiency is related to the cross-cutting area of problem
identification and resolution in two respects. First, after approximately six days and several containment entries, DNC had not identified the
presence of 12 additional boric acid leaks. Second, although aware of the leak on a loop drain isolation valve, DNC did not re-evaluate or
resolve the leakage impact on adjacent safety-related SSCs until questioned by the inspectors. This finding was determined to be Green (very
low safety significance) based on IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The leakage is characterized as a
LOCA initiator, but assuming worst case degradation, the leakage would not have resulted in exceeding a TS limit for identified RCS leakage
or have adversely impacted other mitigating systems.

Inspection Report# : 2005012 (pdf)

Mitigating Systems

Significance:. May 18, 2005

Identified By: NRC

Item Type: FIN Finding

IMPROPER EVENT DIAGNOSIS LED TO E-PLAN DECLARATION

The inspectors identified a Green finding because procedure MP-14-MMM, Revision 006-01, "Operations" was not adequately implemented.
The team identified problems with crew diagnosis and communications during the event which led to an emergency plan declaration when
actual conditions for that declaration did not exist. This NRC-identified finding is considered to be of more than minor safety significance
because if left uncorrected, ineffective monitoring and diagnosis of plant conditions during significant plant events could lead to a more
significant safety concern. In addition, this performance deficiency is related to the cross cutting area of human performance in that, during the
actual event, the operating crew did not diagnose that the MSSVs were functioning as designed and crew briefings did not provide a complete
perspective of known plant conditions. This finding was not suitable for the an NRC SDP evaluation, but was reviewed by NRC management
in accordance with IMC 0612, Section 05.04c and determined to be of very low safety significance (Green).
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Inspection Report# : 2005012 (pdf)

Significance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT APPROPRIATE PMS ON THE TDAFW PUMP CONTROL VALVE

The inspectors identified a Green non-cited violation of TS 6.8.1 regarding the deletion an 18-month control valve PM for TDAFW pump in
August 2000 without performing a thorough change evaluation per CBM 105, Revision 004-03, Preventive Maintenance Program. This
performance deficiency was a primary contributor to the TDAFW pump overspeed trip. This NRC-identified finding was of more than minor
safety significance because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. Specifically, because the PM was not completed, the reliability
of the TDAFW pump was adversely affected. In evaluating this finding, the Significance Determination Process (SDP) (Phase 1) screening
identified that a SDP workbook (Phase 2) evaluation was needed because the TDAFW pump was potentially inoperable in excess of its TS
Allowed Outage Time of three days. Since the Phase 2 evaluation exceeded a risk threshold, an NRC Region I Senior Reactor Analyst (SRA)
conducted a Phase 3 evaluation to more accurately account for the exposure time and to appropriately credit operator actions to recover the
TDAFW pump after it automatically tripped on April 17. The Phase 3 evaluation determined that this finding represented a change in core
damage probability of low to mid E-7, which is of very low risk significance (Green).

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

EOP E-0 STEP NOT PERFORMED AS REQUIRED

The inspectors identified a Green non-cited violation of Technical Specification (TS) 6.8.1 because the operating crew did not take control of
reactor coolant system (RCS) temperature in accordance with Step 21 of Emergency Operating Procedure (EOP), E-0, "Reactor Trip or Safety
Injection". Consequently, the main steam safety valves (MSSVs) automatically operated to control RCS temperature for approximately 30
minutes longer than was necessary. This NRC-identified finding is considered to be of more than minor significance because it adversely
impacts the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating
events to prevent undesirable consequences. Specifically, the unnecessary cycling of the MSSVs increased the chance that a previously cycled
MSSV would not open or would fail to reseat following an additional opening. The finding was determined to be Green (very low safety
significance) in accordance with IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations.

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

SIMULATOR RESPONSE DID NOT ADEQUATELY MODEL MSSV RESPONSE

The inspectors identified a Green non-cited violation for failure of the Millstone Unit 3 simulator to correctly model main steam safety valve
operation as required by 10 CFR 55.46(c)(1), "Plant-Referenced Simulators." This NRC- identified finding is more than minor because it
affected the human performance attribute of the mitigating systems cornerstone. This finding was evaluated using the Operator Requalification
Human Performance SDP (IMC 0609 Appendix I) because it is a requalification training issue related to simulator fidelity. The SDP, Appendix
I, Block 12, requires the inspector to determine if deviations between the plant and simulator could result in negative training or could have a
negative impact on operator actions. "Negative Training" is defined, in a later version of the standard (ANSI 3.5-1993), as "training on a
simulator whose configuration or performance leads the operator to incorrect response or understanding of the reference unit." During the event
of April 17, 2005, operators were influenced by negative training on the simulator to erroneously believe that a safety valve in the plant was
stuck open when it was actually still functioning as designed.

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FALSE OR MISLEADING CONTROL ROOM INDICATIONS

The inspectors identified a Green non-cited violation in that DNC did not comply with 10 CFR 50, Appendix B, Criterion III, "Design
Control," regarding the suitability of a control room indicator in providing information needed by operators to ensure appropriate decision
making while implementing emergency operating procedures. This violation is related to the misleading control room indication for
Charging/Safety Injection (CHG/SI) flow indication which led operators to take improper actions in EOP E-0, "Reactor Trip or Safety
Injection" because the flow indicator (3SIH-FI1917), despite the existence of adequate injection flow to the core, indicated zero gallons per
minute (GPM) flow. This self-revealing finding was of more than minor safety significance because it was associated with the design control
attribute of the mitigating systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be Green (very low safety
significance) based upon IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The inspectors determined that the finding
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represented a design deficiency that did not result in a loss function per Generic Letter (GL) 91-18, Revision 1.
Inspection Report# : 2005012 (pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY EVALUATE AND CORRECT A DEGRADED CONDITION ASSOCIATED WITH THE DIVIDER
PLATE FOR ALL THREE RPCCW HXS

The inspector identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," for Dominion's failure to
take prompt and appropriate corrective actions to address a condition adverse to quality. Specifically, Dominion did not promptly evaluate and
correct a degraded condition associated with the divider plate for all three reactor plant component cooling water (RPCCW) heat exchangers
(HXs). The inspector determined that this issue was more than minor because it was associated with the equipment performance attribute of the
mitigating systems cornerstone, and it potentially affected the objective to ensure the availability and reliability of the RPCCW HXs. The
finding was of very low safety significance (Green), because the finding was a qualification deficiency confirmed not to result in loss of a
function. The issue was similarly of very low risk in the Initiating Events cornerstone because the finding did not increase the likelihood of a
reactor trip or a loss of service water (SW) event. The finding was associated with the cross-cutting area of problem identification and
resolution (PI&R) in that Dominion's inadequate evaluation and untimely corrective actions for a degraded condition potentially affected the
RPCCW HXs.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY IMPLEMENT TESTING PROCEDURES FOR RESTORING THE "a" EDG TO SERVICE

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control," for the failure to adequately implement
post-maintenance test (PMT) procedures for restoring the "A" emergency diesel generator (EDG) to service following maintenance of the
neutral breaker. On March 1, 2005, Dominion conducted maintenance and doble testing of the "A" EDG neutral breaker. The Maintenance
Department turned the breaker over to Operations for final post-maintenance testing and restoration. After racking in the breaker, Operations
noted that the red light on the front of the EDG neutral breaker panel did not light as expected. Contrary to the PMT acceptance criteria,
Operations assessed that the PMT was satisfactorily completed and exited the EDG technical specification. The oncoming shift investigated
and determined the red light was not lit because there was a problem with the neutral breaker trip circuit. Operations declared the EDG
inoperable and re-entered the EDG technical specification. This issue was more than minor because it was associated with the reliability of the
"A" EDG. The inspectors determined that the finding was of very low safety significance (Green) because it did not involve a design or
qualification deficiency, represent an actual loss of safety function of the "A" EDG, or involve seismic, flooding, or severe weather initiating
events. This finding was related to the cross-cutting area of Human Performance in that Dominion personnel signed the PMT as satisfactory
and restored the EDG neutral breaker to an operable status although the acceptance criteria was not met.

Inspection Report# : 2005002 (pdf)

Significance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO TAKE PROMPT CORRECTIVE ACTIONS TO DETERMINE THE EXTENT OF CONDITION OF AIR TRAPPED
IN THE RHR SUCTION AND DISCHARGE PIPING

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," which requires, in part, that
measures be established to assure that conditions adverse to quality are promptly identified and corrected. From May to October 2004,
Dominion failed to properly assess and correct a degraded "A" Residual Heat Removal (RHR) system during an extent of condition
examination for air found in the RHR discharge piping. Specifically, after discovering a significant amount of air in the "A" RHR piping
system in May 2004, Dominion vented the system but did not adequately evaluate whether the corrective actions were effective in removing air
from the RHR heat-exchanger tubing. As a result, Dominion did not evaluate the effect of the remaining air on the RHR and high pressure
injection systems. Dominion subsequently instituted compensatory measures to vent the suction piping after every RHR pump run and
performed a special procedure to flush the air out of the heat exchanger. This finding was more than minor because it affected the equipment
performance attribute and the availability, reliability, and capability objective of the Mitigating system cornerstone. Specifically, Dominion's
extent of condition evaluation did not determine that a significant volume of air remained in the "A" RHR heat exchanger tubing even though
air was found in several other sections of piping subsequent to their initial corrective actions. This air could have caused the "A" RHR pump to
become inoperable if enough air had migrated to the suction of the RHR pump and could have adversely affected high pressure injection pumps
if air had migrated to crossover piping. This finding was determined to be of very low safety significance (Green) since an actual loss of RHR
would not have occurred with the amount of air identified and no air pockets were subsequently identified in crossover piping to the charging
and high pressure injection systems; the finding did not involve a design or qualification deficiency; or involve seismic, flooding, or severe
weather initiating events. This finding was related to the cross-cutting area of Problem Identification and Resolution in that Dominion failed to
perform an adequate extent-of-condition review to fully evaluate the effect of air that had been introduced into the "A" RHR system.
Inspection Report# : 2005002 (pdf)
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Signiﬁcance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY IMPLEMENT TS 3.8.3.2, ONSITE POWER DISTRIBUTION - SHUTDOWN

The inspectors identified a non-cited violation of Technical Specification (TS) 3.8.3.2, Onsite Power Distribution - Shutdown, for the failure to
enter Technical Specifications following the loss of a vital inverter. The required actions were to immediately stop all reactivity additions.
However, operators failed to stop both a plant heatup and reactor coolant system (RCS) dilutions (hydrazine addition), which resulted in
positive reactivity additions to the reactor. Dominion specified operator training to reinforce the management expectation for completing
procedures, however, additional corrective actions will be specified in an upcoming revision to the Licensee Event Report based on the issues
identified by the inspectors in the finding description. Dominion has entered this issue into their corrective action program. This issue is more
than minor because it is associated with the human performance attribute of the Mitigating System Cornerstone and the objective of ensuring
the availability of systems to respond to initiating events to prevent undesirable circumstances. The failure of the vital inverter resulted in an
electrical lineup that did not meet the TS requirements for one complete train of electrical buses. Additionally, the failure to recognize the need
to enter TS precluded taking corrective actions to prevent adding positive reactivity with this electrical lineup. Several positive reactivity
additions from heatup and RCS dilutions occurred as a result. The finding is of very low safety significance because the reactivity addition
from the heatup and the dilutions was small compared to the reactivity needed for criticality. Additionally, the finding did not increase the
likelihood of a loss of RCS inventory, degrade Dominion's ability to add inventory if needed, or degrade the ability to recover the residual heat
removal system if it was lost. This finding is related to the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Signiﬁcance:. Sep 30, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

DOMINION FAILED TO ESTABLISH PRECAUTIONS AND PREREQUISITES TO PREVENT PLANT CONFIGURATION
CHANGES THAT COULD LEAD TO AIR ENTRAINMENT IN THE RHR SYSTEM

The inspectors identified a non-cited violation of Technical Specification (TS) 6.8.1a for the failure to adequately implement procedures for
venting the reactor coolant system (RCS) and the residual heat removal (RHR) system. On May 28, 2004, Dominion conducted a quarterly vent
and valve lineup of the "A" train of the RHR system in which air was vented from several vent valves. The inspectors investigated whether the
voids in the "A" train of the RHR system and portions of suction piping leading to both trains of the safety injection (SI) and charging systems
would have adversely affected these systems' ability to respond to a small break loss of coolant accident (SBLOCA). The inspectors reviewed
the engineering technical evaluation and determined that the amount of air in the RHR system did not adversely impact the RHR pumps, SI
pumps, or the charging pumps. The inspectors reviewed Dominion's root cause investigation and determined that the cause of the entrapped air
was due to securing one of the two RHR pumps on April 28, 2004, during the RCS sweep and vent procedure following completion of the
refueling outage. Dominion revised the RCS sweep and vent procedure to add a precaution to avoid securing an RHR pump during this
procedure. Dominion has entered this issue into their corrective action program. This issue is more than minor because it is associated with the
equipment performance attribute of the Mitigating Systems cornerstone and the objective to ensure availability of systems that respond to
initiating events to prevent undesirable consequences. The entrapped air had the potential to make the "A" RHR pump, SI pumps, and charging
pumps inoperable. The finding is of very low safety significance because it did not represent an actual loss of safety function of the RHR, SI, or
charging system since the amount of air identified in these systems would not have prevented them from functioning. This finding is related to
the cross-cutting issue of Human Performance.

Inspection Report# : 2004007 (pdf)

Barrier Integrity

Significance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY PERFORM POST-MAINTENANCE TESTING ON HYDROGEN RECOMBINER

The inspectors identified a non-cited violation of Technical Specification (TS) 3.6.4.2, "Electric Hydrogen Recombiners," which requires that
two independent hydrogen recombiner systems remain Operable. On February 22, 2005, Dominion performed maintenance on the "A" train
hydrogen monitor. On February 23, 2005, Dominion identified that pipe fittings for the "A" train hydrogen monitor had been disassembled,
however, a post-maintenance test had not been conducted to prove operability of the system. Dominion performed a leak test on February 24,
2005, however, the test failed. Dominions' investigation determined that the leakage was from a mechanical joint that had been worked on
December 2, 2004, but that this joint had not been disturbed during the February 22, 2005, maintenance. Additionally, Dominion determined
that following the work in December 2004 no post-maintenance leak test had been performed to verify system operability. The inspectors
identified that the leakage would have resulted in the shutdown of the "A" hydrogen recombiner, under post-accident conditions. Therefore, the
train would not have been considered operable from December 2, 2004 to March 1, 2005. Following the identification of the failed joint,
Dominion repaired the joint, leak tested the system, and restored the "A" train hydrogen monitor to service. This issue was more than minor
because it was associated with the Barrier Integrity cornerstone attribute of configuration control in that it affected containment boundary
preservation and maintaining containment design parameters. The failure to specify adequate PMT resulted in loose mechanical joints in the
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system not being detected which would have allowed an open pathway to the atmosphere from containment during post accident conditions.
Additionally, Dominion postulated that the post accident leakage from these joints would have caused a radiation monitor alarm which would
have isolated the "A" hydrogen recombiner. This violation was evaluated using an IMC 0609, Appendix H, "Containment Integrity
Significance Determination Process," Phase 2 analysis, and was determined to be of very low safety significance (Green). Specifically, the leak
was not of the magnitude to recycle the containment atmosphere in a 24 hour period, post event. This finding was related to the cross-cutting
issue of Human Performance in that Dominion failed to adequately perform post-maintenance testing to ensure incorrect maintenance activities
were identified prior to returning the hydrogen monitor to service.

Inspection Report# : 2005002 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

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

Initiating Events

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE EXCEEDING SPECIFIED FIRE LOADING LIMIT FOR MAIN STEAM VALVE ENCLOSURE

The inspectors identified a non-cited violation of License Condition 2.H to Facility Operating License NPF-49 for the failure to properly
evaluate transient combustible fire loading for the Main Steam Valve Enclosure Building (Fire Area, MSV-1) from April 1999 to July 2005.
Specifically, Dominion did not accurately account for the amount of transient combustibles present in the area which caused the licensee to
unknowingly, and without evaluation, exceed the fire severity classification threshold for this area. The inspectors determined that the failure to
properly evaluate the transient combustibles for the fire area MSV-1 was more than minor based on a similar example described in Manual
Chapter 0612, "Power Reactor Inspection Reports", Appendix E, "Examples of Minor Issues", Section 4k. Specifically, the fire loading
exceeded the fire hazard analysis and was not properly evaluated. This finding is associated with the initiating event cornerstone and involves
the fire initiator attribute of the cornerstone. The safety significance of the finding was determined to be low based on the plywood being fire
retardant and the increase in the fire loading remained significantly less than the maximum allowed by the higher severity classification of
"low". This finding is related to the cross-cutting area of Problem Identification and Resolution in that neither the monthly inspection of the fire
areas and permits nor the annual review of temporary fire permits identified the issue despite the condition having existed for approximately six
years.

Inspection Report# : 2005003 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

LESS THAN ADEQUATE CORRECTIVE ACTIONS FOR POTENTIAL RCS PRESSURE BOUNDARD DEGRADATION DUE TO
BORIC ACID CORROSION

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action" in that DNC's did not
promptly identify and correct a condition adverse to quality involving boric acid leaks in containment. The finding was more than minor
because it affected the Initiating Events cornerstone objective to limit the likelihood of those events that upset plant stability and challenge
critical safety functions during shutdown as well as power operations; if left uncorrected it could become a more significant concern, such as
excessive leakage or the loss of RCS integrity. In addition, this performance deficiency is related to the cross-cutting area of problem
identification and resolution in two respects. First, after approximately six days and several containment entries, DNC had not identified the
presence of 12 additional boric acid leaks. Second, although aware of the leak on a loop drain isolation valve, DNC did not re-evaluate or
resolve the leakage impact on adjacent safety-related SSCs until questioned by the inspectors. This finding was determined to be Green (very
low safety significance) based on IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The leakage is characterized as a
LOCA initiator, but assuming worst case degradation, the leakage would not have resulted in exceeding a TS limit for identified RCS leakage
or have adversely impacted other mitigating systems.

Inspection Report# : 2005012 (pdf)

Mitigating Systems

Significance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT APPROPRIATE PMS ON THE TDAFW PUMP CONTROL VALVE

The inspectors identified a Green non-cited violation of TS 6.8.1 regarding the deletion an 18-month control valve PM for TDAFW pump in
August 2000 without performing a thorough change evaluation per CBM 105, Revision 004-03, Preventive Maintenance Program. This
performance deficiency was a primary contributor to the TDAFW pump overspeed trip. This NRC-identified finding was of more than minor
safety significance because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. Specifically, because the PM was not completed, the reliability
of the TDAFW pump was adversely affected. In evaluating this finding, the Significance Determination Process (SDP) (Phase 1) screening
identified that a SDP workbook (Phase 2) evaluation was needed because the TDAFW pump was potentially inoperable in excess of its TS
Allowed Outage Time of three days. Since the Phase 2 evaluation exceeded a risk threshold, an NRC Region I Senior Reactor Analyst (SRA)



3Q/2005 Inspection Findings - Millstone 3 Page 2 of 4

conducted a Phase 3 evaluation to more accurately account for the exposure time and to appropriately credit operator actions to recover the
TDAFW pump after it automatically tripped on April 17. The Phase 3 evaluation determined that this finding represented a change in core
damage probability of low to mid E-7, which is of very low risk significance (Green).

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: FIN Finding

IMPROPER EVENT DIAGNOSIS LED TO E-PLAN DECLARATION

The inspectors identified a Green finding because procedure MP-14-MMM, Revision 006-01, "Operations" was not adequately implemented.
The team identified problems with crew diagnosis and communications during the event which led to an emergency plan declaration when
actual conditions for that declaration did not exist. This NRC-identified finding is considered to be of more than minor safety significance
because if left uncorrected, ineffective monitoring and diagnosis of plant conditions during significant plant events could lead to a more
significant safety concern. In addition, this performance deficiency is related to the cross cutting area of human performance in that, during the
actual event, the operating crew did not diagnose that the MSSVs were functioning as designed and crew briefings did not provide a complete
perspective of known plant conditions. This finding was not suitable for the an NRC SDP evaluation, but was reviewed by NRC management
in accordance with IMC 0612, Section 05.04c and determined to be of very low safety significance (Green).

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

EOP E-0 STEP NOT PERFORMED AS REQUIRED

The inspectors identified a Green non-cited violation of Technical Specification (TS) 6.8.1 because the operating crew did not take control of
reactor coolant system (RCS) temperature in accordance with Step 21 of Emergency Operating Procedure (EOP), E-0, "Reactor Trip or Safety
Injection". Consequently, the main steam safety valves (MSSVs) automatically operated to control RCS temperature for approximately 30
minutes longer than was necessary. This NRC-identified finding is considered to be of more than minor significance because it adversely
impacts the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating
events to prevent undesirable consequences. Specifically, the unnecessary cycling of the MSSVs increased the chance that a previously cycled
MSSV would not open or would fail to reseat following an additional opening. The finding was determined to be Green (very low safety
significance) in accordance with IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations.

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

SIMULATOR RESPONSE DID NOT ADEQUATELY MODEL MSSV RESPONSE

The inspectors identified a Green non-cited violation for failure of the Millstone Unit 3 simulator to correctly model main steam safety valve
operation as required by 10 CFR 55.46(c)(1), "Plant-Referenced Simulators." This NRC- identified finding is more than minor because it
affected the human performance attribute of the mitigating systems cornerstone. This finding was evaluated using the Operator Requalification
Human Performance SDP (IMC 0609 Appendix I) because it is a requalification training issue related to simulator fidelity. The SDP, Appendix
I, Block 12, requires the inspector to determine if deviations between the plant and simulator could result in negative training or could have a
negative impact on operator actions. "Negative Training" is defined, in a later version of the standard (ANSI 3.5-1993), as "training on a
simulator whose configuration or performance leads the operator to incorrect response or understanding of the reference unit." During the event
of April 17, 2005, operators were influenced by negative training on the simulator to erroneously believe that a safety valve in the plant was
stuck open when it was actually still functioning as designed.

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FALSE OR MISLEADING CONTROL ROOM INDICATIONS

The inspectors identified a Green non-cited violation in that DNC did not comply with 10 CFR 50, Appendix B, Criterion III, "Design
Control," regarding the suitability of a control room indicator in providing information needed by operators to ensure appropriate decision
making while implementing emergency operating procedures. This violation is related to the misleading control room indication for
Charging/Safety Injection (CHG/SI) flow indication which led operators to take improper actions in EOP E-0, "Reactor Trip or Safety
Injection" because the flow indicator (3SIH-FI1917), despite the existence of adequate injection flow to the core, indicated zero gallons per
minute (GPM) flow. This self-revealing finding was of more than minor safety significance because it was associated with the design control
attribute of the mitigating systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be Green (very low safety
significance) based upon IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The inspectors determined that the finding
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represented a design deficiency that did not result in a loss function per Generic Letter (GL) 91-18, Revision 1.
Inspection Report# : 2005012 (pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY EVALUATE AND CORRECT A DEGRADED CONDITION ASSOCIATED WITH THE DIVIDER
PLATE FOR ALL THREE RPCCW HXS

The inspector identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," for Dominion's failure to
take prompt and appropriate corrective actions to address a condition adverse to quality. Specifically, Dominion did not promptly evaluate and
correct a degraded condition associated with the divider plate for all three reactor plant component cooling water (RPCCW) heat exchangers
(HXs). The inspector determined that this issue was more than minor because it was associated with the equipment performance attribute of the
mitigating systems cornerstone, and it potentially affected the objective to ensure the availability and reliability of the RPCCW HXs. The
finding was of very low safety significance (Green), because the finding was a qualification deficiency confirmed not to result in loss of a
function. The issue was similarly of very low risk in the Initiating Events cornerstone because the finding did not increase the likelihood of a
reactor trip or a loss of service water (SW) event. The finding was associated with the cross-cutting area of problem identification and
resolution (PI&R) in that Dominion's inadequate evaluation and untimely corrective actions for a degraded condition potentially affected the
RPCCW HXs.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY IMPLEMENT TESTING PROCEDURES FOR RESTORING THE "a" EDG TO SERVICE

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control," for the failure to adequately implement
post-maintenance test (PMT) procedures for restoring the "A" emergency diesel generator (EDG) to service following maintenance of the
neutral breaker. On March 1, 2005, Dominion conducted maintenance and doble testing of the "A" EDG neutral breaker. The Maintenance
Department turned the breaker over to Operations for final post-maintenance testing and restoration. After racking in the breaker, Operations
noted that the red light on the front of the EDG neutral breaker panel did not light as expected. Contrary to the PMT acceptance criteria,
Operations assessed that the PMT was satisfactorily completed and exited the EDG technical specification. The oncoming shift investigated
and determined the red light was not lit because there was a problem with the neutral breaker trip circuit. Operations declared the EDG
inoperable and re-entered the EDG technical specification. This issue was more than minor because it was associated with the reliability of the
"A" EDG. The inspectors determined that the finding was of very low safety significance (Green) because it did not involve a design or
qualification deficiency, represent an actual loss of safety function of the "A" EDG, or involve seismic, flooding, or severe weather initiating
events. This finding was related to the cross-cutting area of Human Performance in that Dominion personnel signed the PMT as satisfactory
and restored the EDG neutral breaker to an operable status although the acceptance criteria was not met.

Inspection Report# : 2005002 (pdf)

Significance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO TAKE PROMPT CORRECTIVE ACTIONS TO DETERMINE THE EXTENT OF CONDITION OF AIR TRAPPED
IN THE RHR SUCTION AND DISCHARGE PIPING

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," which requires, in part, that
measures be established to assure that conditions adverse to quality are promptly identified and corrected. From May to October 2004,
Dominion failed to properly assess and correct a degraded "A" Residual Heat Removal (RHR) system during an extent of condition
examination for air found in the RHR discharge piping. Specifically, after discovering a significant amount of air in the "A" RHR piping
system in May 2004, Dominion vented the system but did not adequately evaluate whether the corrective actions were effective in removing air
from the RHR heat-exchanger tubing. As a result, Dominion did not evaluate the effect of the remaining air on the RHR and high pressure
injection systems. Dominion subsequently instituted compensatory measures to vent the suction piping after every RHR pump run and
performed a special procedure to flush the air out of the heat exchanger. This finding was more than minor because it affected the equipment
performance attribute and the availability, reliability, and capability objective of the Mitigating system cornerstone. Specifically, Dominion's
extent of condition evaluation did not determine that a significant volume of air remained in the "A" RHR heat exchanger tubing even though
air was found in several other sections of piping subsequent to their initial corrective actions. This air could have caused the "A" RHR pump to
become inoperable if enough air had migrated to the suction of the RHR pump and could have adversely affected high pressure injection pumps
if air had migrated to crossover piping. This finding was determined to be of very low safety significance (Green) since an actual loss of RHR
would not have occurred with the amount of air identified and no air pockets were subsequently identified in crossover piping to the charging
and high pressure injection systems; the finding did not involve a design or qualification deficiency; or involve seismic, flooding, or severe
weather initiating events. This finding was related to the cross-cutting area of Problem Identification and Resolution in that Dominion failed to
perform an adequate extent-of-condition review to fully evaluate the effect of air that had been introduced into the "A" RHR system.
Inspection Report# : 2005002 (pdf)
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Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY PERFORM POST-MAINTENANCE TESTING ON HYDROGEN RECOMBINER

The inspectors identified a non-cited violation of Technical Specification (TS) 3.6.4.2, "Electric Hydrogen Recombiners," which requires that
two independent hydrogen recombiner systems remain Operable. On February 22, 2005, Dominion performed maintenance on the "A" train
hydrogen monitor. On February 23, 2005, Dominion identified that pipe fittings for the "A" train hydrogen monitor had been disassembled,
however, a post-maintenance test had not been conducted to prove operability of the system. Dominion performed a leak test on February 24,
2005, however, the test failed. Dominions' investigation determined that the leakage was from a mechanical joint that had been worked on
December 2, 2004, but that this joint had not been disturbed during the February 22, 2005, maintenance. Additionally, Dominion determined
that following the work in December 2004 no post-maintenance leak test had been performed to verify system operability. The inspectors
identified that the leakage would have resulted in the shutdown of the "A" hydrogen recombiner, under post-accident conditions. Therefore, the
train would not have been considered operable from December 2, 2004 to March 1, 2005. Following the identification of the failed joint,
Dominion repaired the joint, leak tested the system, and restored the "A" train hydrogen monitor to service. This issue was more than minor
because it was associated with the Barrier Integrity cornerstone attribute of configuration control in that it affected containment boundary
preservation and maintaining containment design parameters. The failure to specify adequate PMT resulted in loose mechanical joints in the
system not being detected which would have allowed an open pathway to the atmosphere from containment during post accident conditions.
Additionally, Dominion postulated that the post accident leakage from these joints would have caused a radiation monitor alarm which would
have isolated the "A" hydrogen recombiner. This violation was evaluated using an IMC 0609, Appendix H, "Containment Integrity
Significance Determination Process," Phase 2 analysis, and was determined to be of very low safety significance (Green). Specifically, the leak
was not of the magnitude to recycle the containment atmosphere in a 24 hour period, post event. This finding was related to the cross-cutting
issue of Human Performance in that Dominion failed to adequately perform post-maintenance testing to ensure incorrect maintenance activities
were identified prior to returning the hydrogen monitor to service.

Inspection Report# : 2005002 (pdf)
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Millstone 3
4Q/2005 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE EXCEEDING SPECIFIED FIRE LOADING LIMIT FOR MAIN STEAM VALVE ENCLOSURE

The inspectors identified a non-cited violation of License Condition 2.H to Facility Operating License NPF-49 for the failure to properly
evaluate transient combustible fire loading for the Main Steam Valve Enclosure Building (Fire Area, MSV-1) from April 1999 to July 2005.
Specifically, Dominion did not accurately account for the amount of transient combustibles present in the area which caused the licensee to
unknowingly, and without evaluation, exceed the fire severity classification threshold for this area. The inspectors determined that the failure to
properly evaluate the transient combustibles for the fire area MSV-1 was more than minor based on a similar example described in Manual
Chapter 0612, "Power Reactor Inspection Reports", Appendix E, "Examples of Minor Issues", Section 4k. Specifically, the fire loading
exceeded the fire hazard analysis and was not properly evaluated. This finding is associated with the initiating event cornerstone and involves
the fire initiator attribute of the cornerstone. The safety significance of the finding was determined to be low based on the plywood being fire
retardant and the increase in the fire loading remained significantly less than the maximum allowed by the higher severity classification of
"low". This finding is related to the cross-cutting area of Problem Identification and Resolution in that neither the monthly inspection of the fire
areas and permits nor the annual review of temporary fire permits identified the issue despite the condition having existed for approximately six
years.

Inspection Report# : 2005003 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

LESS THAN ADEQUATE CORRECTIVE ACTIONS FOR POTENTIAL RCS PRESSURE BOUNDARD DEGRADATION DUE TO
BORIC ACID CORROSION

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action" in that DNC's did not
promptly identify and correct a condition adverse to quality involving boric acid leaks in containment. The finding was more than minor
because it affected the Initiating Events cornerstone objective to limit the likelihood of those events that upset plant stability and challenge
critical safety functions during shutdown as well as power operations; if left uncorrected it could become a more significant concern, such as
excessive leakage or the loss of RCS integrity. In addition, this performance deficiency is related to the cross-cutting area of problem
identification and resolution in two respects. First, after approximately six days and several containment entries, DNC had not identified the
presence of 12 additional boric acid leaks. Second, although aware of the leak on a loop drain isolation valve, DNC did not re-evaluate or
resolve the leakage impact on adjacent safety-related SSCs until questioned by the inspectors. This finding was determined to be Green (very
low safety significance) based on IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The leakage is characterized as a
LOCA initiator, but assuming worst case degradation, the leakage would not have resulted in exceeding a TS limit for identified RCS leakage
or have adversely impacted other mitigating systems.

Inspection Report# : 2005012 (pdf)

Mitigating Systems

Significance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY ASSESS AND CORRECT KNOWN WATER LEAKAGE INTO THE "B" EDG ROCKER ARM LUBE
OIL SYSTEM

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action," for the failure to properly assess
compensatory actions and to take timely actions to correct the introduction of water into the Unit 3 ‘B' EDG rocker arm (RA) lubricating oil
(LO) system. Following the discovery of elevated water content in the ‘B' EDG RA LO system on June 17, 2005, and the determination on July
11, that the EDG was fully qualified, Dominion; 1) did not specify compensatory actions to ensure the EDG was maintained in a fully qualified
status while the degradation continued to exist, 2) did not establish a threshold for water content in the RA LO system beyond which the EDG
would be considered inoperable, and 3) did not schedule the timely completion of maintenance activities to correct the in-leakage. While
Dominion took several actions in response to the discovery of water in the LO system, these actions were not sufficient to preclude the
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development of significant water leakage into the RA LO system which resulted in the subsequent declaration of inoperability of the EDG on
September 27, 2005, and the unavailability of the ‘B' EDG for approximately 5 days while corrective maintenance was performed. This finding
is related to the cross-cutting area of problem identification and resolution in that, once the source of the water contamination had been
identified, Dominion did not properly assess compensatory actions and take effective corrective actions to preclude significant water in-leakage
into the ‘B' EDG RA LO system. The finding was more than minor because it affected the equipment performance attribute of the mitigating
system cornerstone and the availability and reliability of the ‘B' EDG to respond to initiating events. The inspectors determined that this finding
was of very low safety significance because the finding was not a design or qualification deficiency, did not represent a loss of safety system
function, did not represent an actual loss of safety function of a single train or one or more non-technical specification trains based on a 24 hour
probabilistic risk assessment mission time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather
initiating events.

Inspection Report# : 2005005(pdf)

Signiﬁcance:. Oct 15, 2005

Identified By: NRC

Item Type: FIN Finding

FAILURE TO ADEQUATELY IMPLEMENT OPERABILITY DETERMINATION PROCEDURE ON THREE OCCASIONS

The inspectors identified a finding where Dominion did not adequately implement their Operability Determination (OD) procedure on three
occasions which affected the basis for operability for degraded conditions identified on safety-related systems. Dominion has initiated
corrective actions to conduct an assessment of their current operability determination process, evaluate the assessment results, and implement
corrective actions to improve their process. Specifically;

*Dominion did not perform a prompt operability determination for approximately 8 days to evaluate whether a fence installed over the Unit 2
turbine-driven auxiliary feedwater pump (TDAFWP) cubicle high energy line break blowout panel adversely impacted the panel's ability to
perform its design function. After investigation, Dominion determined that a supporting engineering evaluation did not exist, declared all three
auxiliary feedwater pumps inoperable, and took prompt action to reroute the fencing around the blowout panel.

*Dominion did not revise an operability determination on the Unit 2 charging system when new information discovered during system
troubleshooting showed that the basis for the operability determination was in question. Dominion ultimately decided to close the operability
determination to previous troubleshooting and maintenance activities associated with the degraded condition.

Dominion described as the basis for operability in a condition report (CR) that a technical evaluation existed that showed that a Unit 3 high
pressure safety injection (SIH) pump could meet its mission time with an oil leak of up to six drops per minute. The referenced technical
evaluation however, did not discuss mission time, but calculated the time to deplete a high pressure safety injection pump oil reservoir in the
presence of a four drop per minute and six drop per minute leak.

This finding was more than minor because it affected the equipment performance attribute and the availability, reliability, and capability
objective of the Mitigating System cornerstone. Specifically, Dominion did not adequately evaluate the availability of Mitigating Systems with
degraded conditions to ensure their availability to perform the intended safety function. This finding was determined to be of very low safety
significance (Green) since there was not a loss of function for the TDAFW and charging system examples and since the STH pump would have
completed its safety function within the Probabilistic Risk Assessment 24 hour evaluation time. This finding is related to the cross-cutting area
of Problem Identification and Resolution (PI&R) because of the failure to conduct timely and adequate evaluations of degraded and non-
conforming conditions.

Inspection Report# : 2005004(pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT APPROPRIATE PMS ON THE TDAFW PUMP CONTROL VALVE

The inspectors identified a Green non-cited violation of TS 6.8.1 regarding the deletion an 18-month control valve PM for TDAFW pump in
August 2000 without performing a thorough change evaluation per CBM 105, Revision 004-03, Preventive Maintenance Program. This
performance deficiency was a primary contributor to the TDAFW pump overspeed trip. This NRC-identified finding was of more than minor
safety significance because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. Specifically, because the PM was not completed, the reliability
of the TDAFW pump was adversely affected. In evaluating this finding, the Significance Determination Process (SDP) (Phase 1) screening
identified that a SDP workbook (Phase 2) evaluation was needed because the TDAFW pump was potentially inoperable in excess of its TS
Allowed Outage Time of three days. Since the Phase 2 evaluation exceeded a risk threshold, an NRC Region I Senior Reactor Analyst (SRA)
conducted a Phase 3 evaluation to more accurately account for the exposure time and to appropriately credit operator actions to recover the
TDAFW pump after it automatically tripped on April 17. The Phase 3 evaluation determined that this finding represented a change in core
damage probability of low to mid E-7, which is of very low risk significance (Green).

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: FIN Finding

IMPROPER EVENT DIAGNOSIS LED TO E-PLAN DECLARATION

The inspectors identified a Green finding because procedure MP-14-MMM, Revision 006-01, "Operations" was not adequately implemented.
The team identified problems with crew diagnosis and communications during the event which led to an emergency plan declaration when
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actual conditions for that declaration did not exist. This NRC-identified finding is considered to be of more than minor safety significance
because if left uncorrected, ineffective monitoring and diagnosis of plant conditions during significant plant events could lead to a more
significant safety concern. In addition, this performance deficiency is related to the cross cutting area of human performance in that, during the
actual event, the operating crew did not diagnose that the MSSVs were functioning as designed and crew briefings did not provide a complete
perspective of known plant conditions. This finding was not suitable for the an NRC SDP evaluation, but was reviewed by NRC management
in accordance with IMC 0612, Section 05.04c and determined to be of very low safety significance (Green).

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

EOP E-0 STEP NOT PERFORMED AS REQUIRED

The inspectors identified a Green non-cited violation of Technical Specification (TS) 6.8.1 because the operating crew did not take control of
reactor coolant system (RCS) temperature in accordance with Step 21 of Emergency Operating Procedure (EOP), E-0, "Reactor Trip or Safety
Injection". Consequently, the main steam safety valves (MSSVs) automatically operated to control RCS temperature for approximately 30
minutes longer than was necessary. This NRC-identified finding is considered to be of more than minor significance because it adversely
impacts the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating
events to prevent undesirable consequences. Specifically, the unnecessary cycling of the MSSVs increased the chance that a previously cycled
MSSV would not open or would fail to reseat following an additional opening. The finding was determined to be Green (very low safety
significance) in accordance with IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations.

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

SIMULATOR RESPONSE DID NOT ADEQUATELY MODEL MSSV RESPONSE

The inspectors identified a Green non-cited violation for failure of the Millstone Unit 3 simulator to correctly model main steam safety valve
operation as required by 10 CFR 55.46(c)(1), "Plant-Referenced Simulators." This NRC- identified finding is more than minor because it
affected the human performance attribute of the mitigating systems cornerstone. This finding was evaluated using the Operator Requalification
Human Performance SDP (IMC 0609 Appendix I) because it is a requalification training issue related to simulator fidelity. The SDP, Appendix
I, Block 12, requires the inspector to determine if deviations between the plant and simulator could result in negative training or could have a
negative impact on operator actions. "Negative Training" is defined, in a later version of the standard (ANSI 3.5-1993), as "training on a
simulator whose configuration or performance leads the operator to incorrect response or understanding of the reference unit." During the event
of April 17, 2005, operators were influenced by negative training on the simulator to erroneously believe that a safety valve in the plant was
stuck open when it was actually still functioning as designed.

Inspection Report# : 2005012 (pdf)

Significance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FALSE OR MISLEADING CONTROL ROOM INDICATIONS

The inspectors identified a Green non-cited violation in that DNC did not comply with 10 CFR 50, Appendix B, Criterion III, "Design
Control," regarding the suitability of a control room indicator in providing information needed by operators to ensure appropriate decision
making while implementing emergency operating procedures. This violation is related to the misleading control room indication for
Charging/Safety Injection (CHG/SI) flow indication which led operators to take improper actions in EOP E-0, "Reactor Trip or Safety
Injection" because the flow indicator (3SIH-FI917), despite the existence of adequate injection flow to the core, indicated zero gallons per
minute (GPM) flow. This self-revealing finding was of more than minor safety significance because it was associated with the design control
attribute of the mitigating systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. The finding was determined to be Green (very low safety
significance) based upon IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The inspectors determined that the finding
represented a design deficiency that did not result in a loss function per Generic Letter (GL) 91-18, Revision 1.

Inspection Report# : 2005012(pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROMPTLY EVALUATE AND CORRECT A DEGRADED CONDITION ASSOCIATED WITH THE DIVIDER
PLATE FOR ALL THREE RPCCW HXS

The inspector identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action," for Dominion's failure to
take prompt and appropriate corrective actions to address a condition adverse to quality. Specifically, Dominion did not promptly evaluate and
correct a degraded condition associated with the divider plate for all three reactor plant component cooling water (RPCCW) heat exchangers
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(HXs). The inspector determined that this issue was more than minor because it was associated with the equipment performance attribute of the
mitigating systems cornerstone, and it potentially affected the objective to ensure the availability and reliability of the RPCCW HXs. The
finding was of very low safety significance (Green), because the finding was a qualification deficiency confirmed not to result in loss of a
function. The issue was similarly of very low risk in the Initiating Events cornerstone because the finding did not increase the likelihood of a
reactor trip or a loss of service water (SW) event. The finding was associated with the cross-cutting area of problem identification and
resolution (PI&R) in that Dominion's inadequate evaluation and untimely corrective actions for a degraded condition potentially affected the
RPCCW HXs.

Inspection Report# : 2005002 (pdf)

Significance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY IMPLEMENT TESTING PROCEDURES FOR RESTORING THE "a" EDG TO SERVICE

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XI, "Test Control," for the failure to adequately implement
post-maintenance test (PMT) procedures for restoring the "A" emergency diesel generator (EDG) to service following maintenance of the
neutral breaker. On March 1, 2005, Dominion conducted maintenance and doble testing of the "A" EDG neutral breaker. The Maintenance
Department turned the breaker over to Operations for final post-maintenance testing and restoration. After racking in the breaker, Operations
noted that the red light on the front of the EDG neutral breaker panel did not light as expected. Contrary to the PMT acceptance criteria,
Operations assessed that the PMT was satisfactorily completed and exited the EDG technical specification. The oncoming shift investigated
and determined the red light was not lit because there was a problem with the neutral breaker trip circuit. Operations declared the EDG
inoperable and re-entered the EDG technical specification. This issue was more than minor because it was associated with the reliability of the
"A" EDG. The inspectors determined that the finding was of very low safety significance (Green) because it did not involve a design or
qualification deficiency, represent an actual loss of safety function of the "A" EDG, or involve seismic, flooding, or severe weather initiating
events. This finding was related to the cross-cutting area of Human Performance in that Dominion personnel signed the PMT as satisfactory
and restored the EDG neutral breaker to an operable status although the acceptance criteria was not met.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO TAKE PROMPT CORRECTIVE ACTIONS TO DETERMINE THE EXTENT OF CONDITION OF AIR TRAPPED
IN THE RHR SUCTION AND DISCHARGE PIPING

The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action," which requires, in part, that
measures be established to assure that conditions adverse to quality are promptly identified and corrected. From May to October 2004,
Dominion failed to properly assess and correct a degraded "A" Residual Heat Removal (RHR) system during an extent of condition
examination for air found in the RHR discharge piping. Specifically, after discovering a significant amount of air in the "A" RHR piping
system in May 2004, Dominion vented the system but did not adequately evaluate whether the corrective actions were effective in removing air
from the RHR heat-exchanger tubing. As a result, Dominion did not evaluate the effect of the remaining air on the RHR and high pressure
injection systems. Dominion subsequently instituted compensatory measures to vent the suction piping after every RHR pump run and
performed a special procedure to flush the air out of the heat exchanger. This finding was more than minor because it affected the equipment
performance attribute and the availability, reliability, and capability objective of the Mitigating system cornerstone. Specifically, Dominion's
extent of condition evaluation did not determine that a significant volume of air remained in the "A" RHR heat exchanger tubing even though
air was found in several other sections of piping subsequent to their initial corrective actions. This air could have caused the "A" RHR pump to
become inoperable if enough air had migrated to the suction of the RHR pump and could have adversely affected high pressure injection pumps
if air had migrated to crossover piping. This finding was determined to be of very low safety significance (Green) since an actual loss of RHR
would not have occurred with the amount of air identified and no air pockets were subsequently identified in crossover piping to the charging
and high pressure injection systems; the finding did not involve a design or qualification deficiency; or involve seismic, flooding, or severe
weather initiating events. This finding was related to the cross-cutting area of Problem Identification and Resolution in that Dominion failed to
perform an adequate extent-of-condition review to fully evaluate the effect of air that had been introduced into the "A" RHR system.
Inspection Report# : 2005002 (pdf)

Barrier Integrity

Signiﬁcance:. Mar 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ADEQUATELY PERFORM POST-MAINTENANCE TESTING ON HYDROGEN RECOMBINER

The inspectors identified a non-cited violation of Technical Specification (TS) 3.6.4.2, "Electric Hydrogen Recombiners," which requires that
two independent hydrogen recombiner systems remain Operable. On February 22, 2005, Dominion performed maintenance on the "A" train
hydrogen monitor. On February 23, 2005, Dominion identified that pipe fittings for the "A" train hydrogen monitor had been disassembled,
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however, a post-maintenance test had not been conducted to prove operability of the system. Dominion performed a leak test on February 24,
2005, however, the test failed. Dominions' investigation determined that the leakage was from a mechanical joint that had been worked on
December 2, 2004, but that this joint had not been disturbed during the February 22, 2005, maintenance. Additionally, Dominion determined
that following the work in December 2004 no post-maintenance leak test had been performed to verify system operability. The inspectors
identified that the leakage would have resulted in the shutdown of the "A" hydrogen recombiner, under post-accident conditions. Therefore, the
train would not have been considered operable from December 2, 2004 to March 1, 2005. Following the identification of the failed joint,
Dominion repaired the joint, leak tested the system, and restored the "A" train hydrogen monitor to service. This issue was more than minor
because it was associated with the Barrier Integrity cornerstone attribute of configuration control in that it affected containment boundary
preservation and maintaining containment design parameters. The failure to specify adequate PMT resulted in loose mechanical joints in the
system not being detected which would have allowed an open pathway to the atmosphere from containment during post accident conditions.
Additionally, Dominion postulated that the post accident leakage from these joints would have caused a radiation monitor alarm which would
have isolated the "A" hydrogen recombiner. This violation was evaluated using an IMC 0609, Appendix H, "Containment Integrity
Significance Determination Process," Phase 2 analysis, and was determined to be of very low safety significance (Green). Specifically, the leak
was not of the magnitude to recycle the containment atmosphere in a 24 hour period, post event. This finding was related to the cross-cutting
issue of Human Performance in that Dominion failed to adequately perform post-maintenance testing to ensure incorrect maintenance activities
were identified prior to returning the hydrogen monitor to service.

Inspection Report# : 2005002 (pdf)

Emergency Preparedness

Significance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

INEFFECTIVE CORRECTIVE ACTIONS TO PREVENT SERO QUALIFICATION LAPSES

The inspector identified a Green finding for the failure to take effective corrective actions in that since 2004, on several occasions, staff
assigned to the site emergency response organization (SERO) did not maintain their qualifications current. The corrective actions taken to
prevent recurrence of this problem were not effective as highlighted by repeat examples of lapsed SERO qualifications. Individuals identified
during the inspection with the lapsed qualifications were immediately removed from the SERO callout system until their training was
completed. The cause of the finding is related to the cross-cutting element of problem identification and resolution in that the corrective actions
taken were not effective in preventing reoccurrence. The finding is more than minor because it is associated with the EP cornerstone attribute
of emergency response organization readiness (training). It affects the cornerstone objective of ensuring the capability to implement measures
to protect the health and safety of the public during an emergency. Specifically, Dominion's corrective actions to ensure personnel maintained
their SERO qualifications current were ineffective and did not prevent recurrence. This finding is not suitable for SDP evaluation, but has been
reviewed by NRC management and is determined to be a finding of very low safety significance.

Inspection Report# : 2005005(pdf)

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

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

Initiating Events

Signiﬁcance:. Mar 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

MISPOSITIONING OF BORIC ACID VALVES RESULTING IN UNINTENDED POSITIVE REACTIVITY ADDITION

A Green self-revealing non-cited violation of Technical Specification 6.8.1, “Procedures”, was identified for adequate implementation of
procedures which resulted in an unintended positive reactivity addition. On February 17, 2006, Operations personnel mis-positioned three
valves which isolated the “A” boric acid gravity feed flow path and the “A” boric acid transfer pump. This issue manifested itself the following
day during a planned blended makeup to the Volume Control Tank which resulted in small positive reactivity addition. Dominion entered their
procedural compliance error into their corrective action program for resolution. This issue involved the cross-cutting aspects of human
performance in that operators failed to adequately implement procedures which lead to an unintended reactivity addition. This issue was more
than minor because it is associated with the human performance and configuration control attributes of the Initiating Events cornerstone. The
finding is associated with an increase in the likelihood of initiating events in that an inadvertent positive reactivity addition actually occurred.
The inspectors determined that the self-revealing finding was of very low safety significance because the amount of reactivity added was small
(approximately 6 pcm) and did not contribute to both the likelihood of a reactor trip and the unavailability of mitigation equipment or
functions. (Section 1R14)

Inspection Report# : 2006002 (pdf)

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PERFORM EVALUATIONS ON BORIC ACID LEAKS

The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings"
for Dominion's failure to follow Boric Acid Corrosion Control Program (BACCP) procedures. Specifically, plant personal routinely failed to
perform boric acid leak evaluations as required per Dominion procedure DNAP-1004, "Boric Acid Corrosion Control Program," despite the
specified threshold having been met. This finding is more than minor because it is associated with the Initiating Events Cornerstone attribute of
human performance and it affects the cornerstone's objective of limiting the likelihood of those events that upset plant stability and challenge
critical safety functions during shutdown as well as power operations. The licensee entered this condition into the corrective action program as
CR-06-02088. This finding was characterized as a loss-of-coolant-accident (LOCA) initiator and was determined to be of very low safety
significance (Green) because it did not result in exceeding the Technical Specification limit for identified reactor coolant system (RCS) leakage
or affect other mitigation systems resulting in a total loss of their safety function. Corrective actions included a planned revision to the Boric
Acid Corrosion Control program to ensure evaluations are performed and documented. In addition, the licensee conducted a Boric Acid
Corrosion Control program peer review using another nuclear power station boric acid program owner. This finding is related to the cross-
cutting area of human performance in that on at least 22 occasions, station personnel did not follow established station procedures requiring
boric acid evaluation.

Inspection Report# : 2006006(pdf)

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE EXCEEDING SPECIFIED FIRE LOADING LIMIT FOR MAIN STEAM VALVE ENCLOSURE

The inspectors identified a non-cited violation of License Condition 2.H to Facility Operating License NPF-49 for the failure to properly
evaluate transient combustible fire loading for the Main Steam Valve Enclosure Building (Fire Area, MSV-1) from April 1999 to July 2005.
Specifically, Dominion did not accurately account for the amount of transient combustibles present in the area which caused the licensee to
unknowingly, and without evaluation, exceed the fire severity classification threshold for this area. The inspectors determined that the failure to
properly evaluate the transient combustibles for the fire area MSV-1 was more than minor based on a similar example described in Manual
Chapter 0612, "Power Reactor Inspection Reports", Appendix E, "Examples of Minor Issues", Section 4k. Specifically, the fire loading
exceeded the fire hazard analysis and was not properly evaluated. This finding is associated with the initiating event cornerstone and involves
the fire initiator attribute of the cornerstone. The safety significance of the finding was determined to be low based on the plywood being fire
retardant and the increase in the fire loading remained significantly less than the maximum allowed by the higher severity classification of
"low". This finding is related to the cross-cutting area of Problem Identification and Resolution in that neither the monthly inspection of the fire
areas and permits nor the annual review of temporary fire permits identified the issue despite the condition having existed for approximately six
years.
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Inspection Report# : 2005003 (pdf)

Significance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

LESS THAN ADEQUATE CORRECTIVE ACTIONS FOR POTENTIAL RCS PRESSURE BOUNDARD DEGRADATION DUE TO
BORIC ACID CORROSION

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action" in that DNC's did not
promptly identify and correct a condition adverse to quality involving boric acid leaks in containment. The finding was more than minor
because it affected the Initiating Events cornerstone objective to limit the likelihood of those events that upset plant stability and challenge
critical safety functions during shutdown as well as power operations; if left uncorrected it could become a more significant concern, such as
excessive leakage or the loss of RCS integrity. In addition, this performance deficiency is related to the cross-cutting area of problem
identification and resolution in two respects. First, after approximately six days and several containment entries, DNC had not identified the
presence of 12 additional boric acid leaks. Second, although aware of the leak on a loop drain isolation valve, DNC did not re-evaluate or
resolve the leakage impact on adjacent safety-related SSCs until questioned by the inspectors. This finding was determined to be Green (very
low safety significance) based on IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The leakage is characterized as a
LOCA initiator, but assuming worst case degradation, the leakage would not have resulted in exceeding a TS limit for identified RCS leakage
or have adversely impacted other mitigating systems.

Inspection Report# : 2005012 (pdf)

Mitigating Systems

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO INCLUDE ACCEPTANCE CRITERIA IN MAINTENANCE PROCEDURES

The inspectors identified a Green NCV of 10 CFR 50, Criterion V, "Instructions, Procedures, and Drawings" for failing to include appropriate
acceptance criteria associated with the measurement of the Unit 3 TDAFW pump governor control valve stuffing box inner diameter in the
applicable maintenance procedure. In addition, the maintenance procedure did not specify the equipment required to measure the control valve
stem/gap measurements and did not require the recording of measurements needed to verify the maintenance activity had been satisfactorily
accomplished in accordance with vendor requirements. The licensee evaluated this issue for immediate operability and entered the issue into
their corrective action program as CR-06-02043 and CR-06-02044. Corrective actions included revising the maintenance procedure to update
the clearance values as well as instructing maintenance system team personnel on the event relative to utilizing the correct MT&E for the work
scope. This finding is more than minor because it affected the procedure quality attribute of the Mitigating Systems Cornerstone. Specifically,
if left uncorrected, the finding would become a more significant safety concern as governor stuffing box internal diameters continued to
increase resulting in additional control valve stem binding issues and associated TDAFW pump overspeed and failure events. The inspectors
determined that the finding was of very low safety significance (Green) because the finding did not involve a design or qualification deficiency,
represent an actual loss of system or TDAFW pump safety function, or involve seismic, flooding, or severe weather initiating events. This
finding is related to the cross-cutting aspect of problem identification and resolution in that the licensee failed to translate appropriate vendor
acceptance criteria into the TDAFW governor control valve maintenance procedure despite receipt of new vendor requirements which were
published and available in 1999.

Inspection Report# : 2006006(pdf)

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE AND CORRECT CONDITION ADVERSE TO QUALITY ASSOCIATED WITH TDAFW PUMP

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Actions," for the failure to take effective
corrective action to prevent a repeat failure of the Unit 3 turbine-driven auxiliary feedwater (TDAFW) pump. Specifically, following
identification and documentation of excessive internal stuffing box wear, which was identified following an overspeed trip event that occurred
in April 2005, the licensee failed to fully evaluate this condition which was later documented as a contributing cause to a recurring failure that
occurred on January 9, 2006. The licensee entered this condition into their corrective action program as CR-06-00244. Corrective actions for
this issue included repacking of the TDAFW pump governor control valve, repair of a cam plate, and plans to conduct a stuffing box repair
within three months of the January 2006 pump failure. This finding is more than minor because it is associated with the Mitigating Systems
Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating
events to prevent undesirable consequences. Specifically, because the degraded stuffing box was not adequately evaluated and corrected in
April 2005, the reliability of the TDAFW pump was adversely affected. Following Phase 1, 2, and 3 SDP evaluations, this finding was
determined to be of very low safety significance (Green) since TDAFW pump recovery credit was given during a restart attempt that would
occur during a design basis event. This finding is related to the cross-cutting area of problem identification and resolution in that the licensee
did not fully evaluate and correct an identified degraded condition.
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Inspection Report# : 2006006(pdf)

Significance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY ASSESS AND CORRECT KNOWN WATER LEAKAGE INTO THE "B" EDG ROCKER ARM LUBE
OIL SYSTEM

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action," for the failure to properly assess
compensatory actions and to take timely actions to correct the introduction of water into the Unit 3 ‘B' EDG rocker arm (RA) lubricating oil
(LO) system. Following the discovery of elevated water content in the ‘B' EDG RA LO system on June 17, 2005, and the determination on July
11, that the EDG was fully qualified, Dominion; 1) did not specify compensatory actions to ensure the EDG was maintained in a fully qualified
status while the degradation continued to exist, 2) did not establish a threshold for water content in the RA LO system beyond which the EDG
would be considered inoperable, and 3) did not schedule the timely completion of maintenance activities to correct the in-leakage. While
Dominion took several actions in response to the discovery of water in the LO system, these actions were not sufficient to preclude the
development of significant water leakage into the RA LO system which resulted in the subsequent declaration of inoperability of the EDG on
September 27, 2005, and the unavailability of the ‘B' EDG for approximately 5 days while corrective maintenance was performed. This finding
is related to the cross-cutting area of problem identification and resolution in that, once the source of the water contamination had been
identified, Dominion did not properly assess compensatory actions and take effective corrective actions to preclude significant water in-leakage
into the ‘B' EDG RA LO system. The finding was more than minor because it affected the equipment performance attribute of the mitigating
system cornerstone and the availability and reliability of the ‘B' EDG to respond to initiating events. The inspectors determined that this finding
was of very low safety significance because the finding was not a design or qualification deficiency, did not represent a loss of safety system
function, did not represent an actual loss of safety function of a single train or one or more non-technical specification trains based on a 24 hour
probabilistic risk assessment mission time, and did not screen as potentially risk significant due to seismic, flooding, or severe weather
initiating events.

Inspection Report# : 2005005 (pdf)

Signiﬁcance:. Oct 15, 2005

Identified By: NRC

Item Type: FIN Finding

FAILURE TO ADEQUATELY IMPLEMENT OPERABILITY DETERMINATION PROCEDURE ON THREE OCCASIONS

The inspectors identified a finding where Dominion did not adequately implement their Operability Determination (OD) procedure on three
occasions which affected the basis for operability for degraded conditions identified on safety-related systems. Dominion has initiated
corrective actions to conduct an assessment of their current operability determination process, evaluate the assessment results, and implement
corrective actions to improve their process. Specifically;

*Dominion did not perform a prompt operability determination for approximately 8 days to evaluate whether a fence installed over the Unit 2
turbine-driven auxiliary feedwater pump (TDAFWP) cubicle high energy line break blowout panel adversely impacted the panel's ability to
perform its design function. After investigation, Dominion determined that a supporting engineering evaluation did not exist, declared all three
auxiliary feedwater pumps inoperable, and took prompt action to reroute the fencing around the blowout panel.

*Dominion did not revise an operability determination on the Unit 2 charging system when new information discovered during system
troubleshooting showed that the basis for the operability determination was in question. Dominion ultimately decided to close the operability
determination to previous troubleshooting and maintenance activities associated with the degraded condition.

Dominion described as the basis for operability in a condition report (CR) that a technical evaluation existed that showed that a Unit 3 high
pressure safety injection (SIH) pump could meet its mission time with an oil leak of up to six drops per minute. The referenced technical
evaluation however, did not discuss mission time, but calculated the time to deplete a high pressure safety injection pump oil reservoir in the
presence of a four drop per minute and six drop per minute leak.

This finding was more than minor because it affected the equipment performance attribute and the availability, reliability, and capability
objective of the Mitigating System cornerstone. Specifically, Dominion did not adequately evaluate the availability of Mitigating Systems with
degraded conditions to ensure their availability to perform the intended safety function. This finding was determined to be of very low safety
significance (Green) since there was not a loss of function for the TDAFW and charging system examples and since the STH pump would have
completed its safety function within the Probabilistic Risk Assessment 24 hour evaluation time. This finding is related to the cross-cutting area
of Problem Identification and Resolution (PI&R) because of the failure to conduct timely and adequate evaluations of degraded and non-
conforming conditions.

Inspection Report# : 2005004 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT APPROPRIATE PMS ON THE TDAFW PUMP CONTROL VALVE

The inspectors identified a Green non-cited violation of TS 6.8.1 regarding the deletion an 18-month control valve PM for TDAFW pump in
August 2000 without performing a thorough change evaluation per CBM 105, Revision 004-03, Preventive Maintenance Program. This
performance deficiency was a primary contributor to the TDAFW pump overspeed trip. This NRC-identified finding was of more than minor
safety significance because it affected the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. Specifically, because the PM was not completed, the reliability
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of the TDAFW pump was adversely affected. In evaluating this finding, the Significance Determination Process (SDP) (Phase 1) screening
identified that a SDP workbook (Phase 2) evaluation was needed because the TDAFW pump was potentially inoperable in excess of its TS
Allowed Outage Time of three days. Since the Phase 2 evaluation exceeded a risk threshold, an NRC Region I Senior Reactor Analyst (SRA)
conducted a Phase 3 evaluation to more accurately account for the exposure time and to appropriately credit operator actions to recover the
TDAFW pump after it automatically tripped on April 17. The Phase 3 evaluation determined that this finding represented a change in core
damage probability of low to mid E-7, which is of very low risk significance (Green).

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: FIN Finding

IMPROPER EVENT DIAGNOSIS LED TO E-PLAN DECLARATION

The inspectors identified a Green finding because procedure MP-14-MMM, Revision 006-01, "Operations" was not adequately implemented.
The team identified problems with crew diagnosis and communications during the event which led to an emergency plan declaration when
actual conditions for that declaration did not exist. This NRC-identified finding is considered to be of more than minor safety significance
because if left uncorrected, ineffective monitoring and diagnosis of plant conditions during significant plant events could lead to a more
significant safety concern. In addition, this performance deficiency is related to the cross cutting area of human performance in that, during the
actual event, the operating crew did not diagnose that the MSSVs were functioning as designed and crew briefings did not provide a complete
perspective of known plant conditions. This finding was not suitable for the an NRC SDP evaluation, but was reviewed by NRC management
in accordance with IMC 0612, Section 05.04c and determined to be of very low safety significance (Green).

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

EOP E-0 STEP NOT PERFORMED AS REQUIRED

The inspectors identified a Green non-cited violation of Technical Specification (TS) 6.8.1 because the operating crew did not take control of
reactor coolant system (RCS) temperature in accordance with Step 21 of Emergency Operating Procedure (EOP), E-0, "Reactor Trip or Safety
Injection". Consequently, the main steam safety valves (MSSVs) automatically operated to control RCS temperature for approximately 30
minutes longer than was necessary. This NRC-identified finding is considered to be of more than minor significance because it adversely
impacts the Mitigating Systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating
events to prevent undesirable consequences. Specifically, the unnecessary cycling of the MSSVs increased the chance that a previously cycled
MSSV would not open or would fail to reseat following an additional opening. The finding was determined to be Green (very low safety
significance) in accordance with IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations.

Inspection Report# : 2005012 (pdf)

Signiﬁcance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

SIMULATOR RESPONSE DID NOT ADEQUATELY MODEL MSSV RESPONSE

The inspectors identified a Green non-cited violation for failure of the Millstone Unit 3 simulator to correctly model main steam safety valve
operation as required by 10 CFR 55.46(c)(1), "Plant-Referenced Simulators." This NRC- identified finding is more than minor because it
affected the human performance attribute of the mitigating systems cornerstone. This finding was evaluated using the Operator Requalification
Human Performance SDP (IMC 0609 Appendix I) because it is a requalification training issue related to simulator fidelity. The SDP, Appendix
I, Block 12, requires the inspector to determine if deviations between the plant and simulator could result in negative training or could have a
negative impact on operator actions. "Negative Training" is defined, in a later version of the standard (ANSI 3.5-1993), as "training on a
simulator whose configuration or performance leads the operator to incorrect response or understanding of the reference unit." During the event
of April 17, 2005, operators were influenced by negative training on the simulator to erroneously believe that a safety valve in the plant was
stuck open when it was actually still functioning as designed.

Inspection Report# : 2005012 (pdf)

Significance:. May 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FALSE OR MISLEADING CONTROL ROOM INDICATIONS

The inspectors identified a Green non-cited violation in that DNC did not comply with 10 CFR 50, Appendix B, Criterion III, "Design
Control," regarding the suitability of a control room indicator in providing information needed by operators to ensure appropriate decision
making while implementing emergency operating procedures. This violation is related to the misleading control room indication for
Charging/Safety Injection (CHG/SI) flow indication which led operators to take improper actions in EOP E-0, "Reactor Trip or Safety
Injection" because the flow indicator (3SIH-FI917), despite the existence of adequate injection flow to the core, indicated zero gallons per
minute (GPM) flow. This self-revealing finding was of more than minor safety significance because it was associated with the design control
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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 finding was determined to be Green (very low safety
significance) based upon IMC 0609, Appendix A, Phase 1 SDP worksheet for at-power situations. The inspectors determined that the finding
represented a design deficiency that did not result in a loss function per Generic Letter (GL) 91-18, Revision 1.

Inspection Report# : 2005012 (pdf)

Barrier Integrity

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT EFFECTIVE CORRECTIVE ACTIONS ASSOCIATED WITH REPETITIVE LLRT FAILURES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action", for failure to take adequate corrective
actions to prevent repetitive local leak rate test failures associated with the Unit 3 reactor plant chilled water system (CDS) inboard
containment isolation valve, 3CDS*CTV40A. As a result, there was a loss of redundancy which reduced reliability of the containment isolation
function. This condition was entered into the licensee's corrective action program as CR-05-10651, a condition report which documented a
licensee action to create a plan to resolve the failures. This finding is more than minor because it is associated with the Barrier Integrity
Cornerstone objective of maintaining containment functionality and the attribute of structure/system/component (SSC) and Barrier
Performance. This finding is of very low safety significance because there was no actual open pathway in the physical integrity of the reactor
containment or an actual reduction of the atmospheric pressure control function of the containment. This finding is related to the cross-cutting
area of problem identification and resolution in that the licensee did not implement effective corrective actions to prevent a recurring
component failure.

Inspection Report# : 2006006(pdf)

Emergency Preparedness

Significance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

INEFFECTIVE CORRECTIVE ACTIONS TO PREVENT SERO QUALIFICATION LAPSES

The inspector identified a Green finding for the failure to take effective corrective actions in that since 2004, on several occasions, staff
assigned to the site emergency response organization (SERO) did not maintain their qualifications current. The corrective actions taken to
prevent recurrence of this problem were not effective as highlighted by repeat examples of lapsed SERO qualifications. Individuals identified
during the inspection with the lapsed qualifications were immediately removed from the SERO callout system until their training was
completed. The cause of the finding is related to the cross-cutting element of problem identification and resolution in that the corrective actions
taken were not effective in preventing reoccurrence. The finding is more than minor because it is associated with the EP cornerstone attribute
of emergency response organization readiness (training). It affects the cornerstone objective of ensuring the capability to implement measures
to protect the health and safety of the public during an emergency. Specifically, Dominion's corrective actions to ensure personnel maintained
their SERO qualifications current were ineffective and did not prevent recurrence. This finding is not suitable for SDP evaluation, but has been
reviewed by NRC management and is determined to be a finding of very low safety significance.

Inspection Report# : 2005005(pdf)

Occupational Radiation Safety

Public Radiation Safety

Physical Protection
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Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Mar 03, 2006

Identified By: NRC

Item Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

The inspectors identified that the licensee was effective at identifying problems and entering them into the corrective action program (CAP).
The licensee's effectiveness at problem identification was evidenced by the relatively few deficiencies were identified by external organizations
(including the NRC) that had not been previously identified by the licensee, during the review period. The licensee effectively used risk in
prioritizing the extent to which individual problems would be evaluated and in establishing schedules for implementing corrective actions.
Corrective actions, when specified, were generally implemented in a timely manner. Licensee audits and self-assessments were found to be
generally effective. On the basis of interviews conducted during this inspection, workers at the site felt free to input safety concerns and issues
into the CAP program. However, the inspectors did identify some missed opportunities to identify issues and enter them into their corrective
action program. In addition, there were some instances where issue evaluations and corrective actions were not effective in resolving problems.
Inspection Report# : 2006006(pdf)

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

Initiating Events

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT ADEQUATELY EVALUATE A REACTOR PROTECTION SYSTEM SET POINT MODIFICATION

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for an inadequate design change review for a
steam generator low-low water level setpoint modification. Specifically, Dominion did not fully consider the impact of the modification on the
ability of the steam generator to accommodate operational transients without exceeding a parameter threshold which would require automatic or
manual protective action. This led to a reactor trip on December 1, 2005, while conducting a rapid downpower in response to a reactor coolant
system leak from the packing of a loop maintenance stop valve that was collected in a drain tank inside primary containment. At 38 percent power,
main turbine vibrations increased above allowable values and the turbine was manually tripped. Following the turbine trip, the reactor unexpectedly
automatically tripped on the “C” steam generator low-low level trip setpoint. Dominion entered this condition into their corrective action program
as CR-06-04788. Corrective actions for this issue included plans to conduct an engineering analysis to determine the new steam generator low-low
level trip setpoints and revision of the design change notice and the 10 CFR 50.59 screening. This finding is more than minor because it is
associated with the Initiating Events Cornerstone and affects the cornerstone objective to limit the likelihood of those events that upset plant
stability. Specifically, an inadequate design change review led to an unanticipated reactor trip. This issue is of very low safety significance because
it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would not be available. This
finding is related to the cross-cutting aspect of human performance in that Dominion’s review and decision making process was not effective at
identifying possible unintended consequences when making assumptions for a risk significant design change.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Mar 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

MISPOSITIONING OF BORIC ACID VALVES RESULTING IN UNINTENDED POSITIVE REACTIVITY ADDITION

A Green self-revealing non-cited violation of Technical Specification 6.8.1, “Procedures”, was identified for adequate implementation of
procedures which resulted in an unintended positive reactivity addition. On February 17, 2006, Operations personnel mis-positioned three valves
which isolated the “A” boric acid gravity feed flow path and the “A” boric acid transfer pump. This issue manifested itself the following day during
a planned blended makeup to the Volume Control Tank which resulted in small positive reactivity addition. Dominion entered their procedural
compliance error into their corrective action program for resolution. This issue involved the cross-cutting aspects of human performance in that
operators failed to adequately implement procedures which lead to an unintended reactivity addition. This issue was more than minor because it is
associated with the human performance and configuration control attributes of the Initiating Events cornerstone. The finding is associated with an
increase in the likelihood of initiating events in that an inadvertent positive reactivity addition actually occurred. The inspectors determined that the
self-revealing finding was of very low safety significance because the amount of reactivity added was small (approximately 6 pcm) and did not
contribute to both the likelihood of a reactor trip and the unavailability of mitigation equipment or functions. (Section 1R14)

Inspection Report# : 2006002 (pdf)

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PERFORM EVALUATIONS ON BORIC ACID LEAKS

The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings" for
Dominion's failure to follow Boric Acid Corrosion Control Program (BACCP) procedures. Specifically, plant personal routinely failed to perform
boric acid leak evaluations as required per Dominion procedure DNAP-1004, "Boric Acid Corrosion Control Program," despite the specified
threshold having been met. This finding is more than minor because it is associated with the Initiating Events Cornerstone attribute of human
performance and it affects the cornerstone's objective of limiting the likelihood of those events that upset plant stability and challenge critical safety
functions during shutdown as well as power operations. The licensee entered this condition into the corrective action program as CR-06-02088. This
finding was characterized as a loss-of-coolant-accident (LOCA) initiator and was determined to be of very low safety significance (Green) because
it did not result in exceeding the Technical Specification limit for identified reactor coolant system (RCS) leakage or affect other mitigation systems
resulting in a total loss of their safety function. Corrective actions included a planned revision to the Boric Acid Corrosion Control program to
ensure evaluations are performed and documented. In addition, the licensee conducted a Boric Acid Corrosion Control program peer review using
another nuclear power station boric acid program owner. This finding is related to the cross-cutting area of human performance in that on at least 22
occasions, station personnel did not follow established station procedures requiring boric acid evaluation.

Inspection Report# : 2006006 (pdf)
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Mitigating Systems

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT EVALUATE AND CORRECT A SIGNIFICANT CONDITION ADVERSE TO QUALITY ASSOCIATED WITH GRAVITY
FEED BORATION LINES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion X VI, “Corrective Action,” for the failure to fully evaluate and correct
a significant condition adverse to quality which led to a repeat occurrence of air introduction in the gravity feed boration line. Specifically,
following identification and documentation of air in the “A” gravity feed boration line on September 9, 2004, Dominion did not evaluate and correct
the cause which then led to a repeat occurrence of air introduction in the “B” gravity feed boration line on April 13, 2006. The inspectors
determined that the cause of both events was due to an inadequate chemical and volume control system (CVCS) fill and vent procedure. Dominion
entered this condition into their corrective action program as CR-06-03730. Corrective actions for this issue included venting the air from the
gravity feed boration line and plans to revise the CVCS fill and vent procedure. This finding is more than minor because it is associated with the
Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring the availability of systems that respond to initiating events to
prevent undesirable consequences. Specifically, excessive air in the gravity feed lines has the potential to damage the operating charging pump if an
emergency boration event were to occur. This finding was determined to be of very low safety significance (Green) since full mitigation credit was
given for the availability of redundant emergency boration paths. This finding is related to the cross-cutting aspect of problem identification and
resolution in that Dominion did not fully evaluate and correct an identified degraded condition discovered in September 2004, which then recurred
in April 2006.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO INCLUDE ACCEPTANCE CRITERIA IN MAINTENANCE PROCEDURES

The inspectors identified a Green NCV of 10 CFR 50, Criterion V, "Instructions, Procedures, and Drawings" for failing to include appropriate
acceptance criteria associated with the measurement of the Unit 3 TDAFW pump governor control valve stuffing box inner diameter in the
applicable maintenance procedure. In addition, the maintenance procedure did not specify the equipment required to measure the control valve
stem/gap measurements and did not require the recording of measurements needed to verify the maintenance activity had been satisfactorily
accomplished in accordance with vendor requirements. The licensee evaluated this issue for immediate operability and entered the issue into their
corrective action program as CR-06-02043 and CR-06-02044. Corrective actions included revising the maintenance procedure to update the
clearance values as well as instructing maintenance system team personnel on the event relative to utilizing the correct MT&E for the work scope.
This finding is more than minor because it affected the procedure quality attribute of the Mitigating Systems Cornerstone. Specifically, if left
uncorrected, the finding would become a more significant safety concern as governor stuffing box internal diameters continued to increase resulting
in additional control valve stem binding issues and associated TDAFW pump overspeed and failure events. The inspectors determined that the
finding was of very low safety significance (Green) because the finding did not involve a design or qualification deficiency, represent an actual loss
of system or TDAFW pump safety function, or involve seismic, flooding, or severe weather initiating events. This finding is related to the cross-
cutting aspect of problem identification and resolution in that the licensee failed to translate appropriate vendor acceptance criteria into the TDAFW
governor control valve maintenance procedure despite receipt of new vendor requirements which were published and available in 1999.

Inspection Report# : 2006006 (pdf)

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE AND CORRECT CONDITION ADVERSE TO QUALITY ASSOCIATED WITH TDAFW PUMP

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions," for the failure to take effective corrective
action to prevent a repeat failure of the Unit 3 turbine-driven auxiliary feedwater (TDAFW) pump. Specifically, following identification and
documentation of excessive internal stuffing box wear, which was identified following an overspeed trip event that occurred in April 2005, the
licensee failed to fully evaluate this condition which was later documented as a contributing cause to a recurring failure that occurred on January 9,
2006. The licensee entered this condition into their corrective action program as CR-06-00244. Corrective actions for this issue included repacking
of the TDAFW pump governor control valve, repair of a cam plate, and plans to conduct a stuffing box repair within three months of the January
2006 pump failure. This finding is more than minor because it is associated with the Mitigating Systems Cornerstone and affects the cornerstone
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences.
Specifically, because the degraded stuffing box was not adequately evaluated and corrected in April 2005, the reliability of the TDAFW pump was
adversely affected. Following Phase 1, 2, and 3 SDP evaluations, this finding was determined to be of very low safety significance (Green) since
TDAFW pump recovery credit was given during a restart attempt that would occur during a design basis event. This finding is related to the cross-
cutting area of problem identification and resolution in that the licensee did not fully evaluate and correct an identified degraded condition.
Inspection Report# : 2006006(pdf)
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Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY ASSESS AND CORRECT KNOWN WATER LEAKAGE INTO THE "B" EDG ROCKER ARM LUBE OIL
SYSTEM

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the failure to properly assess compensatory
actions and to take timely actions to correct the introduction of water into the Unit 3 ‘B' EDG rocker arm (RA) lubricating oil (LO) system.
Following the discovery of elevated water content in the ‘B' EDG RA LO system on June 17, 2005, and the determination on July 11, that the EDG
was fully qualified, Dominion; 1) did not specify compensatory actions to ensure the EDG was maintained in a fully qualified status while the
degradation continued to exist, 2) did not establish a threshold for water content in the RA LO system beyond which the EDG would be considered
inoperable, and 3) did not schedule the timely completion of maintenance activities to correct the in-leakage. While Dominion took several actions
in response to the discovery of water in the LO system, these actions were not sufficient to preclude the development of significant water leakage
into the RA LO system which resulted in the subsequent declaration of inoperability of the EDG on September 27, 2005, and the unavailability of
the ‘B' EDG for approximately 5 days while corrective maintenance was performed. This finding is related to the cross-cutting area of problem
identification and resolution in that, once the source of the water contamination had been identified, Dominion did not properly assess
compensatory actions and take effective corrective actions to preclude significant water in-leakage into the ‘B' EDG RA LO system. The finding
was more than minor because it affected the equipment performance attribute of the mitigating system cornerstone and the availability and
reliability of the ‘B' EDG to respond to initiating events. The inspectors determined that this finding was of very low safety significance because the
finding was not a design or qualification deficiency, did not represent a loss of safety system function, did not represent an actual loss of safety
function of a single train or one or more non-technical specification trains based on a 24 hour probabilistic risk assessment mission time, and did not
screen as potentially risk significant due to seismic, flooding, or severe weather initiating events.

Inspection Report# : 2005005 (pdf)

Signiﬁcance:. Oct 15, 2005

Identified By: NRC

Item Type: FIN Finding

FAILURE TO ADEQUATELY IMPLEMENT OPERABILITY DETERMINATION PROCEDURE ON THREE OCCASIONS

The inspectors identified a finding where Dominion did not adequately implement their Operability Determination (OD) procedure on three
occasions which affected the basis for operability for degraded conditions identified on safety-related systems. Dominion has initiated corrective
actions to conduct an assessment of their current operability determination process, evaluate the assessment results, and implement corrective
actions to improve their process. Specifically;

*Dominion did not perform a prompt operability determination for approximately 8 days to evaluate whether a fence installed over the Unit 2
turbine-driven auxiliary feedwater pump (TDAFWP) cubicle high energy line break blowout panel adversely impacted the panel's ability to perform
its design function. After investigation, Dominion determined that a supporting engineering evaluation did not exist, declared all three auxiliary
feedwater pumps inoperable, and took prompt action to reroute the fencing around the blowout panel.

*Dominion did not revise an operability determination on the Unit 2 charging system when new information discovered during system
troubleshooting showed that the basis for the operability determination was in question. Dominion ultimately decided to close the operability
determination to previous troubleshooting and maintenance activities associated with the degraded condition.

Dominion described as the basis for operability in a condition report (CR) that a technical evaluation existed that showed that a Unit 3 high pressure
safety injection (SIH) pump could meet its mission time with an oil leak of up to six drops per minute. The referenced technical evaluation however,
did not discuss mission time, but calculated the time to deplete a high pressure safety injection pump oil reservoir in the presence of a four drop per
minute and six drop per minute leak.

This finding was more than minor because it affected the equipment performance attribute and the availability, reliability, and capability objective
of the Mitigating System cornerstone. Specifically, Dominion did not adequately evaluate the availability of Mitigating Systems with degraded
conditions to ensure their availability to perform the intended safety function. This finding was determined to be of very low safety significance
(Green) since there was not a loss of function for the TDAFW and charging system examples and since the STH pump would have completed its
safety function within the Probabilistic Risk Assessment 24 hour evaluation time. This finding is related to the cross-cutting area of Problem
Identification and Resolution (PI&R) because of the failure to conduct timely and adequate evaluations of degraded and non-conforming conditions.
Inspection Report# : 2005004 (pdf)

Barrier Integrity

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT EFFECTIVE CORRECTIVE ACTIONS ASSOCIATED WITH REPETITIVE LLRT FAILURES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action", for failure to take adequate corrective
actions to prevent repetitive local leak rate test failures associated with the Unit 3 reactor plant chilled water system (CDS) inboard containment
isolation valve, 3CDS*CTV40A. As a result, there was a loss of redundancy which reduced reliability of the containment isolation function. This
condition was entered into the licensee's corrective action program as CR-05-10651, a condition report which documented a licensee action to create
a plan to resolve the failures. This finding is more than minor because it is associated with the Barrier Integrity Cornerstone objective of
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maintaining containment functionality and the attribute of structure/system/component (SSC) and Barrier Performance. This finding is of very low
safety significance because there was no actual open pathway in the physical integrity of the reactor containment or an actual reduction of the
atmospheric pressure control function of the containment. This finding is related to the cross-cutting area of problem identification and resolution in
that the licensee did not implement effective corrective actions to prevent a recurring component failure.

Inspection Report# : 2006006(pdf)

Emergency Preparedness

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

INEFFECTIVE CORRECTIVE ACTIONS TO PREVENT SERO QUALIFICATION LAPSES

The inspector identified a Green finding for the failure to take effective corrective actions in that since 2004, on several occasions, staff assigned to
the site emergency response organization (SERO) did not maintain their qualifications current. The corrective actions taken to prevent recurrence of
this problem were not effective as highlighted by repeat examples of lapsed SERO qualifications. Individuals identified during the inspection with
the lapsed qualifications were immediately removed from the SERO callout system until their training was completed. The cause of the finding is
related to the cross-cutting element of problem identification and resolution in that the corrective actions taken were not effective in preventing
reoccurrence. The finding is more than minor because it is associated with the EP cornerstone attribute of emergency response organization
readiness (training). It affects the cornerstone objective of ensuring the capability to implement measures to protect the health and safety of the
public during an emergency. Specifically, Dominion's corrective actions to ensure personnel maintained their SERO qualifications current were
ineffective and did not prevent recurrence. This finding is not suitable for SDP evaluation, but has been reviewed by NRC management and is
determined to be a finding of very low safety significance.

Inspection Report# : 2005005 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Mar 03, 2006

Identified By: NRC

Item Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

The inspectors identified that the licensee was effective at identifying problems and entering them into the corrective action program (CAP). The
licensee's effectiveness at problem identification was evidenced by the relatively few deficiencies were identified by external organizations
(including the NRC) that had not been previously identified by the licensee, during the review period. The licensee effectively used risk in
prioritizing the extent to which individual problems would be evaluated and in establishing schedules for implementing corrective actions.
Corrective actions, when specified, were generally implemented in a timely manner. Licensee audits and self-assessments were found to be
generally effective. On the basis of interviews conducted during this inspection, workers at the site felt free to input safety concerns and issues into
the CAP program. However, the inspectors did identify some missed opportunities to identify issues and enter them into their corrective action
program. In addition, there were some instances where issue evaluations and corrective actions were not effective in resolving problems.
Inspection Report# : 2006006 (pdf)

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

Initiating Events

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT ADEQUATELY EVALUATE A REACTOR PROTECTION SYSTEM SET POINT MODIFICATION
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for an inadequate
design change review for a steam generator low-low water level setpoint modification. Specifically, Dominion did not fully
consider the impact of the modification on the ability of the steam generator to accommodate operational transients without
exceeding a parameter threshold which would require automatic or manual protective action. This led to a reactor trip on
December 1, 2005, while conducting a rapid downpower in response to a reactor coolant system leak from the packing of a
loop maintenance stop valve that was collected in a drain tank inside primary containment. At 38 percent power, main
turbine vibrations increased above allowable values and the turbine was manually tripped. Following the turbine trip, the
reactor unexpectedly automatically tripped on the “C” steam generator low-low level trip setpoint. Dominion entered this
condition into their corrective action program as CR-06-04788. Corrective actions for this issue included plans to conduct
an engineering analysis to determine the new steam generator low-low level trip setpoints and revision of the design change
notice and the 10 CFR 50.59 screening. This finding is more than minor because it is associated with the Initiating Events
Cornerstone and affects the cornerstone objective to limit the likelihood of those events that upset plant stability.
Specifically, an inadequate design change review led to an unanticipated reactor trip. This issue is of very low safety
significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation
equipment or functions would not be available. This finding is related to the cross-cutting aspect of human performance in
that Dominion’s review and decision making process was not effective at identifying possible unintended consequences
when making assumptions for a risk significant design change.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Mar 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

MISPOSITIONING OF BORIC ACID VALVES RESULTING IN UNINTENDED POSITIVE REACTIVITY
ADDITION

A Green self-revealing non-cited violation of Technical Specification 6.8.1, “Procedures”, was identified for adequate
implementation of procedures which resulted in an unintended positive reactivity addition. On February 17, 2006,
Operations personnel mis-positioned three valves which isolated the “A” boric acid gravity feed flow path and the “A”
boric acid transfer pump. This issue manifested itself the following day during a planned blended makeup to the Volume
Control Tank which resulted in small positive reactivity addition. Dominion entered their procedural compliance error into
their corrective action program for resolution. This issue involved the cross-cutting aspects of human performance in that
operators failed to adequately implement procedures which lead to an unintended reactivity addition. This issue was more
than minor because it is associated with the human performance and configuration control attributes of the Initiating Events
cornerstone. The finding is associated with an increase in the likelihood of initiating events in that an inadvertent positive
reactivity addition actually occurred. The inspectors determined that the self-revealing finding was of very low safety
significance because the amount of reactivity added was small (approximately 6 pcm) and did not contribute to both the
likelihood of a reactor trip and the unavailability of mitigation equipment or functions. (Section 1R14)

Inspection Report# : 2006002 (pdf)

Signiﬁcance:. Mar 03, 2006
Identified By: NRC
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Item Type: NCV NonCited Violation

FAILURE TO PERFORM EVALUATIONS ON BORIC ACID LEAKS

The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions,
Procedures, and Drawings" for Dominion's failure to follow Boric Acid Corrosion Control Program (BACCP) procedures.
Specifically, plant personal routinely failed to perform boric acid leak evaluations as required per Dominion procedure
DNAP-1004, "Boric Acid Corrosion Control Program," despite the specified threshold having been met. This finding is
more than minor because it is associated with the Initiating Events Cornerstone attribute of human performance and it
affects the cornerstone's objective of limiting the likelihood of those events that upset plant stability and challenge critical
safety functions during shutdown as well as power operations. The licensee entered this condition into the corrective action
program as CR-06-02088. This finding was characterized as a loss-of-coolant-accident (LOCA) initiator and was
determined to be of very low safety significance (Green) because it did not result in exceeding the Technical Specification
limit for identified reactor coolant system (RCS) leakage or affect other mitigation systems resulting in a total loss of their
safety function. Corrective actions included a planned revision to the Boric Acid Corrosion Control program to ensure
evaluations are performed and documented. In addition, the licensee conducted a Boric Acid Corrosion Control program
peer review using another nuclear power station boric acid program owner. This finding is related to the cross-cutting area
of human performance in that on at least 22 occasions, station personnel did not follow established station procedures
requiring boric acid evaluation.

Inspection Report# : 2006006(pdf)

Mitigating Systems

Significance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT EVALUATE AND CORRECT A SIGNIFICANT CONDITION ADVERSE TO QUALITY
ASSOCIATED WITH GRAVITY FEED BORATION LINES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure to
fully evaluate and correct a significant condition adverse to quality which led to a repeat occurrence of air introduction in
the gravity feed boration line. Specifically, following identification and documentation of air in the “A” gravity feed
boration line on September 9, 2004, Dominion did not evaluate and correct the cause which then led to a repeat occurrence
of air introduction in the “B” gravity feed boration line on April 13, 2006. The inspectors determined that the cause of both
events was due to an inadequate chemical and volume control system (CVCS) fill and vent procedure. Dominion entered
this condition into their corrective action program as CR-06-03730. Corrective actions for this issue included venting the
air from the gravity feed boration line and plans to revise the CVCS fill and vent procedure. This finding is more than
minor because it is associated with the Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring
the availability of systems that respond to initiating events to prevent undesirable consequences. Specifically, excessive air
in the gravity feed lines has the potential to damage the operating charging pump if an emergency boration event were to
occur. This finding was determined to be of very low safety significance (Green) since full mitigation credit was given for
the availability of redundant emergency boration paths. This finding is related to the cross-cutting aspect of problem
identification and resolution in that Dominion did not fully evaluate and correct an identified degraded condition
discovered in September 2004, which then recurred in April 2006.

Inspection Report# : 2006003 (pdf)

Significance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO INCLUDE ACCEPTANCE CRITERIA IN MAINTENANCE PROCEDURES

The inspectors identified a Green NCV of 10 CFR 50, Criterion V, "Instructions, Procedures, and Drawings" for failing to
include appropriate acceptance criteria associated with the measurement of the Unit 3 TDAFW pump governor control
valve stuffing box inner diameter in the applicable maintenance procedure. In addition, the maintenance procedure did not
specify the equipment required to measure the control valve stem/gap measurements and did not require the recording of
measurements needed to verify the maintenance activity had been satisfactorily accomplished in accordance with vendor
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requirements. The licensee evaluated this issue for immediate operability and entered the issue into their corrective action
program as CR-06-02043 and CR-06-02044. Corrective actions included revising the maintenance procedure to update the
clearance values as well as instructing maintenance system team personnel on the event relative to utilizing the correct
MT&E for the work scope. This finding is more than minor because it affected the procedure quality attribute of the
Mitigating Systems Cornerstone. Specifically, if left uncorrected, the finding would become a more significant safety
concern as governor stuffing box internal diameters continued to increase resulting in additional control valve stem binding
issues and associated TDAFW pump overspeed and failure events. The inspectors determined that the finding was of very
low safety significance (Green) because the finding did not involve a design or qualification deficiency, represent an actual
loss of system or TDAFW pump safety function, or involve seismic, flooding, or severe weather initiating events. This
finding is related to the cross-cutting aspect of problem identification and resolution in that the licensee failed to translate
appropriate vendor acceptance criteria into the TDAFW governor control valve maintenance procedure despite receipt of
new vendor requirements which were published and available in 1999.

Inspection Report# : 2006006(pdf)

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE AND CORRECT CONDITION ADVERSE TO QUALITY ASSOCIATED WITH
TDAFW PUMP

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Actions," for the failure to
take effective corrective action to prevent a repeat failure of the Unit 3 turbine-driven auxiliary feedwater (TDAFW) pump.
Specifically, following identification and documentation of excessive internal stuffing box wear, which was identified
following an overspeed trip event that occurred in April 2005, the licensee failed to fully evaluate this condition which was
later documented as a contributing cause to a recurring failure that occurred on January 9, 2006. The licensee entered this
condition into their corrective action program as CR-06-00244. Corrective actions for this issue included repacking of the
TDAFW pump governor control valve, repair of a cam plate, and plans to conduct a stuffing box repair within three months
of the January 2006 pump failure. This finding is more than minor because it is associated with the Mitigating Systems
Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that
respond to initiating events to prevent undesirable consequences. Specifically, because the degraded stuffing box was not
adequately evaluated and corrected in April 2005, the reliability of the TDAFW pump was adversely affected. Following
Phase 1, 2, and 3 SDP evaluations, this finding was determined to be of very low safety significance (Green) since TDAFW
pump recovery credit was given during a restart attempt that would occur during a design basis event. This finding is
related to the cross-cutting area of problem identification and resolution in that the licensee did not fully evaluate and
correct an identified degraded condition.

Inspection Report# : 2006006(pdf)

Significance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO PROPERLY ASSESS AND CORRECT KNOWN WATER LEAKAGE INTO THE "B" EDG
ROCKER ARM LUBE OIL SYSTEM

The inspectors identified a violation of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Action," for the failure to
properly assess compensatory actions and to take timely actions to correct the introduction of water into the Unit 3 ‘B' EDG
rocker arm (RA) lubricating oil (LO) system. Following the discovery of elevated water content in the ‘B' EDG RA LO
system on June 17, 2005, and the determination on July 11, that the EDG was fully qualified, Dominion; 1) did not specify
compensatory actions to ensure the EDG was maintained in a fully qualified status while the degradation continued to exist,
2) did not establish a threshold for water content in the RA LO system beyond which the EDG would be considered
inoperable, and 3) did not schedule the timely completion of maintenance activities to correct the in-leakage. While
Dominion took several actions in response to the discovery of water in the LO system, these actions were not sufficient to
preclude the development of significant water leakage into the RA LO system which resulted in the subsequent declaration
of inoperability of the EDG on September 27, 2005, and the unavailability of the ‘B' EDG for approximately 5 days while
corrective maintenance was performed. This finding is related to the cross-cutting area of problem identification and
resolution in that, once the source of the water contamination had been identified, Dominion did not properly assess
compensatory actions and take effective corrective actions to preclude significant water in-leakage into the ‘B' EDG RA
LO system. The finding was more than minor because it affected the equipment performance attribute of the mitigating
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system cornerstone and the availability and reliability of the ‘B' EDG to respond to initiating events. The inspectors
determined that this finding was of very low safety significance because the finding was not a design or qualification
deficiency, did not represent a loss of safety system function, did not represent an actual loss of safety function of a single
train or one or more non-technical specification trains based on a 24 hour probabilistic risk assessment mission time, and
did not screen as potentially risk significant due to seismic, flooding, or severe weather initiating events.

Inspection Report# : 2005005 (pdf)

Signiﬁcance:. Oct 15, 2005

Identified By: NRC

Item Type: FIN Finding

FAILURE TO ADEQUATELY IMPLEMENT OPERABILITY DETERMINATION PROCEDURE ON THREE
OCCASIONS

The inspectors identified a finding where Dominion did not adequately implement their Operability Determination (OD)
procedure on three occasions which affected the basis for operability for degraded conditions identified on safety-related
systems. Dominion has initiated corrective actions to conduct an assessment of their current operability determination
process, evaluate the assessment results, and implement corrective actions to improve their process. Specifically;
*Dominion did not perform a prompt operability determination for approximately 8 days to evaluate whether a fence
installed over the Unit 2 turbine-driven auxiliary feedwater pump (TDAFWP) cubicle high energy line break blowout panel
adversely impacted the panel's ability to perform its design function. After investigation, Dominion determined that a
supporting engineering evaluation did not exist, declared all three auxiliary feedwater pumps inoperable, and took prompt
action to reroute the fencing around the blowout panel.

*Dominion did not revise an operability determination on the Unit 2 charging system when new information discovered
during system troubleshooting showed that the basis for the operability determination was in question. Dominion ultimately
decided to close the operability determination to previous troubleshooting and maintenance activities associated with the
degraded condition.

Dominion described as the basis for operability in a condition report (CR) that a technical evaluation existed that showed
that a Unit 3 high pressure safety injection (SIH) pump could meet its mission time with an oil leak of up to six drops per
minute. The referenced technical evaluation however, did not discuss mission time, but calculated the time to deplete a high
pressure safety injection pump oil reservoir in the presence of a four drop per minute and six drop per minute leak.

This finding was more than minor because it affected the equipment performance attribute and the availability, reliability,
and capability objective of the Mitigating System cornerstone. Specifically, Dominion did not adequately evaluate the
availability of Mitigating Systems with degraded conditions to ensure their availability to perform the intended safety
function. This finding was determined to be of very low safety significance (Green) since there was not a loss of function
for the TDAFW and charging system examples and since the STH pump would have completed its safety function within
the Probabilistic Risk Assessment 24 hour evaluation time. This finding is related to the cross-cutting area of Problem
Identification and Resolution (PI&R) because of the failure to conduct timely and adequate evaluations of degraded and
non-conforming conditions.

Inspection Report# : 2005004 (pdf)

Barrier Integrity

Significance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT EFFECTIVE CORRECTIVE ACTIONS ASSOCIATED WITH REPETITIVE
LLRT FAILURES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action", for failure to take
adequate corrective actions to prevent repetitive local leak rate test failures associated with the Unit 3 reactor plant chilled
water system (CDS) inboard containment isolation valve, 3CDS*CTV40A. As a result, there was a loss of redundancy
which reduced reliability of the containment isolation function. This condition was entered into the licensee's corrective
action program as CR-05-10651, a condition report which documented a licensee action to create a plan to resolve the
failures. This finding is more than minor because it is associated with the Barrier Integrity Cornerstone objective of
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maintaining containment functionality and the attribute of structure/system/component (SSC) and Barrier Performance.
This finding is of very low safety significance because there was no actual open pathway in the physical integrity of the
reactor containment or an actual reduction of the atmospheric pressure control function of the containment. This finding is
related to the cross-cutting area of problem identification and resolution in that the licensee did not implement effective
corrective actions to prevent a recurring component failure.

Inspection Report# : 2006006(pdf)

Emergency Preparedness

Signiﬁcance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION REQUIRED ACTIONS FOR INOPERABLE
CONTAINMENT HIGH RANGE RADIATION MONITORS

A Green NCV was identified regarding the site engineering organization’s failure to evaluate, in a timely manner, the
effects that thermally induced currents (TIC) have on the operability of the Unit 3 containment high range radiation
monitors (HRRM) (RMS*RE-04A and RMS*RE-05A) during a design basis accident, as required by Technical
Specification 3.3.3.6. On September 6, 2006, site engineering issued condition report (CR-06-08181), documenting that
engineering calculations demonstrated that the Unit 3 containment HRRMs (RMS*RE-04A and RMS*RE-05A) would
provide false indications due to TICs that would occur following a loss of coolant accident (LOCA). Upon review of the
matter, Dominion declared both channels of the Unit-3 containment HRRM monitoring system inoperable on September 6,
2006, in accordance with Technical Specification Action Statement 3.3.3.6. Immediate corrective actions included
submitting a Special Report as required by TS 3.3.3.6 and revision of operating procedures to identify alternative methods
for monitoring Unit 3 containment radiological conditions, when required. Additionally, Dominion generated CR-06-08340
to identify its untimely response to this condition and affect corrective measures to prevent recurrence. This finding is more
than minor because it is associated with the facilities and equipment attribute of the Emergency Preparedness Cornerstone
and adversely affects the cornerstone objective to ensure that Dominion is capable of implementing adequate measures to
protect the health and safety of the public in the event of a radiological emergency. This finding was evaluated using Sheet
1, Failure to Comply, of Inspection Manual Chapter 0609, Appendix B, Emergency Preparedness Significance
Determination Process (SDP). The finding is of low safety significance because the performance deficiency was a failure to
comply with a non-risk significant planning standard and no planning standard function failure occurred since other
parameters could be used to validate the indications from the Unit 3 containment HRRMs. The cause of the finding is
related to the cross-cutting element of problem identification and resolution, in that, Dominion failed to adequately evaluate
and correct the condition for impact on operability.

Inspection Report# : 2006004 (pdf)

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

INEFFECTIVE CORRECTIVE ACTIONS TO PREVENT SERO QUALIFICATION LAPSES

The inspector identified a Green finding for the failure to take effective corrective actions in that since 2004, on several
occasions, staff assigned to the site emergency response organization (SERO) did not maintain their qualifications current.
The corrective actions taken to prevent recurrence of this problem were not effective as highlighted by repeat examples of
lapsed SERO qualifications. Individuals identified during the inspection with the lapsed qualifications were immediately
removed from the SERO callout system until their training was completed. The cause of the finding is related to the cross-
cutting element of problem identification and resolution in that the corrective actions taken were not effective in preventing
reoccurrence. The finding is more than minor because it is associated with the EP cornerstone attribute of emergency
response organization readiness (training). It affects the cornerstone objective of ensuring the capability to implement
measures to protect the health and safety of the public during an emergency. Specifically, Dominion's corrective actions to
ensure personnel maintained their SERO qualifications current were ineffective and did not prevent recurrence. This
finding is not suitable for SDP evaluation, but has been reviewed by NRC management and is determined to be a finding of
very low safety significance.
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Inspection Report# : 2005005 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Signiﬁcance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ACCOUNT FOR ALL SHIPPED RADIOACTIVE MATERIAL ON THE UNIFORM MANIFEST
A self-revealing NCV of 10 CFR 20, Appendix G, “Requirements for Transfers of Low-Level Radioactive Waste Intended
for Disposal at Licensed Land Disposal Facilities and Manifest,” was identified for failure to list on a shipping manifest all
radioactive materials that were shipped to a waste processor. On February 24, 2006, Dominion shipped a spent filter liner
(Shipment No. 06-019) to a waste processor. On March 2, 2006, the waste processor notified Dominion that upon opening
the liner, two bags, containing contaminated rags and mop heads, were not accounted for on the manifest. This issue was
entered into Dominion’s corrective action program (CR 06-02234). Corrective action for this issue included informing the
waste processor by phone of the correct activity, weight, and volume of this material and providing an amended uniform
manifest. The finding is more than minor because it is associated with Public Radiation Safety Cornerstone and involves a
failure to comply with NRC regulations. This finding is of very low safety significance because the quantity of radioactive
material did not involve under-classifying the shipment’s waste (Class C) or the Department of Transportation shipping
category (LSA II). This finding is related to the cross-cutting aspect of human performance because Dominion did not
adequately implement procedures for preparation of the manifest.

Inspection Report# : 2006004 (pdf)

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Mar 03, 2006

Identified By: NRC

Item Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

The inspectors identified that the licensee was effective at identifying problems and entering them into the corrective action
program (CAP). The licensee's effectiveness at problem identification was evidenced by the relatively few deficiencies
were identified by external organizations (including the NRC) that had not been previously identified by the licensee,
during the review period. The licensee effectively used risk in prioritizing the extent to which individual problems would
be evaluated and in establishing schedules for implementing corrective actions. Corrective actions, when specified, were
generally implemented in a timely manner. Licensee audits and self-assessments were found to be generally effective. On
the basis of interviews conducted during this inspection, workers at the site felt free to input safety concerns and issues into
the CAP program. However, the inspectors did identify some missed opportunities to identify issues and enter them into
their corrective action program. In addition, there were some instances where issue evaluations and corrective actions were
not effective in resolving problems.

Inspection Report# : 2006006 (pdf)
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Millstone 3
4Q/2006 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT ADEQUATELY EVALUATE A REACTOR PROTECTION SYSTEM SET POINT MODIFICATION
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for an inadequate
design change review for a steam generator low-low water level setpoint modification. Specifically, Dominion did not fully
consider the impact of the modification on the ability of the steam generator to accommodate operational transients without
exceeding a parameter threshold which would require automatic or manual protective action. This led to a reactor trip on
December 1, 2005, while conducting a rapid downpower in response to a reactor coolant system leak from the packing of a
loop maintenance stop valve that was collected in a drain tank inside primary containment. At 38 percent power, main
turbine vibrations increased above allowable values and the turbine was manually tripped. Following the turbine trip, the
reactor unexpectedly automatically tripped on the “C” steam generator low-low level trip setpoint. Dominion entered this
condition into their corrective action program as CR-06-04788. Corrective actions for this issue included plans to conduct
an engineering analysis to determine the new steam generator low-low level trip setpoints and revision of the design change
notice and the 10 CFR 50.59 screening. This finding is more than minor because it is associated with the Initiating Events
Cornerstone and affects the cornerstone objective to limit the likelihood of those events that upset plant stability.
Specifically, an inadequate design change review led to an unanticipated reactor trip. This issue is of very low safety
significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation
equipment or functions would not be available. This finding is related to the cross-cutting aspect of human performance in
that Dominion’s review and decision making process was not effective at identifying possible unintended consequences
when making assumptions for a risk significant design change.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Mar 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

MISPOSITIONING OF BORIC ACID VALVES RESULTING IN UNINTENDED POSITIVE REACTIVITY
ADDITION

A Green self-revealing non-cited violation of Technical Specification 6.8.1, “Procedures”, was identified for adequate
implementation of procedures which resulted in an unintended positive reactivity addition. On February 17, 2006,
Operations personnel mis-positioned three valves which isolated the “A” boric acid gravity feed flow path and the “A”
boric acid transfer pump. This issue manifested itself the following day during a planned blended makeup to the Volume
Control Tank which resulted in small positive reactivity addition. Dominion entered their procedural compliance error into
their corrective action program for resolution. This issue involved the cross-cutting aspects of human performance in that
operators failed to adequately implement procedures which lead to an unintended reactivity addition. This issue was more
than minor because it is associated with the human performance and configuration control attributes of the Initiating Events
cornerstone. The finding is associated with an increase in the likelihood of initiating events in that an inadvertent positive
reactivity addition actually occurred. The inspectors determined that the self-revealing finding was of very low safety
significance because the amount of reactivity added was small (approximately 6 pcm) and did not contribute to both the
likelihood of a reactor trip and the unavailability of mitigation equipment or functions. (Section 1R14)

Inspection Report# : 2006002 (pdf)

Signiﬁcance:. Mar 03, 2006
Identified By: NRC
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Item Type: NCV NonCited Violation

FAILURE TO PERFORM EVALUATIONS ON BORIC ACID LEAKS

The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, "Instructions,
Procedures, and Drawings" for Dominion's failure to follow Boric Acid Corrosion Control Program (BACCP) procedures.
Specifically, plant personal routinely failed to perform boric acid leak evaluations as required per Dominion procedure
DNAP-1004, "Boric Acid Corrosion Control Program," despite the specified threshold having been met. This finding is
more than minor because it is associated with the Initiating Events Cornerstone attribute of human performance and it
affects the cornerstone's objective of limiting the likelihood of those events that upset plant stability and challenge critical
safety functions during shutdown as well as power operations. The licensee entered this condition into the corrective action
program as CR-06-02088. This finding was characterized as a loss-of-coolant-accident (LOCA) initiator and was
determined to be of very low safety significance (Green) because it did not result in exceeding the Technical Specification
limit for identified reactor coolant system (RCS) leakage or affect other mitigation systems resulting in a total loss of their
safety function. Corrective actions included a planned revision to the Boric Acid Corrosion Control program to ensure
evaluations are performed and documented. In addition, the licensee conducted a Boric Acid Corrosion Control program
peer review using another nuclear power station boric acid program owner. This finding is related to the cross-cutting area
of human performance in that on at least 22 occasions, station personnel did not follow established station procedures
requiring boric acid evaluation.

Inspection Report# : 2006006 (pdf)

Mitigating Systems

Significance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT EVALUATE AND CORRECT A SIGNIFICANT CONDITION ADVERSE TO QUALITY
ASSOCIATED WITH GRAVITY FEED BORATION LINES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the failure to
fully evaluate and correct a significant condition adverse to quality which led to a repeat occurrence of air introduction in
the gravity feed boration line. Specifically, following identification and documentation of air in the “A” gravity feed
boration line on September 9, 2004, Dominion did not evaluate and correct the cause which then led to a repeat occurrence
of air introduction in the “B” gravity feed boration line on April 13, 2006. The inspectors determined that the cause of both
events was due to an inadequate chemical and volume control system (CVCS) fill and vent procedure. Dominion entered
this condition into their corrective action program as CR-06-03730. Corrective actions for this issue included venting the
air from the gravity feed boration line and plans to revise the CVCS fill and vent procedure. This finding is more than
minor because it is associated with the Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring
the availability of systems that respond to initiating events to prevent undesirable consequences. Specifically, excessive air
in the gravity feed lines has the potential to damage the operating charging pump if an emergency boration event were to
occur. This finding was determined to be of very low safety significance (Green) since full mitigation credit was given for
the availability of redundant emergency boration paths. This finding is related to the cross-cutting aspect of problem
identification and resolution in that Dominion did not fully evaluate and correct an identified degraded condition
discovered in September 2004, which then recurred in April 2006.

Inspection Report# : 2006003 (pdf)

Significance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO INCLUDE ACCEPTANCE CRITERIA IN MAINTENANCE PROCEDURES

The inspectors identified a Green NCV of 10 CFR 50, Criterion V, "Instructions, Procedures, and Drawings" for failing to
include appropriate acceptance criteria associated with the measurement of the Unit 3 TDAFW pump governor control
valve stuffing box inner diameter in the applicable maintenance procedure. In addition, the maintenance procedure did not
specify the equipment required to measure the control valve stem/gap measurements and did not require the recording of
measurements needed to verify the maintenance activity had been satisfactorily accomplished in accordance with vendor
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requirements. The licensee evaluated this issue for immediate operability and entered the issue into their corrective action
program as CR-06-02043 and CR-06-02044. Corrective actions included revising the maintenance procedure to update the
clearance values as well as instructing maintenance system team personnel on the event relative to utilizing the correct
MT&E for the work scope. This finding is more than minor because it affected the procedure quality attribute of the
Mitigating Systems Cornerstone. Specifically, if left uncorrected, the finding would become a more significant safety
concern as governor stuffing box internal diameters continued to increase resulting in additional control valve stem binding
issues and associated TDAFW pump overspeed and failure events. The inspectors determined that the finding was of very
low safety significance (Green) because the finding did not involve a design or qualification deficiency, represent an actual
loss of system or TDAFW pump safety function, or involve seismic, flooding, or severe weather initiating events. This
finding is related to the cross-cutting aspect of problem identification and resolution in that the licensee failed to translate
appropriate vendor acceptance criteria into the TDAFW governor control valve maintenance procedure despite receipt of
new vendor requirements which were published and available in 1999.

Inspection Report# : 2006006 (pdf)

Signiﬁcance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO EVALUATE AND CORRECT CONDITION ADVERSE TO QUALITY ASSOCIATED WITH
TDAFW PUMP

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion X VI, "Corrective Actions," for the failure to
take effective corrective action to prevent a repeat failure of the Unit 3 turbine-driven auxiliary feedwater (TDAFW) pump.
Specifically, following identification and documentation of excessive internal stuffing box wear, which was identified
following an overspeed trip event that occurred in April 2005, the licensee failed to fully evaluate this condition which was
later documented as a contributing cause to a recurring failure that occurred on January 9, 2006. The licensee entered this
condition into their corrective action program as CR-06-00244. Corrective actions for this issue included repacking of the
TDAFW pump governor control valve, repair of a cam plate, and plans to conduct a stuffing box repair within three months
of the January 2006 pump failure. This finding is more than minor because it is associated with the Mitigating Systems
Cornerstone and affects the cornerstone objective of ensuring the availability, reliability, and capability of systems that
respond to initiating events to prevent undesirable consequences. Specifically, because the degraded stuffing box was not
adequately evaluated and corrected in April 2005, the reliability of the TDAFW pump was adversely affected. Following
Phase 1, 2, and 3 SDP evaluations, this finding was determined to be of very low safety significance (Green) since TDAFW
pump recovery credit was given during a restart attempt that would occur during a design basis event. This finding is
related to the cross-cutting area of problem identification and resolution in that the licensee did not fully evaluate and
correct an identified degraded condition.

Inspection Report# : 2006006 (pdf)

Barrier Integrity

Significance:. Mar 03, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT EFFECTIVE CORRECTIVE ACTIONS ASSOCIATED WITH REPETITIVE
LLRT FAILURES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action", for failure to take
adequate corrective actions to prevent repetitive local leak rate test failures associated with the Unit 3 reactor plant chilled
water system (CDS) inboard containment isolation valve, 3CDS*CTV40A. As a result, there was a loss of redundancy
which reduced reliability of the containment isolation function. This condition was entered into the licensee's corrective
action program as CR-05-10651, a condition report which documented a licensee action to create a plan to resolve the
failures. This finding is more than minor because it is associated with the Barrier Integrity Cornerstone objective of
maintaining containment functionality and the attribute of structure/system/component (SSC) and Barrier Performance.
This finding is of very low safety significance because there was no actual open pathway in the physical integrity of the
reactor containment or an actual reduction of the atmospheric pressure control function of the containment. This finding is
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related to the cross-cutting area of problem identification and resolution in that the licensee did not implement effective
corrective actions to prevent a recurring component failure.
Inspection Report# : 2006006 (pdf)

Emergency Preparedness

Signiﬁcance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION REQUIRED ACTIONS FOR INOPERABLE
CONTAINMENT HIGH RANGE RADIATION MONITORS

A Green NCV was identified regarding the site engineering organization’s failure to evaluate, in a timely manner, the
effects that thermally induced currents (TIC) have on the operability of the Unit 3 containment high range radiation
monitors (HRRM) (RMS*RE-04A and RMS*RE-05A) during a design basis accident, as required by Technical
Specification 3.3.3.6. On September 6, 2006, site engineering issued condition report (CR-06-08181), documenting that
engineering calculations demonstrated that the Unit 3 containment HRRMs (RMS*RE-04A and RMS*RE-05A) would
provide false indications due to TICs that would occur following a loss of coolant accident (LOCA). Upon review of the
matter, Dominion declared both channels of the Unit-3 containment HRRM monitoring system inoperable on September 6,
2006, in accordance with Technical Specification Action Statement 3.3.3.6. Immediate corrective actions included
submitting a Special Report as required by TS 3.3.3.6 and revision of operating procedures to identify alternative methods
for monitoring Unit 3 containment radiological conditions, when required. Additionally, Dominion generated CR-06-08340
to identify its untimely response to this condition and affect corrective measures to prevent recurrence. This finding is more
than minor because it is associated with the facilities and equipment attribute of the Emergency Preparedness Cornerstone
and adversely affects the cornerstone objective to ensure that Dominion is capable of implementing adequate measures to
protect the health and safety of the public in the event of a radiological emergency. This finding was evaluated using Sheet
1, Failure to Comply, of Inspection Manual Chapter 0609, Appendix B, Emergency Preparedness Significance
Determination Process (SDP). The finding is of low safety significance because the performance deficiency was a failure to
comply with a non-risk significant planning standard and no planning standard function failure occurred since other
parameters could be used to validate the indications from the Unit 3 containment HRRMs. The cause of the finding is
related to the cross-cutting element of problem identification and resolution, in that, Dominion failed to adequately evaluate
and correct the condition for impact on operability.

Inspection Report# : 2006004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Significance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ACCOUNT FOR ALL SHIPPED RADIOACTIVE MATERIAL ON THE UNIFORM MANIFEST
A self-revealing NCV of 10 CFR 20, Appendix G, “Requirements for Transfers of Low-Level Radioactive Waste Intended
for Disposal at Licensed Land Disposal Facilities and Manifest,” was identified for failure to list on a shipping manifest all
radioactive materials that were shipped to a waste processor. On February 24, 2006, Dominion shipped a spent filter liner
(Shipment No. 06-019) to a waste processor. On March 2, 2006, the waste processor notified Dominion that upon opening
the liner, two bags, containing contaminated rags and mop heads, were not accounted for on the manifest. This issue was
entered into Dominion’s corrective action program (CR 06-02234). Corrective action for this issue included informing the
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waste processor by phone of the correct activity, weight, and volume of this material and providing an amended uniform
manifest. The finding is more than minor because it is associated with Public Radiation Safety Cornerstone and involves a
failure to comply with NRC regulations. This finding is of very low safety significance because the quantity of radioactive
material did not involve under-classifying the shipment’s waste (Class C) or the Department of Transportation shipping
category (LSA II). This finding is related to the cross-cutting aspect of human performance because Dominion did not
adequately implement procedures for preparation of the manifest.

Inspection Report# : 2006004 (pdf)

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Mar 03, 2006

Identified By: NRC

Item Type: FIN Finding

PROBLEM IDENTIFICATION AND RESOLUTION TEAM INSPECTION RESULTS

The inspectors identified that the licensee was effective at identifying problems and entering them into the corrective action
program (CAP). The licensee's effectiveness at problem identification was evidenced by the relatively few deficiencies
were identified by external organizations (including the NRC) that had not been previously identified by the licensee,
during the review period. The licensee effectively used risk in prioritizing the extent to which individual problems would
be evaluated and in establishing schedules for implementing corrective actions. Corrective actions, when specified, were
generally implemented in a timely manner. Licensee audits and self-assessments were found to be generally effective. On
the basis of interviews conducted during this inspection, workers at the site felt free to input safety concerns and issues into
the CAP program. However, the inspectors did identify some missed opportunities to identify issues and enter them into
their corrective action program. In addition, there were some instances where issue evaluations and corrective actions were
not effective in resolving problems.

Inspection Report# : 2006006 (pdf)

Last modified : March 01, 2007



Millstone 3
1Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT SURVEILLANCE PROCEDURES RESULTED IN A TEMPORARY LOSS OF
CONTAINMENT COOLING AND HIGH PRESSURIZER LEVEL TSAS ENTRY

A Green self-revealing non-cited violation (NCV) of Technical Specification (TS) 6.8.1, “Procedures,” was identified
because Dominion did not adequately implement procedures while performing a surveillance to test containment isolation
slave relays. This resulted in three containment isolation valves repositioning which caused pressurizer level to increase
high out of the normal operating band and an isolation of containment cooling. Corrective actions for this issue included
performing a level one root cause, revising the surveillance procedure to improve the Operations and Instrumentation &
Control coordination of the missed critical step, coaching to the individuals involved in the missed step, and reinforcing
good human error prevention techniques. This finding is more than minor because it was associated with the Initiating
Event’s cornerstone and affected the cornerstone’s objective to limit the likelihood of those events that upset plant stability
and challenge critical safety functions during shutdown as well as power operations. The inspectors determined this finding
to be of very low safety significance (Green) through performance of a Phase 1 Significance Determination Process in
accordance with Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor Inspection
Findings for At-Power Situations”. Specifically, this finding did not contribute to both the likelihood of a reactor trip and
that mitigating systems would not be available. This finding has a cross-cutting aspect in the area of Human Performance,
Work Practice component, because Dominion’s Work Practice techniques were not effective in ensuring personnel
followed a slave relay testing surveillance procedure that resulted in a loss of containment cooling and caused pressurizer
level to increase above the TS allowed value.

Inspection Report# : 2007002 (pdf)

Significance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT ADEQUATELY EVALUATE A REACTOR PROTECTION SYSTEM SET POINT MODIFICATION
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for an inadequate
design change review for a steam generator low-low water level setpoint modification. Specifically, Dominion did not fully
consider the impact of the modification on the ability of the steam generator to accommodate operational transients without
exceeding a parameter threshold which would require automatic or manual protective action. This led to a reactor trip on
December 1, 2005, while conducting a rapid downpower in response to a reactor coolant system leak from the packing of a
loop maintenance stop valve that was collected in a drain tank inside primary containment. At 38 percent power, main
turbine vibrations increased above allowable values and the turbine was manually tripped. Following the turbine trip, the
reactor unexpectedly automatically tripped on the “C” steam generator low-low level trip setpoint. Dominion entered this
condition into their corrective action program as CR-06-04788. Corrective actions for this issue included plans to conduct
an engineering analysis to determine the new steam generator low-low level trip setpoints and revision of the design change
notice and the 10 CFR 50.59 screening. This finding is more than minor because it is associated with the Initiating Events
Cornerstone and affects the cornerstone objective to limit the likelihood of those events that upset plant stability.
Specifically, an inadequate design change review led to an unanticipated reactor trip. This issue is of very low safety
significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation
equipment or functions would not be available. This finding is related to the cross-cutting aspect of human performance in
that Dominion’s review and decision making process was not effective at identifying possible unintended consequences
when making assumptions for a risk significant design change.

Inspection Report# : 2006003 (pdf)




Mitigating Systems

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

DID NOT EVALUATE AND CORRECT A SIGNIFICANT CONDITION ADVERSE TO QUALITY
ASSOCIATED WITH GRAVITY FEED BORATION LINES

The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion X VI, “Corrective Action,” for the failure to
fully evaluate and correct a significant condition adverse to quality which led to a repeat occurrence of air introduction in
the gravity feed boration line. Specifically, following identification and documentation of air in the “A” gravity feed
boration line on September 9, 2004, Dominion did not evaluate and correct the cause which then led to a repeat occurrence
of air introduction in the “B” gravity feed boration line on April 13, 2006. The inspectors determined that the cause of both
events was due to an inadequate chemical and volume control system (CVCS) fill and vent procedure. Dominion entered
this condition into their corrective action program as CR-06-03730. Corrective actions for this issue included venting the
air from the gravity feed boration line and plans to revise the CVCS fill and vent procedure. This finding is more than
minor because it is associated with the Mitigating Systems Cornerstone and affects the cornerstone objective of ensuring
the availability of systems that respond to initiating events to prevent undesirable consequences. Specifically, excessive air
in the gravity feed lines has the potential to damage the operating charging pump if an emergency boration event were to
occur. This finding was determined to be of very low safety significance (Green) since full mitigation credit was given for
the availability of redundant emergency boration paths. This finding is related to the cross-cutting aspect of problem
identification and resolution in that Dominion did not fully evaluate and correct an identified degraded condition
discovered in September 2004, which then recurred in April 2006.

Inspection Report# : 2006003 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION REQUIRED ACTIONS FOR INOPERABLE
CONTAINMENT HIGH RANGE RADIATION MONITORS

A Green NCV was identified regarding the site engineering organization’s failure to evaluate, in a timely manner, the
effects that thermally induced currents (TIC) have on the operability of the Unit 3 containment high range radiation
monitors (HRRM) (RMS*RE-04A and RMS*RE-05A) during a design basis accident, as required by Technical
Specification 3.3.3.6. On September 6, 2006, site engineering issued condition report (CR-06-08181), documenting that
engineering calculations demonstrated that the Unit 3 containment HRRMs (RMS*RE-04A and RMS*RE-05A) would
provide false indications due to TICs that would occur following a loss of coolant accident (LOCA). Upon review of the
matter, Dominion declared both channels of the Unit-3 containment HRRM monitoring system inoperable on September 6,
2006, in accordance with Technical Specification Action Statement 3.3.3.6. Immediate corrective actions included
submitting a Special Report as required by TS 3.3.3.6 and revision of operating procedures to identify alternative methods
for monitoring Unit 3 containment radiological conditions, when required. Additionally, Dominion generated CR-06-08340
to identify its untimely response to this condition and affect corrective measures to prevent recurrence. This finding is more
than minor because it is associated with the facilities and equipment attribute of the Emergency Preparedness Cornerstone
and adversely affects the cornerstone objective to ensure that Dominion is capable of implementing adequate measures to
protect the health and safety of the public in the event of a radiological emergency. This finding was evaluated using Sheet
1, Failure to Comply, of Inspection Manual Chapter 0609, Appendix B, Emergency Preparedness Significance
Determination Process (SDP). The finding is of low safety significance because the performance deficiency was a failure to
comply with a non-risk significant planning standard and no planning standard function failure occurred since other



parameters could be used to validate the indications from the Unit 3 containment HRRMs. The cause of the finding is
related to the cross-cutting element of problem identification and resolution, in that, Dominion failed to adequately evaluate
and correct the condition for impact on operability.

Inspection Report# : 2006004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Significance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ACCOUNT FOR ALL SHIPPED RADIOACTIVE MATERIAL ON THE UNIFORM MANIFEST
A self-revealing NCV of 10 CFR 20, Appendix G, “Requirements for Transfers of Low-Level Radioactive Waste Intended
for Disposal at Licensed Land Disposal Facilities and Manifest,” was identified for failure to list on a shipping manifest all
radioactive materials that were shipped to a waste processor. On February 24, 2006, Dominion shipped a spent filter liner
(Shipment No. 06-019) to a waste processor. On March 2, 2006, the waste processor notified Dominion that upon opening
the liner, two bags, containing contaminated rags and mop heads, were not accounted for on the manifest. This issue was
entered into Dominion’s corrective action program (CR 06-02234). Corrective action for this issue included informing the
waste processor by phone of the correct activity, weight, and volume of this material and providing an amended uniform
manifest. The finding is more than minor because it is associated with Public Radiation Safety Cornerstone and involves a
failure to comply with NRC regulations. This finding is of very low safety significance because the quantity of radioactive
material did not involve under-classifying the shipment’s waste (Class C) or the Department of Transportation shipping
category (LSA II). This finding is related to the cross-cutting aspect of human performance because Dominion did not
adequately implement procedures for preparation of the manifest.

Inspection Report# : 2006004 (pdf)

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Last modified : June 01, 2007



Millstone 3
2Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Perform Evaluations on Boric Acid Leaks

The inspectors identified that Dominion did not follow Boric Acid Corrosion Control program procedures.
Specifically, plant personnel failed to adequately perform boric acid leak evaluations as required by Dominion
procedure DNAP-1004, “Boric Acid Corrosion Control Program.” This finding was determined to be an NCV of 10
CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” Dominion’s corrective actions for this
issue included a general area cleaning program to remove boric acid residue from target components and ensuring the
Boric Acid Corrosion Control program includes clear documentation of evaluations for both the leaking component
and any associated target component(s).

This finding was more than minor because it was associated with the human performance attribute of the Initiating
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors
conducted a Phase 1 SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of
Reactor Inspection Findings for At-Power Situations.” The finding was determined to be of very low safety
significance (Green) because the issue did not result in exceeding the Technical Specification limit for identified
reactor coolant system (RCS) leakage or affect other mitigating systems resulting in a total loss of their safety
function. Additionally, this finding is similar to IMC 0612, Appendix E example 4a, in that the licensee routinely
failed to perform engineering evaluations on similar issues; i.e., boric acid leaks. The performance deficiency had a
cross-cutting aspect in the area of human performance, work practices component, because Dominion did not ensure
personnel followed procedures.

Inspection Report# : 2007003 (pdf)

Signiﬁcance:. Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT SURVEILLANCE PROCEDURES RESULTED IN A TEMPORARY LOSS OF
CONTAINMENT COOLING AND HIGH PRESSURIZER LEVEL TSAS ENTRY

A Green self-revealing non-cited violation (NCV) of Technical Specification (TS) 6.8.1, “Procedures,” was identified
because Dominion did not adequately implement procedures while performing a surveillance to test containment
isolation slave relays. This resulted in three containment isolation valves repositioning which caused pressurizer level
to increase high out of the normal operating band and an isolation of containment cooling. Corrective actions for this
issue included performing a level one root cause, revising the surveillance procedure to improve the Operations and
Instrumentation & Control coordination of the missed critical step, coaching to the individuals involved in the missed
step, and reinforcing good human error prevention techniques.

This finding is more than minor because it was associated with the Initiating Event’s cornerstone and affected the
cornerstone’s objective to limit the likelihood of those events that upset plant stability and challenge critical safety
functions during shutdown as well as power operations. The inspectors determined this finding to be of very low
safety significance (Green) through performance of a Phase 1 Significance Determination Process in accordance with
Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor Inspection Findings for At-
Power Situations”. Specifically, this finding did not contribute to both the likelihood of a reactor trip and that
mitigating systems would not be available. This finding has a cross-cutting aspect in the area of Human Performance,
Work Practice component, because Dominion’s Work Practice techniques were not effective in ensuring personnel
followed a slave relay testing surveillance procedure that resulted in a loss of containment cooling and caused



pressurizer level to increase above the TS allowed value.
Inspection Report# : 2007002 (pdf)

Mitigating Systems

Significance:. Jun 30, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Implement Safety-Related Surveillance Procedure Resulted in 'A' Safety Injection Accumulator
Inoperability

A self-revealing finding was identified when Dominion incorrectly performed a safety-related surveillance procedure.
Specifically, Operations mistakenly performed a biennial surveillance test that verified remote vent valve position by
opening a nitrogen vent path and verifying a decrease in accumulator pressure for the Unit 3 ‘A’ safety injection (SI)
accumulator instead of the planned quarterly surveillance. As a result, the ‘A’ SI accumulator was inadvertently
depressurized to below the Technical Specifications value. This finding was determined to be an NCV of TS 6.8.1,
“Procedures.” Dominion’s corrective actions for this issue included restoring accumulator pressure, performing an
apparent cause evaluation to determine the underlying causes associated with the error, training the personnel
involved, and scheduling human performance training for Operations during training cycle 07-03.

The finding was more than minor because it was associated with the human performance attribute of the Mitigating
Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1
SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of Reactor Inspection
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because
the issue is not a design or qualification deficiency, does not represent the loss of a system safety function or safety
function of a single train, and does not screen as potentially risk significant due to a seismic, flooding, or severe
weather initiating event. The performance deficiency had a cross cutting aspect in the area of human performance,
work practice component, because Dominion’s human error prevention techniques such as holding a pre-job brief and
peer checking were not used to ensure the surveillance was properly performed.

Inspection Report# : 2007003 (pdf)

Barrier Integrity

Emergency Preparedness

Signiﬁcance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION REQUIRED ACTIONS FOR
INOPERABLE CONTAINMENT HIGH RANGE RADIATION MONITORS

A Green NCV was identified regarding the site engineering organization’s failure to evaluate, in a timely manner, the
effects that thermally induced currents (TIC) have on the operability of the Unit 3 containment high range radiation
monitors(HRRM) (RMS*RE-04A and RMS*RE-05A) during a design basis accident, as required by Technical
Specification 3.3.3.6. On September 6, 2006, site engineering issued condition report (CR-06-08181), documenting
that engineering calculations demonstrated that the Unit 3 containment HRRMs (RMS*RE-04A and RMS*RE-05A)
would provide false indications due to TICs that would occur following a loss of coolant accident (LOCA). Upon
review of the matter, Dominion declared both channels of the Unit-3 containment HRRM monitoring system
inoperable on September 6, 2006, in accordance with Technical Specification Action Statement 3.3.3.6. Immediate



corrective actions included submitting a Special Report as required by TS 3.3.3.6 and revision of operating procedures
to identify alternative methods for monitoring Unit 3 containment radiological conditions, when required.
Additionally, Dominion generated CR-06-08340 to identify its untimely response to this condition and affect
corrective measures to prevent recurrence.

This finding is more than minor because it is associated with the facilities and equipment attribute of the Emergency
Preparedness Cornerstone and adversely affects the cornerstone objective to ensure that Dominion is capable of
implementing adequate measures to protect the health and safety of the public in the event of a radiological
emergency. This finding was evaluated using Sheet 1, Failure to Comply, of Manual Chapter 0609, Appendix B,
Emergency Preparedness Significance Determination Process (SDP). The finding is of low safety significance because
the performance deficiency was a failure to comply with a non-risk significant planning standard and no planning
standard function failure occurred since other parameters could be used to validate the indications from the Unit 3
containment HRRMs. The cause of the finding is related to the cross-cutting element of problem identification and
resolution, in that, Dominion failed to adequately evaluate and correct the condition for impact on operability.
Inspection Report# : 2006004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Significance:. Sep 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO ACCOUNT FOR ALL SHIPPED RADIOACTIVE MATERIAL ON THE UNIFORM
MANIFEST

A self-revealing NCV of 10 CFR 20, Appendix G, “Requirements for Transfers of Low-Level Radioactive Waste
Intended for Disposal at Licensed Land Disposal Facilities and Manifest,” was identified for failure to list on a
shipping manifest all radioactive materials that were shipped to a waste processor. On February 24, 2006, Dominion
shipped a spent filter liner (Shipment No. 06-019) to a waste processor. On March 2, 2006, the waste processor
notified Dominion that upon opening the liner, two bags, containing contaminated rags and mop heads, were not
accounted for on the manifest. This issue was entered into Dominion’s corrective action program (CR 06-02234).
Corrective action for this issue included informing the waste processor by phone of the correct activity, weight, and
volume of this material and providing an amended uniform manifest.

The finding is more than minor because it is associated with Public Radiation Safety Cornerstone and involves a
failure to comply with NRC regulations. This finding is of very low safety significance because the quantity of
radioactive material did not involve under-classifying the shipment’s waste (Class C) or the Department of
Transportation shipping category (LSA II). This finding is related to the cross-cutting aspect of human performance
because Dominion did not adequately implement procedures for preparation of the manifest.

Inspection Report# : 2006004 (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



Millstone 3
3Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Perform Evaluations on Boric Acid Leaks

The inspectors identified that Dominion did not follow Boric Acid Corrosion Control program procedures.
Specifically, plant personnel failed to adequately perform boric acid leak evaluations as required by Dominion
procedure DNAP-1004, “Boric Acid Corrosion Control Program.” This finding was determined to be an NCV of 10
CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” Dominion’s corrective actions for this
issue included a general area cleaning program to remove boric acid residue from target components and ensuring the
Boric Acid Corrosion Control program includes clear documentation of evaluations for both the leaking component
and any associated target component(s).

This finding was more than minor because it was associated with the human performance attribute of the Initiating
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors
conducted a Phase 1 SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of
Reactor Inspection Findings for At-Power Situations.” The finding was determined to be of very low safety
significance (Green) because the issue did not result in exceeding the Technical Specification limit for identified
reactor coolant system (RCS) leakage or affect other mitigating systems resulting in a total loss of their safety
function. Additionally, this finding is similar to IMC 0612, Appendix E example 4a, in that the licensee routinely
failed to perform engineering evaluations on similar issues; i.e., boric acid leaks. The performance deficiency had a
cross-cutting aspect in the area of human performance, work practices component, because Dominion did not ensure
personnel followed procedures. [H.4(b)]

Inspection Report# : 2007003 (pdf)

Signiﬁcance:. Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT SURVEILLANCE PROCEDURES RESULTED IN A TEMPORARY LOSS OF
CONTAINMENT COOLING AND HIGH PRESSURIZER LEVEL TSAS ENTRY

A Green self-revealing non-cited violation (NCV) of Technical Specification (TS) 6.8.1, “Procedures,” was identified
because Dominion did not adequately implement procedures while performing a surveillance to test containment
isolation slave relays. This resulted in three containment isolation valves repositioning which caused pressurizer level
to increase high out of the normal operating band and an isolation of containment cooling. Corrective actions for this
issue included performing a level one root cause, revising the surveillance procedure to improve the Operations and
Instrumentation & Control coordination of the missed critical step, coaching to the individuals involved in the missed
step, and reinforcing good human error prevention techniques.

This finding is more than minor because it was associated with the Initiating Event’s cornerstone and affected the
cornerstone’s objective to limit the likelihood of those events that upset plant stability and challenge critical safety
functions during shutdown as well as power operations. The inspectors determined this finding to be of very low
safety significance (Green) through performance of a Phase 1 Significance Determination Process in accordance with
Inspection Manual Chapter 0609, Appendix A, “Significance Determination of Reactor Inspection Findings for At-
Power Situations”. Specifically, this finding did not contribute to both the likelihood of a reactor trip and that
mitigating systems would not be available. This finding has a cross-cutting aspect in the area of Human Performance,
Work Practice component, because Dominion’s Work Practice techniques were not effective in ensuring personnel
followed a slave relay testing surveillance procedure that resulted in a loss of containment cooling and caused



pressurizer level to increase above the TS allowed value. [H.4(b)]
Inspection Report# : 2007002 (pdf)

Mitigating Systems

Significance:. Jun 30, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Implement Safety-Related Surveillance Procedure Resulted in 'A' Safety Injection Accumulator
Inoperability

A self-revealing finding was identified when Dominion incorrectly performed a safety-related surveillance procedure.
Specifically, Operations mistakenly performed a biennial surveillance test that verified remote vent valve position by
opening a nitrogen vent path and verifying a decrease in accumulator pressure for the Unit 3 ‘A’ safety injection (SI)
accumulator instead of the planned quarterly surveillance. As a result, the ‘A’ SI accumulator was inadvertently
depressurized to below the Technical Specifications value. This finding was determined to be an NCV of TS 6.8.1,
“Procedures.” Dominion’s corrective actions for this issue included restoring accumulator pressure, performing an
apparent cause evaluation to determine the underlying causes associated with the error, training the personnel
involved, and scheduling human performance training for Operations during training cycle 07-03.

The finding was more than minor because it was associated with the human performance attribute of the Mitigating
Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1
SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of Reactor Inspection
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because
the issue is not a design or qualification deficiency, does not represent the loss of a system safety function or safety
function of a single train, and does not screen as potentially risk significant due to a seismic, flooding, or severe
weather initiating event. The performance deficiency had a cross cutting aspect in the area of human performance,
work practice component, because Dominion’s human error prevention techniques such as holding a pre-job brief and
peer checking were not used to ensure the surveillance was properly performed. [H.4(a)]

Inspection Report# : 2007003 (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 : December 07, 2007



Millstone 3
4Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Auxiliary Building Fire Safe Shutdown Procedure Lacked RCP Seal Thermal Shock Precautions

The team identified a Green NCV of the Millstone Unit 3 Technical Specification 6.8.1.g, in that the procedure for
shutting down the plant in response to an auxiliary building fire scenario did not provide precautions to operators to
prevent thermal shock to two reactor coolant pump (RCP) seal packages. This procedure deficiency was contrary to
Westinghouse Technical Bulletin, TB-04-22, “Reactor Coolant Pump Seal Performance - Appendix R Compliance
and Loss of All Seal Cooling,” Rev. 1, which specifically recommended to all applicable licensees that if any plant
specific procedure or guidance was not consistent with the Westinghouse recommendations, then the licensee should
modify either the procedure or guidance to be consistent, or document the technical basis for any deviation. Dominion
entered this issue into the corrective action program as CR-07-09685 and initiated corrective actions to expeditiously
revise the procedure.

This finding was more than minor because it affected the procedure quality attribute of the initiating events
cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety
functions during shutdown as well as power operations. Specifically, not including precautions in EOP 3509.2,
”Auxiliary Building Fire,” Rev. 003-01, prior to RCP seal restoration does not limit the likelihood of an RCP seal loss
of a coolant accident. The team assessed this finding in accordance with NRC IMC 0609, Appendix F, “Fire
Protection Significance Determination Process (SDP).” This finding affected post-fire safe shutdown procedures and
systems. This finding screened to very low safety significance (Green) in phase one of the SDP because it was
assigned a low degradation rating. A low degradation rating was assigned because the procedural deficiency was
compensated by operator experience and familiarity. The team noted that several other operating procedures provided
adequate precautions to prevent thermal shock to RCP seals. Operators were further instructed on RCP thermal shock
considerations in the requalification training program. The team determined that this finding has a cross-cutting aspect
in the area of human performance because Dominion did not provide procedure precautions to prevent thermal shock
to RCP seals for an auxiliary building fire scenario. [H.2(c)]

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Sep 30, 2007

Identified By: Self-Revealing

Item Type: FIN Finding

Failure to Perform Fill and Vent of TPCCW Heat Exchanger Resulted in Loss of Two TPCCW Pumps

A self-revealing finding was identified for Dominion’s failure to implement procedure OP 3330B, “Turbine Plant
Component Cooling Water” during restoration of the “B” turbine plant component cooling water (TPCCW) heat
exchanger on August 28, 2007. Specifically, following maintenance that left the heat exchanger shell in a partially
drained condition, Dominion did not fill and vent the heat exchanger in accordance with OP 3330B. This resulted in
two of the three TPCCW pumps receiving an automatic trip signal on low suction pressure. Loss of the remaining
TPCCW pump would have required the operators to manually trip the reactor within three minutes per plant
procedures. Dominion entered this issue into their corrective action program as CR-07-09057. Corrective actions
included revising OP 3330B to require the fill and vent section be used following maintenance to ensure the TPCCW
side of the heat exchanger is completely full of water, and revising the work planning procedure to request operations
work planning provide restoration packages for all applicable work orders.

This finding is more than minor because it was associated with the human performance attribute of the Initiating
Events Cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during shutdown as well as power operations. Specifically, Dominion’s
failure to implement the fill and vent procedure, when required by heat exchanger conditions, could potentially have



led to the loss of all TPCCW pumps and required operators to manually trip the reactor. This finding was determined
to be of very low safety significance (Green) by performing a Phase 1 evaluation in accordance with NRC IMC 0609,
Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations,” because it did
not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would
not be available. The finding has a cross-cutting aspect in the area of Human Performance, work practices component,
because Dominion did not implement proper procedures for the restoration of the “B” TPCCW heat exchanger. [H.4

(b)]

Inspection Report# : 2007004 (pdf)

Significance:. Jun 30, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Perform Evaluations on Boric Acid Leaks

The inspectors identified that Dominion did not follow Boric Acid Corrosion Control program procedures.
Specifically, plant personnel failed to adequately perform boric acid leak evaluations as required by Dominion
procedure DNAP-1004, “Boric Acid Corrosion Control Program.” This finding was determined to be an NCV of 10
CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” Dominion’s corrective actions for this
issue included a general area cleaning program to remove boric acid residue from target components and ensuring the
Boric Acid Corrosion Control program includes clear documentation of evaluations for both the leaking component
and any associated target component(s).

This finding was more than minor because it was associated with the human performance attribute of the Initiating
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors
conducted a Phase 1 SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of
Reactor Inspection Findings for At-Power Situations.” The finding was determined to be of very low safety
significance (Green) because the issue did not result in exceeding the Technical Specification limit for identified
reactor coolant system (RCS) leakage or affect other mitigating systems resulting in a total loss of their safety
function. Additionally, this finding is similar to IMC 0612, Appendix E example 4a, in that the licensee routinely
failed to perform engineering evaluations on similar issues; i.e., boric acid leaks. The performance deficiency had a
cross-cutting aspect in the area of human performance, work practices component, because Dominion did not ensure
personnel followed procedures. [H.4(b)]

Inspection Report# : 2007003 (pdf)

Significance:. Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO IMPLEMENT SURVEILLANCE PROCEDURES RESULTED IN A TEMPORARY LOSS OF
CONTAINMENT COOLING AND HIGH PRESSURIZER LEVEL TSAS ENTRY

A Green self-revealing NCV of Technical Specification (TS) 6.8.1, AProcedures,@ was identified because Dominion
did not adequately implement procedures while performing a surveillance to test containment isolation slave relays.
This resulted in three containment isolation valves repositioning, which caused pressurizer level to increase above of
the normal operating band and an isolation of containment cooling. Corrective actions for this issue included
performing a level one root cause, revising the surveillance procedure to remove a potential human performance error
trap, coaching of the individuals involved, and reinforcing good human error prevention techniques to both
Maintenance and Operations departments.

This finding is more than minor because it is associated with the Initiating Events cornerstone and affected the
objective to limit the likelihood of those events that upset plant stability and challenge critical safety functions during
shutdown as well as power operations. Specifically, the performance deficiency resulted in pressurizer level
increasing above the TS allowed band and a temporary loss of containment cooling. The inspectors determined this
finding to be of very low safety significance (Green) through performance of a Phase 1 SDP, in accordance with IMC
0609, Appendix A, ASignificance Determination of Reactor Inspection Findings for At-Power Situations.@
Specifically, this finding did not contribute to both the likelihood of a reactor trip and that mitigating systems would
not be available. This finding has a cross-cutting aspect in the area of Human Performance, Resources component,



because Dominion did not ensure that the slave relay testing procedure was adequate and complete since the
procedure contained details in a permission step that could be incorrectly perceived as an action step. [H.2(c)]
(Section 1R22)

Inspection Report# : 2007002 (pdf)

Mitigating Systems

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Auxiliary Shutdown Panel Reactor Head Vent Valves Not Isolated from Effects of a Control Room Fire

The team identified a Green NCV of Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that
Dominion did not ensure for a control room fire that the control circuits for the reactor head vent valves would not be
damaged by fire when control was transferred to the auxiliary shutdown panel (ASP). As a result, the valves were
subject to spurious failure even after ASP control was established. Immediate corrective actions included: fire
protection compensatory measures were initiated to minimize the potential for a fire in the areas of concern; an extent
of condition review was performed for other potential circuit issues for credited equipment operated from the ASP;
and the affected control circuit seal-in relays were relocated outside of the control room. Dominion entered this issue
into the corrective action program as CR-07-09905.

This team determined that this finding was more than minor because it was associated with the external factors
attribute (fire) of the mitigating systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, a
letdown path necessary to achieve cold shutdown boron conditions would be subject to spurious isolation during a
control room fire. The team assessed this finding in accordance with NRC IMC 0609, Appendix F, “Fire Protection
Significance Determination Process.” This finding affected post-fire safe shutdown procedures and systems. This
finding screened to very low safety significance (Green) in phase 1 of the SDP because it only affected the ability to
reach and maintain cold shutdown conditions. The reactor vessel head vent valves are also credited for hot standby
conditions to maintain inventory control, but uncomplicated operator actions to reduce charging flow will maintain
adequate inventory control during hot standby conditions.

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Emergency Light Unit High Failure Rate

The team identified a Green NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that
Dominion failed to correct an adverse trend in emergency lighting unit (ELU) performance. Dominion entered this
issue into the corrective action program as CR-07-09034 and CR-07-09319 and initiated corrective actions to: revise
the ELU maintenance rule action plan; reevaluate and implement an accelerated battery replacement interval; consider
additional actions for ELU batteries located in high temperature areas; and benchmark ELU preventive maintenance
with other utilities.

This performance deficiency is more than minor because it affected the external factors attribute (fire) of the
mitigating systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond
to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the reliability and
availability of the ELUs were affected. ELUs illuminate access and egress paths for safe shutdown operations as well
as areas where safe shutdown manual actions are performed. The team assessed this finding in accordance with NRC
IMC 0609, Appendix F, “Fire Protection Significance Determination Process.” This finding affected post-fire safe
shutdown. This finding screened to very low safety significance (Green) in phase 1 of the SDP because it was
assigned a low degradation rating. A low degradation rating was assigned because the issue did not have a significant
impact on safe shutdown operations: operators as a good operating practice carry flashlights and the ELU failures



were generally random in location, i.e., no plant areas had widespread ELU outages at any one time. The team
determined that this finding has a cross-cutting aspect in the area of problem identification and resolution because
Dominion did not correct a long standing ELU high failure rate. [P.1(d)]

Inspection Report# : 2007007 (pdf)

Significance:. Jun 30, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Implement Safety-Related Surveillance Procedure Resulted in 'A' Safety Injection Accumulator
Inoperability

A self-revealing finding was identified when Dominion incorrectly performed a safety-related surveillance procedure.
Specifically, Operations mistakenly performed a biennial surveillance test that verified remote vent valve position by
opening a nitrogen vent path and verifying a decrease in accumulator pressure for the Unit 3 ‘A’ safety injection (SI)
accumulator instead of the planned quarterly surveillance. As a result, the ‘A’ SI accumulator was inadvertently
depressurized to below the Technical Specifications value. This finding was determined to be an NCV of TS 6.8.1,
“Procedures.” Dominion’s corrective actions for this issue included restoring accumulator pressure, performing an
apparent cause evaluation to determine the underlying causes associated with the error, training the personnel
involved, and scheduling human performance training for Operations during training cycle 07-03.

The finding was more than minor because it was associated with the human performance attribute of the Mitigating
Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1
SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of Reactor Inspection
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because
the issue is not a design or qualification deficiency, does not represent the loss of a system safety function or safety
function of a single train, and does not screen as potentially risk significant due to a seismic, flooding, or severe
weather initiating event. The performance deficiency had a cross cutting aspect in the area of human performance,
work practice component, because Dominion’s human error prevention techniques such as holding a pre-job brief and
peer checking were not used to ensure the surveillance was properly performed. [H.4(a)]

Inspection Report# : 2007003 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.
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Millstone 3
1Q/2008 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Aucxiliary Building Fire Safe Shutdown Procedure Lacked RCP Seal Thermal Shock Precautions

The team identified a Green NCV of the Millstone Unit 3 Technical Specification 6.8.1.g, in that the procedure for
shutting down the plant in response to an auxiliary building fire scenario did not provide precautions to operators to
prevent thermal shock to two reactor coolant pump (RCP) seal packages. This procedure deficiency was contrary to
Westinghouse Technical Bulletin, TB-04-22, “Reactor Coolant Pump Seal Performance - Appendix R Compliance
and Loss of All Seal Cooling,” Rev. 1, which specifically recommended to all applicable licensees that if any plant
specific procedure or guidance was not consistent with the Westinghouse recommendations, then the licensee should
modify either the procedure or guidance to be consistent, or document the technical basis for any deviation. Dominion
entered this issue into the corrective action program as CR-07-09685 and initiated corrective actions to expeditiously
revise the procedure.

This finding was more than minor because it affected the procedure quality attribute of the initiating events
cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety
functions during shutdown as well as power operations. Specifically, not including precautions in EOP 3509.2,
”Auxiliary Building Fire,” Rev. 003-01, prior to RCP seal restoration does not limit the likelihood of an RCP seal loss
of a coolant accident. The team assessed this finding in accordance with NRC IMC 0609, Appendix F, “Fire
Protection Significance Determination Process (SDP).” This finding affected post-fire safe shutdown procedures and
systems. This finding screened to very low safety significance (Green) in phase one of the SDP because it was
assigned a low degradation rating. A low degradation rating was assigned because the procedural deficiency was
compensated by operator experience and familiarity. The team noted that several other operating procedures provided
adequate precautions to prevent thermal shock to RCP seals. Operators were further instructed on RCP thermal shock
considerations in the requalification training program. The team determined that this finding has a cross-cutting aspect
in the area of human performance because Dominion did not provide procedure precautions to prevent thermal shock
to RCP seals for an auxiliary building fire scenario. [H.2(c)]

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Sep 30, 2007

Identified By: Self-Revealing

[tem Type: FIN Finding

Failure to Perform Fill and Vent of TPCCW Heat Exchanger Resulted in Loss of Two TPCCW Pumps

A self-revealing finding was identified for Dominion’s failure to implement procedure OP 3330B, “Turbine Plant
Component Cooling Water” during restoration of the “B” turbine plant component cooling water (TPCCW) heat
exchanger on August 28, 2007. Specifically, following maintenance that left the heat exchanger shell in a partially
drained condition, Dominion did not fill and vent the heat exchanger in accordance with OP 3330B. This resulted in
two of the three TPCCW pumps receiving an automatic trip signal on low suction pressure. Loss of the remaining
TPCCW pump would have required the operators to manually trip the reactor within three minutes per plant
procedures. Dominion entered this issue into their corrective action program as CR-07-09057. Corrective actions
included revising OP 3330B to require the fill and vent section be used following maintenance to ensure the TPCCW
side of the heat exchanger is completely full of water, and revising the work planning procedure to request operations
work planning provide restoration packages for all applicable work orders.

This finding is more than minor because it was associated with the human performance attribute of the Initiating
Events Cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during shutdown as well as power operations. Specifically, Dominion’s
failure to implement the fill and vent procedure, when required by heat exchanger conditions, could potentially have
led to the loss of all TPCCW pumps and required operators to manually trip the reactor. This finding was determined



to be of very low safety significance (Green) by performing a Phase 1 evaluation in accordance with NRC IMC 0609,
Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations,” because it did
not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would
not be available. The finding has a cross-cutting aspect in the area of Human Performance, work practices component,
because Dominion did not implement proper procedures for the restoration of the “B” TPCCW heat exchanger. [H.4

(b)]

Inspection Report# : 2007004 (pdf)

Signiﬁcance:. Jun 30, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Failure to Perform Evaluations on Boric Acid Leaks

The inspectors identified that Dominion did not follow Boric Acid Corrosion Control program procedures.
Specifically, plant personnel failed to adequately perform boric acid leak evaluations as required by Dominion
procedure DNAP-1004, “Boric Acid Corrosion Control Program.” This finding was determined to be an NCV of 10
CFR 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” Dominion’s corrective actions for this
issue included a general area cleaning program to remove boric acid residue from target components and ensuring the
Boric Acid Corrosion Control program includes clear documentation of evaluations for both the leaking component
and any associated target component(s).

This finding was more than minor because it was associated with the human performance attribute of the Initiating
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors
conducted a Phase 1 SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of
Reactor Inspection Findings for At-Power Situations.” The finding was determined to be of very low safety
significance (Green) because the issue did not result in exceeding the Technical Specification limit for identified
reactor coolant system (RCS) leakage or affect other mitigating systems resulting in a total loss of their safety
function. Additionally, this finding is similar to IMC 0612, Appendix E example 4a, in that the licensee routinely
failed to perform engineering evaluations on similar issues; i.e., boric acid leaks. The performance deficiency had a
cross-cutting aspect in the area of human performance, work practices component, because Dominion did not ensure
personnel followed procedures. [H.4(b)]

Inspection Report# : 2007003 (pdf)

Mitigating Systems

Signiﬁcance:. Nov 14, 2007

Identified By: Self-Revealing

[tem Type: NCV NonCited Violation

Failure to Complete Specified Requirements (10CFR55.53(f)) Prior to Allowing the Operator to Resume
Control Room Watch Standing Activities

Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 55.53(e) for the licensee’s failure to complete
the requirements of 10 CFR 55.53(f) prior to an inactive licensed operator resuming control room watchstanding
duties. Specifically, because a Reactor Operator interrupted his shift for administrative functions (for over one hour)
during one of five required proficiency watches in the first quarter of 2007, he did not fulfill the requisite number of
12 hour watches, and his license became inactive at the end of that quarter. When he subsequently stood Reactor
Operator watches during the second and third quarters of 2007, prior to completing the requirements of 10 CFR 55.53
(), a violation of 10 CFR 55.53(e) requirements occurred. The licensee entered this deficiency into their corrective
action program as CR-07-10776. The licensee completed a 100 percent review of all staff licensees for proficiency
watches between July 2006 and September 2007 and found no further violations.

This finding was more than minor because the issue was associated with the human performance attribute of the
Mitigating Systems Cornerstone and affected the cornerstone’s objective of ensuring the availability, reliability, and
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage).



Specifically, licensed operators that are not current in watchstanding proficiency may commit operator errors that
could cause mitigating systems to fail to respond properly. The finding is of very low safety significance because, per
the SDP Appendix I flowchart, more than 20 percent of records reviewed (1 out of 2 staff licensed Reactor Operators)
had deficiencies.

Inspection Report# : 2007005 (pdf)

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Aucxiliary Shutdown Panel Reactor Head Vent Valves Not Isolated from Effects of a Control Room Fire

The team identified a Green NCV of Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that
Dominion did not ensure for a control room fire that the control circuits for the reactor head vent valves would not be
damaged by fire when control was transferred to the auxiliary shutdown panel (ASP). As a result, the valves were
subject to spurious failure even after ASP control was established. Immediate corrective actions included: fire
protection compensatory measures were initiated to minimize the potential for a fire in the areas of concern; an extent
of condition review was performed for other potential circuit issues for credited equipment operated from the ASP;
and the affected control circuit seal-in relays were relocated outside of the control room. Dominion entered this issue
into the corrective action program as CR-07-09905.

This team determined that this finding was more than minor because it was associated with the external factors
attribute (fire) of the mitigating systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, a
letdown path necessary to achieve cold shutdown boron conditions would be subject to spurious isolation during a
control room fire. The team assessed this finding in accordance with NRC IMC 0609, Appendix F, “Fire Protection
Significance Determination Process.” This finding affected post-fire safe shutdown procedures and systems. This
finding screened to very low safety significance (Green) in phase 1 of the SDP because it only affected the ability to
reach and maintain cold shutdown conditions. The reactor vessel head vent valves are also credited for hot standby
conditions to maintain inventory control, but uncomplicated operator actions to reduce charging flow will maintain
adequate inventory control during hot standby conditions.

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Emergency Light Unit High Failure Rate

The team identified a Green NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that
Dominion failed to correct an adverse trend in emergency lighting unit (ELU) performance. Dominion entered this
issue into the corrective action program as CR-07-09034 and CR-07-09319 and initiated corrective actions to: revise
the ELU maintenance rule action plan; reevaluate and implement an accelerated battery replacement interval; consider
additional actions for ELU batteries located in high temperature areas; and benchmark ELU preventive maintenance
with other utilities.

This performance deficiency is more than minor because it affected the external factors attribute (fire) of the
mitigating systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond
to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the reliability and
availability of the ELUs were affected. ELUs illuminate access and egress paths for safe shutdown operations as well
as areas where safe shutdown manual actions are performed. The team assessed this finding in accordance with NRC
IMC 0609, Appendix F, “Fire Protection Significance Determination Process.” This finding affected post-fire safe
shutdown. This finding screened to very low safety significance (Green) in phase 1 of the SDP because it was
assigned a low degradation rating. A low degradation rating was assigned because the issue did not have a significant
impact on safe shutdown operations: operators as a good operating practice carry flashlights and the ELU failures
were generally random in location, i.e., no plant areas had widespread ELU outages at any one time. The team
determined that this finding has a cross-cutting aspect in the area of problem identification and resolution because
Dominion did not correct a long standing ELU high failure rate. [P.1(d)]

Inspection Report# : 2007007 (pdf)



Signiﬁcance:. Jun 30, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Failure to Implement Safety-Related Surveillance Procedure Resulted in 'A' Safety Injection Accumulator
Inoperability

A self-revealing finding was identified when Dominion incorrectly performed a safety-related surveillance procedure.
Specifically, Operations mistakenly performed a biennial surveillance test that verified remote vent valve position by
opening a nitrogen vent path and verifying a decrease in accumulator pressure for the Unit 3 ‘A’ safety injection (SI)
accumulator instead of the planned quarterly surveillance. As a result, the ‘A’ SI accumulator was inadvertently
depressurized to below the Technical Specifications value. This finding was determined to be an NCV of TS 6.8.1,
“Procedures.” Dominion’s corrective actions for this issue included restoring accumulator pressure, performing an
apparent cause evaluation to determine the underlying causes associated with the error, training the personnel
involved, and scheduling human performance training for Operations during training cycle 07-03.

The finding was more than minor because it was associated with the human performance attribute of the Mitigating
Systems cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences. The inspectors conducted a Phase 1
SDP screening in accordance with IMC 0609, Appendix A, “Significance Determination of Reactor Inspection
Findings for At-Power Situations.” The finding was determined to be of very low safety significance (Green) because
the issue is not a design or qualification deficiency, does not represent the loss of a system safety function or safety
function of a single train, and does not screen as potentially risk significant due to a seismic, flooding, or severe
weather initiating event. The performance deficiency had a cross cutting aspect in the area of human performance,
work practice component, because Dominion’s human error prevention techniques such as holding a pre-job brief and
peer checking were not used to ensure the surveillance was properly performed. [H.4(a)]

Inspection Report# : 2007003 (pdf)

Barrier Integrity

Significance:. Nov 14, 2007

Identified By: Self-Revealing

[tem Type: NCV NonCited Violation

Failure to Maintain Core Thermal Power at or below 3411 MWTH

Green. A Green self-revealing non-cited violation (NCV) of Dominion Nuclear Connecticut (DNC), Inc.’s Unit 3
License, Number NPF-49, Section 2.C.(1) was identified for Dominion’s failure to maintain reactor core thermal
power less than or equal to 3411 megawatts thermal (MWTH). Specifically, during performance of turbine overspeed
protection system testing, the Unit 3 reactor’s four minute power average exceeded 3479 MWTH. The power transient
was due, in part, to Dominion’s continuance of the surveillance following an unexpected plant response after turbine
control was transferred to “load set.” Corrective actions for this issue include performing the surveillance at a lower
power and providing just-in-time training to operating crews prior to performing the surveillance.

The finding was more than minor because it was associated with the human performance attribute of the Barrier
Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that physical design
barriers (i.e., fuel cladding) protect the public from radionuclide releases caused by accidents or events. The finding
was determined to be of very low safety significance (Green) because it only involved the potential to affect the fuel
cladding barrier. This finding has a cross-cutting aspect in the area of Human Performance, Decision-making, because
Dominion did not use conservative assumptions in decision making in proceeding with turbine control valve testing
after an unexpected plant response had a significant effect on reactivity [H.1(b)].

Inspection Report# : 2007005 (pdf)

Emergency Preparedness




Occupational Radiation Safety

Public Radiation Safety

Physical Protection

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

Miscellaneous

Last modified : June 05, 2008



Millstone 3
2Q/2008 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Aucxiliary Building Fire Safe Shutdown Procedure Lacked RCP Seal Thermal Shock Precautions

The team identified a Green NCV of the Millstone Unit 3 Technical Specification 6.8.1.g, in that the procedure for
shutting down the plant in response to an auxiliary building fire scenario did not provide precautions to operators to
prevent thermal shock to two reactor coolant pump (RCP) seal packages. This procedure deficiency was contrary to
Westinghouse Technical Bulletin, TB-04-22, “Reactor Coolant Pump Seal Performance - Appendix R Compliance
and Loss of All Seal Cooling,” Rev. 1, which specifically recommended to all applicable licensees that if any plant
specific procedure or guidance was not consistent with the Westinghouse recommendations, then the licensee should
modify either the procedure or guidance to be consistent, or document the technical basis for any deviation. Dominion
entered this issue into the corrective action program as CR-07-09685 and initiated corrective actions to expeditiously
revise the procedure.

This finding was more than minor because it affected the procedure quality attribute of the initiating events
cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety
functions during shutdown as well as power operations. Specifically, not including precautions in EOP 3509.2,
”Auxiliary Building Fire,” Rev. 003-01, prior to RCP seal restoration does not limit the likelihood of an RCP seal loss
of a coolant accident. The team assessed this finding in accordance with NRC IMC 0609, Appendix F, “Fire
Protection Significance Determination Process (SDP).” This finding affected post-fire safe shutdown procedures and
systems. This finding screened to very low safety significance (Green) in phase one of the SDP because it was
assigned a low degradation rating. A low degradation rating was assigned because the procedural deficiency was
compensated by operator experience and familiarity. The team noted that several other operating procedures provided
adequate precautions to prevent thermal shock to RCP seals. Operators were further instructed on RCP thermal shock
considerations in the requalification training program. The team determined that this finding has a cross-cutting aspect
in the area of human performance because Dominion did not provide procedure precautions to prevent thermal shock
to RCP seals for an auxiliary building fire scenario. [H.2(c)]

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Sep 30, 2007

Identified By: Self-Revealing

[tem Type: FIN Finding

Failure to Perform Fill and Vent of TPCCW Heat Exchanger Resulted in Loss of Two TPCCW Pumps

A self-revealing finding was identified for Dominion’s failure to implement procedure OP 3330B, “Turbine Plant
Component Cooling Water” during restoration of the “B” turbine plant component cooling water (TPCCW) heat
exchanger on August 28, 2007. Specifically, following maintenance that left the heat exchanger shell in a partially
drained condition, Dominion did not fill and vent the heat exchanger in accordance with OP 3330B. This resulted in
two of the three TPCCW pumps receiving an automatic trip signal on low suction pressure. Loss of the remaining
TPCCW pump would have required the operators to manually trip the reactor within three minutes per plant
procedures. Dominion entered this issue into their corrective action program as CR-07-09057. Corrective actions
included revising OP 3330B to require the fill and vent section be used following maintenance to ensure the TPCCW
side of the heat exchanger is completely full of water, and revising the work planning procedure to request operations
work planning provide restoration packages for all applicable work orders.

This finding is more than minor because it was associated with the human performance attribute of the Initiating
Events Cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during shutdown as well as power operations. Specifically, Dominion’s
failure to implement the fill and vent procedure, when required by heat exchanger conditions, could potentially have
led to the loss of all TPCCW pumps and required operators to manually trip the reactor. This finding was determined



to be of very low safety significance (Green) by performing a Phase 1 evaluation in accordance with NRC IMC 0609,
Appendix A, “Determining the Significance of Reactor Inspection Findings for At-Power Situations,” because it did
not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or functions would
not be available. The finding has a cross-cutting aspect in the area of Human Performance, work practices component,
because Dominion did not implement proper procedures for the restoration of the “B” TPCCW heat exchanger. [H.4

(b)]

Inspection Report# : 2007004 (pdf)

Mitigating Systems

Signiﬁcance:. Jun 30, 2008

Identified By: NRC

[tem Type: NCV NonCited Violation

Fire Protection Deficiency Resulting in Potential Loss of All Charging Pumps

The inspectors identified a Green, NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in
that Dominion failed to correct a fire protection program deficiency and assure that one train of charging would
remain free of fire damage for fire scenarios that could produce spurious closure of a Volume Control Tank (VCT)
outlet or charging pump suction motor operated valve. This issue was first identified by Dominion on September 16,
2004, but corrective actions to thoroughly evaluate the issue relative to the fire protection program were extended on
several occasions. For this issue Dominion initiated corrective actions to implement fire protection program
compensatory measures, maximize the availability of the C charging pump, and identify and implement a long term
resolution.

The inspectors determined that this finding was more than minor because it was associated with the external factors
attribute (fire) of the mitigating systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the
availability of the charging system for nine fire scenarios was not ensured. Phase 1, and a combination of Phase 2 and
3 of the NRC’s IMC 0609, Appendix F, “Fire Protection Significance Determination Process” were used to determine
that this finding was of very low safety significance (Green), with an estimated total core damage frequency (CDF) of
1 in 1,400,000 years in the range of 7E-7 per reactor operating year. The inspectors determined that this finding has a
cross-cutting aspect in the area of problem identification and resolution because Dominion, since September 16, 2004,
did not thoroughly evaluate the issue regarding potential fire induced spurious closure of charging pumps suction
valves which could cause damage to the running charging pump and potentially impact post-fire safe shutdown
operation. This issue is reflective of current licensee performance because Dominion recently extended corrective
action due dates to perform a thorough safe-shutdown evaluation of the issue. [P.1(c)]. (Section 1R05)

Inspection Report# : 2008003 (pdf)

Signiﬁcance:. Nov 14, 2007

Identified By: Self-Revealing

[tem Type: NCV NonCited Violation

Failure to Complete Specified Requirements (10CFR55.53(f)) Prior to Allowing the Operator to Resume
Control Room Watch Standing Activities

Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 55.53(e) for the licensee’s failure to complete
the requirements of 10 CFR 55.53(f) prior to an inactive licensed operator resuming control room watchstanding
duties. Specifically, because a Reactor Operator interrupted his shift for administrative functions (for over one hour)
during one of five required proficiency watches in the first quarter of 2007, he did not fulfill the requisite number of
12 hour watches, and his license became inactive at the end of that quarter. When he subsequently stood Reactor
Operator watches during the second and third quarters of 2007, prior to completing the requirements of 10 CFR 55.53
(f), a violation of 10 CFR 55.53(e) requirements occurred. The licensee entered this deficiency into their corrective
action program as CR-07-10776. The licensee completed a 100 percent review of all staff licensees for proficiency
watches between July 2006 and September 2007 and found no further violations.



This finding was more than minor because the issue was associated with the human performance attribute of the
Mitigating Systems Cornerstone and affected the cornerstone’s objective of ensuring the availability, reliability, and
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage).
Specifically, licensed operators that are not current in watchstanding proficiency may commit operator errors that
could cause mitigating systems to fail to respond properly. The finding is of very low safety significance because, per
the SDP Appendix I flowchart, more than 20 percent of records reviewed (1 out of 2 staff licensed Reactor Operators)
had deficiencies.

Inspection Report# : 2007005 (pdf)

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Auxiliary Shutdown Panel Reactor Head Vent Valves Not Isolated from Effects of a Control Room Fire

The team identified a Green NCV of Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that
Dominion did not ensure for a control room fire that the control circuits for the reactor head vent valves would not be
damaged by fire when control was transferred to the auxiliary shutdown panel (ASP). As a result, the valves were
subject to spurious failure even after ASP control was established. Immediate corrective actions included: fire
protection compensatory measures were initiated to minimize the potential for a fire in the areas of concern; an extent
of condition review was performed for other potential circuit issues for credited equipment operated from the ASP;
and the affected control circuit seal-in relays were relocated outside of the control room. Dominion entered this issue
into the corrective action program as CR-07-09905.

This team determined that this finding was more than minor because it was associated with the external factors
attribute (fire) of the mitigating systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, a
letdown path necessary to achieve cold shutdown boron conditions would be subject to spurious isolation during a
control room fire. The team assessed this finding in accordance with NRC IMC 0609, Appendix F, “Fire Protection
Significance Determination Process.” This finding affected post-fire safe shutdown procedures and systems. This
finding screened to very low safety significance (Green) in phase 1 of the SDP because it only affected the ability to
reach and maintain cold shutdown conditions. The reactor vessel head vent valves are also credited for hot standby
conditions to maintain inventory control, but uncomplicated operator actions to reduce charging flow will maintain
adequate inventory control during hot standby conditions.

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Emergency Light Unit High Failure Rate

The team identified a Green NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that
Dominion failed to correct an adverse trend in emergency lighting unit (ELU) performance. Dominion entered this
issue into the corrective action program as CR-07-09034 and CR-07-09319 and initiated corrective actions to: revise
the ELU maintenance rule action plan; reevaluate and implement an accelerated battery replacement interval; consider
additional actions for ELU batteries located in high temperature areas; and benchmark ELU preventive maintenance
with other utilities.

This performance deficiency is more than minor because it affected the external factors attribute (fire) of the
mitigating systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond
to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the reliability and
availability of the ELUs were affected. ELUs illuminate access and egress paths for safe shutdown operations as well
as areas where safe shutdown manual actions are performed. The team assessed this finding in accordance with NRC
IMC 0609, Appendix F, “Fire Protection Significance Determination Process.” This finding affected post-fire safe
shutdown. This finding screened to very low safety significance (Green) in phase 1 of the SDP because it was
assigned a low degradation rating. A low degradation rating was assigned because the issue did not have a significant
impact on safe shutdown operations: operators as a good operating practice carry flashlights and the ELU failures
were generally random in location, i.e., no plant areas had widespread ELU outages at any one time. The team
determined that this finding has a cross-cutting aspect in the area of problem identification and resolution because



Dominion did not correct a long standing ELU high failure rate. [P.1(d)]
Inspection Report# : 2007007 (pdf)

Barrier Integrity

Signiﬁcance:. Nov 14, 2007

Identified By: Self-Revealing

[tem Type: NCV NonCited Violation

Failure to Maintain Core Thermal Power at or below 3411 MWTH

Green. A Green self-revealing non-cited violation (NCV) of Dominion Nuclear Connecticut (DNC), Inc.’s Unit 3
License, Number NPF-49, Section 2.C.(1) was identified for Dominion’s failure to maintain reactor core thermal
power less than or equal to 3411 megawatts thermal (MWTH). Specifically, during performance of turbine overspeed
protection system testing, the Unit 3 reactor’s four minute power average exceeded 3479 MWTH. The power transient
was due, in part, to Dominion’s continuance of the surveillance following an unexpected plant response after turbine
control was transferred to “load set.” Corrective actions for this issue include performing the surveillance at a lower
power and providing just-in-time training to operating crews prior to performing the surveillance.

The finding was more than minor because it was associated with the human performance attribute of the Barrier
Integrity Cornerstone and affected the cornerstone objective of providing reasonable assurance that physical design
barriers (i.e., fuel cladding) protect the public from radionuclide releases caused by accidents or events. The finding
was determined to be of very low safety significance (Green) because it only involved the potential to affect the fuel
cladding barrier. This finding has a cross-cutting aspect in the area of Human Performance, Decision-making, because
Dominion did not use conservative assumptions in decision making in proceeding with turbine control valve testing
after an unexpected plant response had a significant effect on reactivity [H.1(b)].

Inspection Report# : 2007005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

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

Miscellaneous

Last modified : August 29, 2008



Millstone 3
3Q/2008 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Auxiliary Building Fire Safe Shutdown Procedure Lacked RCP Seal Thermal Shock Precautions

The team identified a Green NCV of the Millstone Unit 3 Technical Specification 6.8.1.g, in that the procedure for shutting down the plant in
response to an auxiliary building fire scenario did not provide precautions to operators to prevent thermal shock to two reactor coolant pump
(RCP) seal packages. This procedure deficiency was contrary to Westinghouse Technical Bulletin, TB-04-22, “Reactor Coolant Pump Seal
Performance - Appendix R Compliance and Loss of All Seal Cooling,” Rev. 1, which specifically recommended to all applicable licensees
that if any plant specific procedure or guidance was not consistent with the Westinghouse recommendations, then the licensee should modify
either the procedure or guidance to be consistent, or document the technical basis for any deviation. Dominion entered this issue into the
corrective action program as CR-07-09685 and initiated corrective actions to expeditiously revise the procedure.

This finding was more than minor because it affected the procedure quality attribute of the initiating events cornerstone objective to limit the
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as power operations.
Specifically, not including precautions in EOP 3509.2, ”Auxiliary Building Fire,” Rev. 003-01, prior to RCP seal restoration does not limit
the likelihood of an RCP seal loss of a coolant accident. The team assessed this finding in accordance with NRC IMC 0609, Appendix F,
“Fire Protection Significance Determination Process (SDP).” This finding affected post-fire safe shutdown procedures and systems. This
finding screened to very low safety significance (Green) in phase one of the SDP because it was assigned a low degradation rating. A low
degradation rating was assigned because the procedural deficiency was compensated by operator experience and familiarity. The team noted
that several other operating procedures provided adequate precautions to prevent thermal shock to RCP seals. Operators were further
instructed on RCP thermal shock considerations in the requalification training program. The team determined that this finding has a cross-
cutting aspect in the area of human performance because Dominion did not provide procedure precautions to prevent thermal shock to RCP
seals for an auxiliary building fire scenario. [H.2(c)]

Inspection Report# : 2007007 (pdf)

Mitigating Systems

Signiﬁcance:. Jun 30, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

Fire Protection Deficiency Resulting in Potential Loss of All Charging Pumps

The inspectors identified a Green, NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that Dominion failed to
correct a fire protection program deficiency and assure that one train of charging would remain free of fire damage for fire scenarios that
could produce spurious closure of a Volume Control Tank (VCT) outlet or charging pump suction motor operated valve. This issue was first
identified by Dominion on September 16, 2004, but corrective actions to thoroughly evaluate the issue relative to the fire protection program
were extended on several occasions. For this issue Dominion initiated corrective actions to implement fire protection program compensatory
measures, maximize the availability of the C charging pump, and identify and implement a long term resolution.

The inspectors determined that this finding was more than minor because it was associated with the external factors attribute (fire) of the
mitigating systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to
prevent undesirable consequences (i.e., core damage). Specifically, the availability of the charging system for nine fire scenarios was not
ensured. Phase 1, and a combination of Phase 2 and 3 of the NRC’s IMC 0609, Appendix F, “Fire Protection Significance Determination
Process” were used to determine that this finding was of very low safety significance (Green), with an estimated total core damage frequency
(CDF) of 1 in 1,400,000 years in the range of 7E-7 per reactor operating year. The inspectors determined that this finding has a cross-cutting
aspect in the area of problem identification and resolution because Dominion, since September 16, 2004, did not thoroughly evaluate the issue
regarding potential fire induced spurious closure of charging pumps suction valves which could cause damage to the running charging pump
and potentially impact post-fire safe shutdown operation. This issue is reflective of current licensee performance because Dominion recently
extended corrective action due dates to perform a thorough safe-shutdown evaluation of the issue. [P.1(c)]. (Section 1R05)

Inspection Report# : 2008003 (pdf)



Signiﬁcance:. Nov 14, 2007

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Complete Specified Requirements (10CFR55.53(f)) Prior to Allowing the Operator to Resume Control Room Watch
Standing Activities

Green. The inspectors identified a non-cited violation (NCV) of 10 CFR 55.53(e) for the licensee’s failure to complete the requirements of 10
CFR 55.53(f) prior to an inactive licensed operator resuming control room watchstanding duties. Specifically, because a Reactor Operator
interrupted his shift for administrative functions (for over one hour) during one of five required proficiency watches in the first quarter of
2007, he did not fulfill the requisite number of 12 hour watches, and his license became inactive at the end of that quarter. When he
subsequently stood Reactor Operator watches during the second and third quarters of 2007, prior to completing the requirements of 10 CFR
55.53(f), a violation of 10 CFR 55.53(e) requirements occurred. The licensee entered this deficiency into their corrective action program as
CR-07-10776. The licensee completed a 100 percent review of all staff licensees for proficiency watches between July 2006 and September
2007 and found no further violations.

This finding was more than minor because the issue was associated with the human performance attribute of the Mitigating Systems
Cornerstone and affected the cornerstone’s objective of ensuring the availability, reliability, and capability of systems that respond to
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, licensed operators that are not current in watchstanding
proficiency may commit operator errors that could cause mitigating systems to fail to respond properly. The finding is of very low safety
significance because, per the SDP Appendix I flowchart, more than 20 percent of records reviewed (1 out of 2 staff licensed Reactor
Operators) had deficiencies.

Inspection Report# : 2007005 (pdf)

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Auxiliary Shutdown Panel Reactor Head Vent Valves Not Isolated from Effects of a Control Room Fire

The team identified a Green NCV of Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that Dominion did not ensure for
a control room fire that the control circuits for the reactor head vent valves would not be damaged by fire when control was transferred to the
auxiliary shutdown panel (ASP). As a result, the valves were subject to spurious failure even after ASP control was established. Immediate
corrective actions included: fire protection compensatory measures were initiated to minimize the potential for a fire in the areas of concern;
an extent of condition review was performed for other potential circuit issues for credited equipment operated from the ASP; and the affected
control circuit seal-in relays were relocated outside of the control room. Dominion entered this issue into the corrective action program as CR-
07-09905.

This team determined that this finding was more than minor because it was associated with the external factors attribute (fire) of the
mitigating systems cornerstone objective to ensure the availability, reliability, and capability of systems that respond to initiating events to
prevent undesirable consequences (i.e., core damage). Specifically, a letdown path necessary to achieve cold shutdown boron conditions
would be subject to spurious isolation during a control room fire. The team assessed this finding in accordance with NRC IMC 0609,
Appendix F, “Fire Protection Significance Determination Process.” This finding affected post-fire safe shutdown procedures and systems.
This finding screened to very low safety significance (Green) in phase 1 of the SDP because it only affected the ability to reach and maintain
cold shutdown conditions. The reactor vessel head vent valves are also credited for hot standby conditions to maintain inventory control, but
uncomplicated operator actions to reduce charging flow will maintain adequate inventory control during hot standby conditions.

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Oct 05, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Emergency Light Unit High Failure Rate

The team identified a Green NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in that Dominion failed to
correct an adverse trend in emergency lighting unit (ELU) performance. Dominion entered this issue into the corrective action program as
CR-07-09034 and CR-07-09319 and initiated corrective actions to: revise the ELU maintenance rule action plan; reevaluate and implement an
accelerated battery replacement interval; consider additional actions for ELU batteries located in high temperature areas; and benchmark ELU
preventive maintenance with other utilities.

This performance deficiency is more than minor because it affected the external factors attribute (fire) of the mitigating systems cornerstone
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences
(i.e., core damage). Specifically, the reliability and availability of the ELUs were affected. ELUs illuminate access and egress paths for safe
shutdown operations as well as areas where safe shutdown manual actions are performed. The team assessed this finding in accordance with
NRC IMC 0609, Appendix F, “Fire Protection Significance Determination Process.” This finding affected post-fire safe shutdown. This
finding screened to very low safety significance (Green) in phase 1 of the SDP because it was assigned a low degradation rating. A low
degradation rating was assigned because the issue did not have a significant impact on safe shutdown operations: operators as a good
operating practice carry flashlights and the ELU failures were generally random in location, i.e., no plant areas had widespread ELU outages
at any one time. The team determined that this finding has a cross-cutting aspect in the area of problem identification and resolution because



Dominion did not correct a long standing ELU high failure rate. [P.1(d)]
Inspection Report# : 2007007 (pdf)

Barrier Integrity

Signiﬁcancez. Nov 14, 2007

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Maintain Core Thermal Power at or below 3411 MWTH

Green. A Green self-revealing non-cited violation (NCV) of Dominion Nuclear Connecticut (DNC), Inc.’s Unit 3 License, Number NPF-49,
Section 2.C.(1) was identified for Dominion’s failure to maintain reactor core thermal power less than or equal to 3411 megawatts thermal
(MWTH). Specifically, during performance of turbine overspeed protection system testing, the Unit 3 reactor’s four minute power average
exceeded 3479 MWTH. The power transient was due, in part, to Dominion’s continuance of the surveillance following an unexpected plant
response after turbine control was transferred to “load set.” Corrective actions for this issue include performing the surveillance at a lower
power and providing just-in-time training to operating crews prior to performing the surveillance.

The finding was more than minor because it was associated with the human performance attribute of the Barrier Integrity Cornerstone and
affected the cornerstone objective of providing reasonable assurance that physical design barriers (i.e., fuel cladding) protect the public from
radionuclide releases caused by accidents or events. The finding was determined to be of very low safety significance (Green) because it only
involved the potential to affect the fuel cladding barrier. This finding has a cross-cutting aspect in the area of Human Performance, Decision-
making, because Dominion did not use conservative assumptions in decision making in proceeding with turbine control valve testing after an
unexpected plant response had a significant effect on reactivity [H.1(b)].
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Millstone 3
4Q/2008 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Jun 30, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

Fire Protection Deficiency Resulting in Potential Loss of All Charging Pumps

The inspectors identified a Green, NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in
that Dominion failed to correct a fire protection program deficiency and assure that one train of charging would
remain free of fire damage for fire scenarios that could produce spurious closure of a Volume Control Tank (VCT)
outlet or charging pump suction motor operated valve. This issue was first identified by Dominion on September 16,
2004, but corrective actions to thoroughly evaluate the issue relative to the fire protection program were extended on
several occasions. For this issue Dominion initiated corrective actions to implement fire protection program
compensatory measures, maximize the availability of the C charging pump, and identify and implement a long term
resolution.

The inspectors determined that this finding was more than minor because it was associated with the external factors
attribute (fire) of the mitigating systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the
availability of the charging system for nine fire scenarios was not ensured. Phase 1, and a combination of Phase 2 and
3 of the NRC’s IMC 0609, Appendix F, “Fire Protection Significance Determination Process” were used to determine
that this finding was of very low safety significance (Green), with an estimated total core damage frequency (CDF) of
1 in 1,400,000 years in the range of 7E-7 per reactor operating year. The inspectors determined that this finding has a
cross-cutting aspect in the area of problem identification and resolution because Dominion, since September 16, 2004,
did not thoroughly evaluate the issue regarding potential fire induced spurious closure of charging pumps suction
valves which could cause damage to the running charging pump and potentially impact post-fire safe shutdown
operation. This issue is reflective of current licensee performance because Dominion recently extended corrective
action due dates to perform a thorough safe-shutdown evaluation of the issue. [P.1(c)]. (Section 1R05)

Inspection Report# : 2008003 (pdf)
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Public Radiation Safety
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Millstone 3
1Q/2009 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Mar 31, 2009

Identified By: NRC

Item Type: FIN Finding

FIN 05000423/2009002-01, Failure to Control Steam Generator Water Levels Results in Automatic Reactor
Trip

Green. A self-revealing finding of very low safety significance (Green) was identified for Dominion’s failure to
control Unit 3 Steam Generator (SG) levels while operating at power. Specifically, Dominion’s failure to control SG
levels resulted in a reactor trip while reducing power for a plant shutdown. Dominion entered this issue into their
corrective action program (CR113512) and corrective actions included conducting just-in-time (JIT) training on low
power feed station operation for licensed operators prior to reactor start up.

This finding is more than minor because it was associated with the Human Performance Attribute of the Initiating
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during power operations. The inspectors conducted a Phase 1
screening, in accordance with IMC 0609, “Significance Determination Process,” and determined that the finding is of
very low safety significance (Green) because it did not contribute to both the likelihood of a reactor trip and the
likelihood that mitigation equipment or functions would not be available. The inspectors determined that this finding
had a cross cutting aspect in the area of Human Performance, Work Control, because Dominion did not coordinate
work activities, consistent with nuclear safety, to minimize distractions to control room personnel and to provide
sufficient support to ensure adequate control of SG levels during low power operations. [H.3.(b)] (Section 40A3.1).

Inspection Report# : 2009002 (pdf)

Mitigating Systems

Signiﬁcance:. Oct 20, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

NCV 05000423/2008010-01, RHR pumps inoperable in the event of a LLOCA, due to a suction air void

* Green. The team identified a noncited violation (NCV) of Technical Specification (TS) 3.5.2.d which requires an
operable residual heat removal (RHR) pump for each train of the emergency core cooling system (ECCS). The team
found that Dominion did not maintain the 24-inch outside diameter piping connecting the refueling water storage tank
(RWST) to the suction of the ECCS pumps sufficiently full of water to ensure operability of the RHR pumps
following a large break loss-of-coolant accident (LLOCA). Additionally, the team determined that TS Surveillance
4.5.2.b requires that every 31 days Dominion verify the ECCS piping full of water but this section of piping was not
checked. While performing actions to address NRC Generic Letter 2008-001, Dominion identified the air void and
determined the piping did not have sufficient slope to allow venting back to the RWST. The team concluded the air
void had the potential to air bind and make the RHR pumps inoperable during a LLOCA event. Following
identification of the air void during the 2008 refueling outage, Dominion isolated and drained the piping, installed a
vent valve, refilled the piping, and confirmed that the piping was full using an ultrasonic testing (UT) measurement.

The performance deficiency was a failure to maintain the common ECCS suction piping sufficiently full of water, as
required by TS surveillance 4.5.2.b, to ensure RHR pump operability in the event of a LLOCA, as required by TS



3.5.2.d. The finding is more than minor because it is associated with the design control attribute of the Mitigating
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems
that respond to initiating events to prevent undesirable consequences. In accordance with NRC IMC 0609, Attachment
4, "Phase 1 — Initial Screening and Characterization of Findings," the Phase 1 screening identified that this issue was a
design/qualification deficiency which resulted in the loss of the RHR system low pressure injection (LPI) safety
function and required a Phase 2 evaluation.

In accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-
Power Situations,” a Region I senior reactor analyst determined that the finding was of very low safety significance
(Green) using a modified Phase 2 analysis and the MP3 plant-specific Phase 2 Notebook worksheet for a LLOCA.
This assessment resulted in an increase in the core damage frequency on the order of low E-8 per year, which was
dominated by the LLOCA frequency of E-5 per year and the probability of high pressure injection (HPI) failure, due
to some other unrelated cause. The safety injection, charging and recirculation spray systems were still available to
prevent core damage following a LLOCA initiating event, by performing the HPI and high pressure recirculation
safety functions.

The finding did not have a crosscutting aspect.

Inspection Report# : 2008010 (pdf)

Signiﬁcance:. Jun 30, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

Fire Protection Deficiency Resulting in Potential Loss of All Charging Pumps

The inspectors identified a Green, NCV of the Millstone Unit 3 operating license condition 2.H, “Fire Protection,” in
that Dominion failed to correct a fire protection program deficiency and assure that one train of charging would
remain free of fire damage for fire scenarios that could produce spurious closure of a Volume Control Tank (VCT)
outlet or charging pump suction motor operated valve. This issue was first identified by Dominion on September 16,
2004, but corrective actions to thoroughly evaluate the issue relative to the fire protection program were extended on
several occasions. For this issue Dominion initiated corrective actions to implement fire protection program
compensatory measures, maximize the availability of the C charging pump, and identify and implement a long term
resolution.

The inspectors determined that this finding was more than minor because it was associated with the external factors
attribute (fire) of the mitigating systems cornerstone objective to ensure the availability, reliability, and capability of
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the
availability of the charging system for nine fire scenarios was not ensured. Phase 1, and a combination of Phase 2 and
3 of the NRC’s IMC 0609, Appendix F, “Fire Protection Significance Determination Process” were used to determine
that this finding was of very low safety significance (Green), with an estimated total core damage frequency (CDF) of
1 in 1,400,000 years in the range of 7E-7 per reactor operating year. The inspectors determined that this finding has a
cross-cutting aspect in the area of problem identification and resolution because Dominion, since September 16, 2004,
did not thoroughly evaluate the issue regarding potential fire induced spurious closure of charging pumps suction
valves which could cause damage to the running charging pump and potentially impact post-fire safe shutdown
operation. This issue is reflective of current licensee performance because Dominion recently extended corrective
action due dates to perform a thorough safe-shutdown evaluation of the issue. [P.1(c)]. (Section 1R0S5)

Inspection Report# : 2008003 (pdf)
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Millstone 3
2Q/2009 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Mar 31, 2009

Identified By: NRC

Item Type: FIN Finding

FIN 05000423/2009002-01, Failure to Control Steam Generator Water Levels Results in Automatic Reactor
Trip

Green. A self-revealing finding of very low safety significance (Green) was identified for Dominion’s failure to
control Unit 3 Steam Generator (SG) levels while operating at power. Specifically, Dominion’s failure to control SG
levels resulted in a reactor trip while reducing power for a plant shutdown. Dominion entered this issue into their
corrective action program (CR113512) and corrective actions included conducting just-in-time (JIT) training on low
power feed station operation for licensed operators prior to reactor start up.

This finding is more than minor because it was associated with the Human Performance Attribute of the Initiating
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during power operations. The inspectors conducted a Phase 1
screening, in accordance with IMC 0609, “Significance Determination Process,” and determined that the finding is of
very low safety significance (Green) because it did not contribute to both the likelihood of a reactor trip and the
likelihood that mitigation equipment or functions would not be available. The inspectors determined that this finding
had a cross cutting aspect in the area of Human Performance, Work Control, because Dominion did not coordinate
work activities, consistent with nuclear safety, to minimize distractions to control room personnel and to provide
sufficient support to ensure adequate control of SG levels during low power operations. [H.3.(b)] (Section 40A3.1).

Inspection Report# : 2009002 (pdf)

Mitigating Systems

Signiﬁcance:. Mar 06, 2009

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Performance Testing of Safety Related Batteries

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,” in that, Unit 2 and Unit 3
written test procedures for battery performance testing were not adequate and did not
ensure that test results were properly documented and evaluated to assure that the test
requirements were satisfied. Specifically, the battery performance test procedure did not
ensure that the correct discharge rate was used, that the test was terminated correctly,
and that the battery capacity and subsequent decrease in capacity were correctly
calculated and evaluated. In response, Dominion entered the issue into the corrective
action program and determined that there was sufficient battery margin to assure
operability of the station batteries.

The finding is more than minor because it is 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 was not a design or qualification
deficiency, did not represent a loss of system safety function, did not represent an actual
loss of safety function of a single train, and did not screen as potentially risk significant
due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting
aspect in the area of Human Performance, Resources Component, because

Dominion did not ensure that complete, accurate, and up-to-date procedures were
available and adequate to assure nuclear safety. Specifically, the battery performance
test procedure did not ensure that the correct discharge rate was used, that the test was
terminated correctly, and that the battery capacity and subsequent decrease in capacity
were correctly calculated and evaluated.

Inspection Report# : 2009006 (pdf)

Signiﬁcance:. Mar 06, 2009

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Design Control for Potential Air Entrapment in Recirculation Spray System Heat Exchangers
The team identified a finding of very low safety significance involving a non-cited
violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” in that Dominion did
not ensure the adequacy of the recirculation spray system heat exchanger design.
Specifically, Dominion had not performed analyses or testing to evaluate the potential of
air entrapment in the recirculation spray system heat exchangers under post-accident
conditions. In response, Dominion entered this issue into their corrective action program
and performed analyses to demonstrate that this condition did not render associated
equipment inoperable.

This finding is more than minor because it is associated with the design control attribute
of the Mitigating Systems Cornerstone and affected the cornerstone objective of

ensuring the availability, reliability, and capability of systems that respond to initiating
events to prevent undesirable consequences. The team determined the finding was of
very low safety significance (Green) because it was a design or qualification deficiency
confirmed not to result in a loss of recirculation spray system operability or functionality.
This finding did not have a cross-cutting aspect because it does not reflect current licensee
performance.

Inspection Report# : 2009006 (pdf)

Signiﬁcance:. Oct 20, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

NCV 05000423/2008010-01, RHR pumps inoperable in the event of a LLOCA, due to a suction air void

* Green. The team identified a noncited violation (NCV) of Technical Specification (TS) 3.5.2.d which requires an
operable residual heat removal (RHR) pump for each train of the emergency core cooling system (ECCS). The team
found that Dominion did not maintain the 24-inch outside diameter piping connecting the refueling water storage tank
(RWST) to the suction of the ECCS pumps sufficiently full of water to ensure operability of the RHR pumps
following a large break loss-of-coolant accident (LLOCA). Additionally, the team determined that TS Surveillance
4.5.2.b requires that every 31 days Dominion verify the ECCS piping full of water but this section of piping was not
checked. While performing actions to address NRC Generic Letter 2008-001, Dominion identified the air void and
determined the piping did not have sufficient slope to allow venting back to the RWST. The team concluded the air
void had the potential to air bind and make the RHR pumps inoperable during a LLOCA event. Following
identification of the air void during the 2008 refueling outage, Dominion isolated and drained the piping, installed a
vent valve, refilled the piping, and confirmed that the piping was full using an ultrasonic testing (UT) measurement.

The performance deficiency was a failure to maintain the common ECCS suction piping sufficiently full of water, as
required by TS surveillance 4.5.2.b, to ensure RHR pump operability in the event of a LLOCA, as required by TS



3.5.2.d. The finding is more than minor because it is associated with the design control attribute of the Mitigating
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems
that respond to initiating events to prevent undesirable consequences. In accordance with NRC IMC 0609, Attachment
4, "Phase 1 — Initial Screening and Characterization of Findings," the Phase 1 screening identified that this issue was a
design/qualification deficiency which resulted in the loss of the RHR system low pressure injection (LPI) safety
function and required a Phase 2 evaluation.

In accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings for At-
Power Situations,” a Region I senior reactor analyst determined that the finding was of very low safety significance
(Green) using a modified Phase 2 analysis and the MP3 plant-specific Phase 2 Notebook worksheet for a LLOCA.
This assessment resulted in an increase in the core damage frequency on the order of low E-8 per year, which was
dominated by the LLOCA frequency of E-5 per year and the probability of high pressure injection (HPI) failure, due
to some other unrelated cause. The safety injection, charging and recirculation spray systems were still available to
prevent core damage following a LLOCA initiating event, by performing the HPI and high pressure recirculation
safety functions.

The finding did not have a crosscutting aspect.

Inspection Report# : 2008010 (pdf)
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Millstone 3
3Q/2009 Plant Inspection Findings

Initiating Events

Significance:. Mar 31, 2009

Identified By: NRC

Item Type: FIN Finding

FIN 05000423/2009002-01, Failure to Control Steam Generator Water Levels Results in Automatic Reactor
Trip

Green. A self-revealing finding of very low safety significance (Green) was identified for Dominion’s failure to
control Unit 3 Steam Generator (SG) levels while operating at power. Specifically, Dominion’s failure to control SG
levels resulted in a reactor trip while reducing power for a plant shutdown. Dominion entered this issue into their
corrective action program (CR113512) and corrective actions included conducting just-in-time (JIT) training on low
power feed station operation for licensed operators prior to reactor start up.

This finding is more than minor because it was associated with the Human Performance Attribute of the Initiating
Events cornerstone and affected the cornerstone objective of limiting the likelihood of those events that upset plant
stability and challenge critical safety functions during power operations. The inspectors conducted a Phase 1
screening, in accordance with IMC 0609, “Significance Determination Process,” and determined that the finding is of
very low safety significance (Green) because it did not contribute to both the likelihood of a reactor trip and the
likelihood that mitigation equipment or functions would not be available. The inspectors determined that this finding
had a cross cutting aspect in the area of Human Performance, Work Control, because Dominion did not coordinate
work activities, consistent with nuclear safety, to minimize distractions to control room personnel and to provide
sufficient support to ensure adequate control of SG levels during low power operations. [H.3.(b)] (Section 40A3.1).

Inspection Report# : 2009002 (pdf)

Mitigating Systems

Significance:. Mar 06, 2009

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Performance Testing of Safety Related Batteries

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,” in that, Unit 2 and Unit 3
written test procedures for battery performance testing were not adequate and did not
ensure that test results were properly documented and evaluated to assure that the test
requirements were satisfied. Specifically, the battery performance test procedure did not
ensure that the correct discharge rate was used, that the test was terminated correctly,
and that the battery capacity and subsequent decrease in capacity were correctly
calculated and evaluated. In response, Dominion entered the issue into the corrective
action program and determined that there was sufficient battery margin to assure
operability of the station batteries.

The finding is more than minor because it is 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 was not a design or qualification
deficiency, did not represent a loss of system safety function, did not represent an actual
loss of safety function of a single train, and did not screen as potentially risk significant
due to a seismic, flooding, or severe weather initiating event. This finding has a crosscutting
aspect in the area of Human Performance, Resources Component, because

Dominion did not ensure that complete, accurate, and up-to-date procedures were
available and adequate to assure nuclear safety. Specifically, the battery performance
test procedure did not ensure that the correct discharge rate was used, that the test was
terminated correctly, and that the battery capacity and subsequent decrease in capacity
were correctly calculated and evaluated.

Inspection Report# : 2009006 (pdf)

Signiﬁcance:. Mar 06, 2009

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Design Control for Potential Air Entrapment in Recirculation Spray System Heat Exchangers
The team identified a finding of very low safety significance involving a non-cited
violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” in that Dominion did
not ensure the adequacy of the recirculation spray system heat exchanger design.
Specifically, Dominion had not performed analyses or testing to evaluate the potential of
air entrapment in the recirculation spray system heat exchangers under post-accident
conditions. In response, Dominion entered this issue into their corrective action program
and performed analyses to demonstrate that this condition did not render associated
equipment inoperable.

This finding is more than minor because it is associated with the design control attribute
of the Mitigating Systems Cornerstone and affected the cornerstone objective of

ensuring the availability, reliability, and capability of systems that respond to initiating
events to prevent undesirable consequences. The team determined the finding was of
very low safety significance (Green) because it was a design or qualification deficiency
confirmed not to result in a loss of recirculation spray system operability or functionality.
This finding did not have a cross-cutting aspect because it does not reflect current licensee
performance.

Inspection Report# : 2009006 (pdf)

Signiﬁcance:. Oct 20, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

NCV 05000423/2008010-01, RHR pumps inoperable in the event of a LLOCA, due to a suction air void

* Green. The team identified a noncited violation (NCV) of Technical Specification (TS) 3.5.2.d which requires an
operable residual heat removal (RHR) pump for each train of the emergency core cooling system (ECCS). The team
found that Dominion did not maintain the 24-inch outside diameter piping connecting the refueling water storage tank
(RWST) to the suction of the ECCS pumps sufficiently full of water to ensure operability of the RHR pumps
following a large break loss-of-coolant accident (LLOCA). Additionally, the team determined that TS Surveillance
4.5.2.b requires that every 31 days Dominion verify the ECCS piping full of water but this section of piping was not
checked. While performing actions to address NRC Generic Letter 2008-001, Dominion identified the air void and
determined the piping did not have sufficient slope to allow venting back to the RWST. The team concluded the air
void had the potential to air bind and make the RHR pumps inoperable during a LLOCA event. Following
identification of the air void during the 2008 refueling outage, Dominion isolated and drained the piping, installed a
vent valve, refilled the piping, and confirmed that the piping was full using an ultrasonic testing (UT) measurement.

The performance deficiency was a failure to maintain the common ECCS suction piping sufficiently full of water, as
required by TS surveillance 4.5.2.b, to ensure RHR pump operability in the event of a LLOCA, as required by TS
3.5.2.d. The finding is more than minor because it is associated with the design control attribute of the Mitigating
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems



that respond to initiating events to prevent undesirable consequences. In accordance with NRC IMC 0609, Attachment
4, "Phase 1 — Initial Screening and