
Braidwood 1 

Initiating Events 

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
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driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 
determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
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and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  
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Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION VALVE FROM 
THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had a 
credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling 
the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment pressure; 
however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety significance. The 
failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the containment sump 
circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in 
the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Mar 31, 2001 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
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contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective action 
program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. However, the 
inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not identified by line 
management during the licensee's review and approval process. The types of deficiencies varied but included the following: • New information that 
could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other apparent problems were 
mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms were included as possible 
apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were 
not always well documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. The licensee 
was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational errors. However, the 
licensee was less effective in correcting recurring human performance problems. This was evidenced by recurring problems associated with 
configuration control, contractor control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people were not reluctant to raise 
issues. However, the inspectors noted that recent changes to the CAP made it somewhat burdensome to enter items into the corrective action 
program computerized process. Additionally, the inspectors ascertained that the recent changes to the CAP also made the trending condition 
report-related data burdensome by making the manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Last modified : April 01, 2002 
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Braidwood 1 

Initiating Events 

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
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because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 
determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Mitigating Systems 

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
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licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
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auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Barrier Integrity 

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION VALVE FROM 
THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had a 
credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling 
the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment pressure; 
however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety significance. The 
failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the containment sump 
circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in 
the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Mar 31, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
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The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective action 
program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. However, the 
inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not identified by line 
management during the licensee's review and approval process. The types of deficiencies varied but included the following: • New information that 
could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other apparent problems were 
mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms were included as possible 
apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were 
not always well documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. The licensee 
was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational errors. However, the 
licensee was less effective in correcting recurring human performance problems. This was evidenced by recurring problems associated with 
configuration control, contractor control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people were not reluctant to raise 
issues. However, the inspectors noted that recent changes to the CAP made it somewhat burdensome to enter items into the corrective action 
program computerized process. Additionally, the inspectors ascertained that the recent changes to the CAP also made the trending condition 
report-related data burdensome by making the manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Last modified : April 01, 2002 
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Braidwood 1 

Initiating Events 

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 
determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
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reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Mitigating Systems 

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
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and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
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the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Barrier Integrity 

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION VALVE FROM 
THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had a 
credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling 
the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment pressure; 
however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety significance. The 
failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the containment sump 
circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in 
the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Mar 31, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
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The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective action 
program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. However, the 
inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not identified by line 
management during the licensee's review and approval process. The types of deficiencies varied but included the following: • New information that 
could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other apparent problems were 
mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms were included as possible 
apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were 
not always well documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. The licensee 
was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational errors. However, the 
licensee was less effective in correcting recurring human performance problems. This was evidenced by recurring problems associated with 
configuration control, contractor control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people were not reluctant to raise 
issues. However, the inspectors noted that recent changes to the CAP made it somewhat burdensome to enter items into the corrective action 
program computerized process. Additionally, the inspectors ascertained that the recent changes to the CAP also made the trending condition 
report-related data burdensome by making the manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Last modified : March 29, 2002 
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Braidwood 1 

Initiating Events 

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 
determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
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Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Mitigating Systems 

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
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valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
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Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Barrier Integrity 

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION VALVE FROM 
THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had a 
credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling 
the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment pressure; 
however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety significance. The 
failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the containment sump 
circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in 
the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Mar 31, 2001 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
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The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective action 
program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. However, the 
inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not identified by line 
management during the licensee's review and approval process. The types of deficiencies varied but included the following: • New information that 
could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other apparent problems were 
mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms were included as possible 
apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were 
not always well documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. The licensee 
was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational errors. However, the 
licensee was less effective in correcting recurring human performance problems. This was evidenced by recurring problems associated with 
configuration control, contractor control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people were not reluctant to raise 
issues. However, the inspectors noted that recent changes to the CAP made it somewhat burdensome to enter items into the corrective action 
program computerized process. Additionally, the inspectors ascertained that the recent changes to the CAP also made the trending condition 
report-related data burdensome by making the manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Last modified : March 28, 2002 
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Braidwood 1 

Initiating Events 

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 
determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
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Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Mitigating Systems 

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
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finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  
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Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Barrier Integrity 

Significance: N/A Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION VALVE FROM 
THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had a 
credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling 
the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment pressure; 
however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety significance. The 
failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the containment sump 
circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in 
the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
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Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
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contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective action 
program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. However, the 
inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not identified by line 
management during the licensee's review and approval process. The types of deficiencies varied but included the following: • New information that 
could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other apparent problems were 
mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms were included as possible 
apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were 
not always well documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. The licensee 
was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational errors. However, the 
licensee was less effective in correcting recurring human performance problems. This was evidenced by recurring problems associated with 
configuration control, contractor control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people were not reluctant to raise 
issues. However, the inspectors noted that recent changes to the CAP made it somewhat burdensome to enter items into the corrective action 
program computerized process. Additionally, the inspectors ascertained that the recent changes to the CAP also made the trending condition 
report-related data burdensome by making the manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Last modified : March 28, 2002 
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Braidwood 1 

Initiating Events 

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 

Page 1 of 62Q/2001 Inspection Findings - Braidwood 1



determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
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material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  
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Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance: N/A Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION VALVE FROM 
THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had a 
credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling 
the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment pressure; 
however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety significance. The 
failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the containment sump 
circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in 
the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
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Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
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The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective action 
program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. However, the 
inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not identified by line 
management during the licensee's review and approval process. The types of deficiencies varied but included the following: • New information that 
could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other apparent problems were 
mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms were included as possible 
apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were 
not always well documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. The licensee 
was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational errors. However, the 
licensee was less effective in correcting recurring human performance problems. This was evidenced by recurring problems associated with 
configuration control, contractor control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people were not reluctant to raise 
issues. However, the inspectors noted that recent changes to the CAP made it somewhat burdensome to enter items into the corrective action 
program computerized process. Additionally, the inspectors ascertained that the recent changes to the CAP also made the trending condition 
report-related data burdensome by making the manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Last modified : March 27, 2002 
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Braidwood 1 

Initiating Events 

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
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coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 
determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
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1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  
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Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance: N/A Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION VALVE FROM 
THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had a 
credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling 
the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment pressure; 
however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety significance. The 
failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the containment sump 
circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in 
the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
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Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
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contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective action 
program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. However, the 
inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not identified by line 
management during the licensee's review and approval process. The types of deficiencies varied but included the following: • New information that 
could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other apparent problems were 
mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms were included as possible 
apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were 
not always well documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. The licensee 
was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational errors. However, the 
licensee was less effective in correcting recurring human performance problems. This was evidenced by recurring problems associated with 
configuration control, contractor control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people were not reluctant to raise 
issues. However, the inspectors noted that recent changes to the CAP made it somewhat burdensome to enter items into the corrective action 
program computerized process. Additionally, the inspectors ascertained that the recent changes to the CAP also made the trending condition 
report-related data burdensome by making the manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Last modified : March 26, 2002 
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Braidwood 1 

Initiating Events 

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This finding was 
determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor coolant. A Non-Cited Violation of 
Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire Prevention for Hot Work." Condition 
Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in the spill of a 
large amount of water when other portions of the chemical and volume control system were tested. This event was more than minor, as the 
incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated low level contamination of 29 individuals 
and an additional 128 millirem of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the dose received due to clean up 
was low and the spill did not impact reactor safety because Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or 
cavity water level. A Non-Cited Violation was identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was more than minor, 
because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power transformer was non-safety-related 
equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's shaft driven 
lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during maintenance activities in 
August 1999. This event was considered more than minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under 
the same conditions, could have become a more significant safety concern. The finding was of very low safety significance because the motor 
driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating credit in the Phase II analysis using the 
NRC SDP analysis. This was not a violation as the feedwater pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers at the 120Vac 
and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance and testing of molded case 
circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within that allowed by the circuit breaker 
coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could withstand a 
complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed instrumentation for the RCP 
seal leak-off temperature indication was not available to the operators outside of the MCR. This temperature indication was not on the remote 
shutdown panel (RSP) or the fire hazard panel and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not 
secured prior to reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant makeup 
capability. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the Unit 2 heater 
drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned maintenance. The actual risk to 
the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the plant risk status and therefore this issue was 
determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 transformer yard was 
free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and on May 8, 2000, the licensee 
implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch 
for an area that included Braidwood Station. One of the required protective actions performed by the licensee was an inspection of the switchyard 
and the Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose material in the Unit 1 
transformer yaerd on both occasions that had not been removed and was not secured. Since no loss of off-site power occurred because of the 
failure to secure loose materials, this finding is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump seized and was 
inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination of a maintenance error which 
left the clearance between the pump impeller and the stuffing box extension wear ring less than that required and temperature transients when 
placing the RH pump in the shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. A Non-Cited Violation of 
Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those activities listed 
in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide requires, in part, that 
procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing devices are properly controlled, calibrated 
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and adjusted. On November 28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required 
by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," Revision 1. Reference condition 
report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency core cooling 
systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the inoperability of one train (i.e., the 
1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding was of very low safety significance, because the 
1A emergency core cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was identified 
for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance due to foreign 
material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to inadequate procedures governing 
the valve maintenance (Technical Specification 5.4.1). This finding was considered more than minor, as it had a credible impact on safety that 
affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic calculation. The 
finding was of very low safety significance because of the overall low probability of an earthquake occurring and the presence of the motor-driven 
auxiliary feedwater pump. The licensee entered the issue into the corrective action program and performed a qualitative operability assessment to 
demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit breakers supplying 
power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during normal plant operations in accordance 
with the response to FSAR Question 10.65. These valves supplied ESW to both units. The power removal commitment was to ensure that the 
valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of plant barriers 
and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved plant barrier impairment 
evaluation. The risk significance for running the cables through the ventilation damper was determined to be of very low safety significance 
because their placement was later determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time for TS 3.7.8. The 
licensee performed maintenance on the A train of essential service water that required draining of the suction piping. The design of the piping did 
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not allow for adequate fill and vent upon return to service and the licensee's fill and vent procedure was not adequate to overcome the design 
deficiency. Since it was shown that the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification Surveillance 
Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in design analyses. This 
finding was determined to be of very low safety significance because with the most conservative instrument inaccuracies applied to the actual 
maximum ultimate heat sink temperature recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to 
properly control test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed with the 
inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN RECOMBINER
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the circumstances. Post 
maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not planned. Because the inspectors identified 
the inadequate post maintenance testing before the completion of the scheduled maintenance there was no degraded cornerstone. The violation 
was considered significant because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the reactor containment was not 
degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control access to a high 
radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This finding was determined to be of 
very low safety significance because unauthorized entry into the inadequately controlled high radiation areas did not appear to occur and a 
substantial potential for an overexposure did not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 concerning a 
deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 Portal Monitors," that 
occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor boilermaker deliberately violated the 
procedure when he exited the protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately 
failed to contact the radiation protection department, as required by station procedure. Since the violation was determined to be willful, the NRC did 
not assign a significance to the violation using the NRC's Significance Determination Process. In accordance with the NRC Enforcement Policy, the 
NRC determined that the incident constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has 
concluded that information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in Exelon's 
response dated July 13, 2001. 
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Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high probability of detecting 
contraband items during searches from being introduced into the protected area via a specific point. The licensee's Appendix B security drill and 
exercise program applied only to other personnel. The inspector reviewed the risk significance of this finding and found the risk to be very low since 
there were no actual intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program Implementation. The FPP 
was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 examples of failure to follow procedure 
during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the inspectors 
concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering safety issues into the 
corrective action program. However, the inspectors identified several examples of minor problems that did not result in any adverse consequences 
which were similar to problems identified by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Last modified : March 01, 2002 
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Braidwood 1 

Initiating Events 

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Green. Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire 
Protection Program Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-004, "Fire 
Prevention for Hot Work." Condition Report 00079302 cited 13 examples of the failure to follow OP-AA-201-004 during the licensee's 
Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump startup. This 
finding was determined to be of very low safety significance because the seal failure did not result in an actual loss of reactor 
coolant. A Non-Cited Violation of Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 which resulted in 
the spill of a large amount of water when other portions of the chemical and volume control system were tested. This event was 
more than minor, as the incorrect manipulation of a valve resulted in a spill of a large amount of water which lead to the estimated 
low level contamination of 29 individuals and an additional 128 millirem of dose to clean up of the spill. The failure to properly 
perform valve manipulations during valve lineups was reasonably viewed as a precursor to a significant event. The finding was of 
very low safety significance because the dose received due to clean up was low and the spill did not impact reactor safety because 
Unit 1 was shutdown for a refueling outage. The spill did not impact reactor vessel or cavity water level. A Non-Cited Violation was 
identified for the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This event was 
more than minor, because it could be reasonably viewed as a precursor to a significant event. The finding was of very low safety 
significance because the transformer deluge did not result in a plant transient. This was not a violation as the Unit 2 east main power 
transformer was non-safety-related equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM 
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The feedwater pump's 
shaft driven lubricating oil pump was damaged by foreign material which had been left inside the pump's lubricating oil system during 
maintenance activities in August 1999. This event was considered more than minor, because if left uncorrected, the same issue 
(foreign material in a lube oil system) under the same conditions, could have become a more significant safety concern. The finding 
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was of very low safety significance because the motor driven startup feedwater pump was available (i.e., not affected by this event). 
This resulted in full mitigating credit in the Phase II analysis using the NRC SDP analysis. This was not a violation as the feedwater 
pump was nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP seals could 
withstand a complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. However, analyzed 
instrumentation for the RCP seal leak-off temperature indication was not available to the operators outside of the MCR. This 
temperature indication was not on the remote shutdown panel (RSP) or the fire hazard panel and was necessary for the plant 
operators to determine when to trip the RCPs. If the RCPs were not secured prior to reaching the temperature limit, the seals could 
fail resulting in a small LOCA and adversely impact reactor coolant makeup capability. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case circuit breakers 
at the 120Vac and 125Vdc voltage levels had been periodically manually exercised, inspected, and tested. Periodic maintenance 
and testing of molded case circuit breakers is necessary to ensure ease of operation and to assure that set-point drift remains within 
that allowed by the circuit breaker coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the realignment of the 
Unit 2 heater drain pump flow control valves due to emergent work, which could have impacted the risk associated with planned 
maintenance. The actual risk to the plant of having the Unit 2 heater drain pump flow control valves realigned did not change the 
plant risk status and therefore this issue was determined to be of very low safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the Unit 1 
transformer yard was free from loose debris in accordance with procedural requirements on two occasions. On April 20, 2000, and 
on May 8, 2000, the licensee implemented adverse weather preparation procedures 0BwOA ENV-1, 1BwOA ENV-1, and 2BwOA 
ENV-1 due to the issuance of a tornado watch for an area that included Braidwood Station. One of the required protective actions 
performed by the licensee was an inspection of the switchyard and the Unit 1 and 2 transformer yards and loose materials were to 
be secured or removed. The inspectors identified loose material in the Unit 1 transformer yaerd on both occasions that had not been 
removed and was not secured. Since no loss of off-site power occurred because of the failure to secure loose materials, this finding 
is considered to be of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO INCLUDE APPROPRIATE PREREQUISITES IN MONTHLY SURVEILLANCE 
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The inspectors identified a Non-Cited Violation for inadequate test controls during a monthly surveillance testing of the 1B auxiliary 
feedwater system monthly surveillance test. This finding was of very low safety significance because the inspectors determined that 
this preconditioning issue had not led to an actual decline in performance of the 1B auxiliary feedwater system. 
Inspection Report# : 2002005(pdf)  

Significance:  Mar 31, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES 
The inspectors identified a Non-Cited Violation for an operator failing to follow surveillance test procedures during the performance 
of Unit 2 auxiliary feedwater system slave-relay testing. This finding was of very low safety significance because the issue affected 
only one train of a safety-related system for less than the technical specification allowed outage time. 
Inspection Report# : 2002005(pdf)  

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND DOCUMENT FAILURE OF AF PUMP 
The licensee failed to identify the cause and prevent recurrence for the September 1999 failure of the 1B auxiliary feedwater system, 
a significant condition adverse to quality. The cause of the failure was not determined until a subsequent failure occurred in 
November 2001. This finding was determined to be of very low safety significance because only one train of a Technical 
Specification safety-related system failed for less than the Technical Specification allowed outage time. The failure to identify the 
cause of the September 1999 failure was considered a Non-Cited Violation of 10 CFR 50, Appendix XVI. 
Inspection Report# : 2002004(pdf)  

Significance: TBD Feb 22, 2002 
Identified By: NRC 
Item Type: URI Unresolved item 
APPARENT VIOLATION OF 10 CFR APPENDIX B, CRITERION XVI, FOR THE LICENSEE'S FAILURE TO IDENTIFY THE 
CAUSE AND TAKE ACTION TO PREVENT RECURRENCE FOR FAILURES UNIT 1 PRESSURIZER PORV ACCUMULATOR 
CHECK VA 
The inspectors identified an apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the licensee's failure 
to identify the cause and take action to prevent recurrence for failures of the check valves between the instrument air system and the 
accumulators for the Unit 1 pressurizer power operated relief valves (PORVs). Specifically, following the October 1998 failures of all 
the Unit 1 pressurizer PORV accumulator check valves, a significant condition adverse to quality, the licensee did not determine the 
cause of the back leakage and take actions to preclude repetition as evidenced by the similar failures of the same valves in 
September 2001. The staff's significance determination of this finding was not complete at the time of issuance of this report; 
therefore, this issue is considered an unresolved item. The safety significance of this issue has been characterized as "To Be 
Determined (TBD)" pending the completion of additional risk analysis.  
Inspection Report# : 2002003(pdf)  

Significance: SL-IV Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained covering those 
activities listed in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of Appendix A to this Regulatory Guide 
requires, in part, that procedures of a type appropriate to the circumstances be provided to ensure that measuring and testing 
devices are properly controlled, calibrated and adjusted. On November 28, 2001, the licensee identified that measurement and test 
equipment were not being properly recorded as required by Step 4.7.3 of station procedure MA-AA-716, "Control of Portable 
Measurement and Test Equipment Program," Revision 1. Reference condition report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Dec 29, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat removal pump 
seized and was inoperable. The licensee determined that the failure of the 2B residual heat removal pump was due to a combination 
of a maintenance error which left the clearance between the pump impeller and the stuffing box extension wear ring less than that 
required and temperature transients when placing the RH pump in the shutdown cooling mode at a high temperature. This finding 
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was determined to be of very low safety significance because the B train of residual heat removal was inoperable for less than the 
Technical Specification allow outage time. A Non-Cited Violation of Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of the emergency 
core cooling systems inoperable. This event was more than minor, in that it had an actual impact on safety as it resulted in the 
inoperability of one train (i.e., the 1B train of the emergency core cooling systems) of a safety-related, mitigating system. The finding 
was of very low safety significance, because the 1A emergency core cooling system remained operable and the licensee could 
manually restore the 1B train. A Non-Cited Violation was identified for the failure to adequately set the instantaneous current trip 
setpoint for the 1MOV-SI8804B valve motor operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a routine surveillance 
due to foreign material in the valve operator control air solenoid. The inspectors identified this as a non-cited violation owing to 
inadequate procedures governing the valve maintenance (Technical Specification 5.4.1). This finding was considered more than 
minor, as it had a credible impact on safety that affected the availability of one train (i.e., the Unit 1B AF Pump) of a safety related, 
mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT INTO A SEISMIC 
CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used in a seismic 
calculation. The finding was of very low safety significance because of the overall low probability of an earthquake occurring and the 
presence of the motor-driven auxiliary feedwater pump. The licensee entered the issue into the corrective action program and 
performed a qualitative operability assessment to demonstrate that the tank would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that the circuit 
breakers supplying power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not de-energized during 
normal plant operations in accordance with the response to FSAR Question 10.65. These valves supplied ESW to both units. The 
power removal commitment was to ensure that the valves would not close due to fire-induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for equipment control of 
plant barriers and ran welding cables through a ventilation damper above the Unit 1A SI Pump room door without a pre-approved 
plant barrier impairment evaluation. The risk significance for running the cables through the ventilation damper was determined to be 
of very low safety significance because their placement was later determined not to impact the auxiliary building ventilation system's 
ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  
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Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed outage time 
for TS 3.7.8. The licensee performed maintenance on the A train of essential service water that required draining of the suction 
piping. The design of the piping did not allow for adequate fill and vent upon return to service and the licensee's fill and vent 
procedure was not adequate to overcome the design deficiency. Since it was shown that the design basis accident criteria could be 
met and that the TS LCO was not met, this event was of very low risk significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO USE CORRECT INSTANTANEOUS CURRENT TRIP SETPOINT 
The licensee failed to incorporate the correct instantaneous current trip setpoint following maintenance and replacement of a safety-
related, motor operated valve's molded case circuit breaker. This issue was originally identified during the replacement of a similar 
molded case circuit breaker in September 2001. The inspectors identified a Non-Cited Violation for inadequate corrective actions. 
This finding was of very low safety significance because the issue did not represent an actual loss of a safety function of the reactor 
containment fan coolers. 
Inspection Report# : 2002005(pdf)  

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION 
VALVE FROM THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to 
reset the instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the 
instantaneous overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors 
determined that this issue had a credible impact on safety because under certain voltage conditions the 1B train of the containment 
spray would not have been capable of fulfilling the design safety function. The inspectors concluded that this issue could have 
affected the capability of controlling containment pressure; however, because no actual reduction of the containment pressure 
control function occurred, this issue was of very low safety significance. The failure to follow the maintenance procedure for the 
inspection and testing of the 1B containment spray suction valve from the containment sump circuit breaker was a violation of 
Technical Specification 5.4.1.a. However, since this finding is of very low safety significance and it was captured in the licensee's 
corrective action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy (Section 40A2.b). 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical Specification 
Surveillance Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band was not accounted for in 
design analyses. This finding was determined to be of very low safety significance because with the most conservative instrument 
inaccuracies applied to the actual maximum ultimate heat sink temperature recorded, the Technical Specification limit was not 
exceeded. The inspectors determined this failure to properly control test procedures was a violation of 10 CFR Part 50, Appendix B, 
Criterion XI, "Test Control." The licensee disagreed with the inspectors' conclusions and did not place this issue into the corrective 
action program. Therefore, a Notice of Violation was issued. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Mar 31, 2001 

Page 5 of 71Q/2002 Inspection Findings - Braidwood 1



Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE ON THE OA HYDROGEN 
RECOMBINER 
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate for the 
circumstances. Post maintenance testing for leakage associated with replaced seals on the 0A hydrogen recombiner was not 
planned. Because the inspectors identified the inadequate post maintenance testing before the completion of the scheduled 
maintenance there was no degraded cornerstone. The violation was considered significant because had the seals failed, excessive 
leakage of containment post accident atmosphere would have bypassed the designed filtered ventilation system. However, the 
subsequent testing of the seals determined them operable and the reactor containment was not degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to control 
access to a high radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan Coolers plenum. This 
finding was determined to be of very low safety significance because unauthorized entry into the inadequately controlled high 
radiation areas did not appear to occur and a substantial potential for an overexposure did not exist. A Non-Cited Violation of 
Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) No. 01-131 
concerning a deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and Calibration of the Eberline PM-7 
Portal Monitors," that occurred on October 23, 2000, at the licensee's facility. Specifically, the NRC concluded that a contractor 
boilermaker deliberately violated the procedure when he exited the protected area after twice activating the alarms on two separate 
portal monitors at the gatehouse and deliberately failed to contact the radiation protection department, as required by station 
procedure. Since the violation was determined to be willful, the NRC did not assign a significance to the violation using the NRC's 
Significance Determination Process. In accordance with the NRC Enforcement Policy, the NRC determined that the incident 
constituted a Severity Level IV violation of the Braidwood Station Facility Operating License. The NRC has concluded that 
information regarding the reason for the violation, the corrective actions taken and planned to correct the violation and prevent 
recurrence and the date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, 
and in Exelon's response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
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Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a high 
probability of detecting contraband items during searches from being introduced into the protected area via a specific point. The 
licensee's Appendix B security drill and exercise program applied only to other personnel. The inspector reviewed the risk 
significance of this finding and found the risk to be very low since there were no actual intrusions and there have not been greater 
than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 
Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR 
QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the 
corrective action program (CAP). In general, the significance threshold for entering issues into the corrective action program 
appeared appropriate. However, the inspectors noted several examples where apparent cause evaluations (ACEs) were of poor 
quality. These deficiencies were not identified by line management during the licensee's review and approval process. The types of 
deficiencies varied but included the following: • New information that could impact the original operability and reportability 
evaluations was not re-evaluated by shift management. • Other apparent problems were mentioned but were not fully addressed in 
the evaluation. For example, potential common cause failure mechanisms were included as possible apparent causes; however, the 
impact on like-equipment was not resolved or evaluated. • The extent of the evaluations and corrective actions were not always well 
documented. In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to plant startup. 
The licensee was effective in correcting broke/fix type issues such as equipment problems, procedure deficiencies, and calculational 
errors. However, the licensee was less effective in correcting recurring human performance problems. This was evidenced by 
recurring problems associated with configuration control, contractor control, foreign material exclusion control, fire protection control, 
and rework issues. Through interviews and observations, the inspectors concluded that Braidwood established a safety-conscious 
work environment where people were not reluctant to raise issues. However, the inspectors noted that recent changes to the CAP 
made it somewhat burdensome to enter items into the corrective action program computerized process. Additionally, the inspectors 
ascertained that the recent changes to the CAP also made the trending condition report-related data burdensome by making the 
manipulation of the data difficult.  
Inspection Report# : 2002003(pdf)  

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The FPP was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-04494 cited 45 
examples of failure to follow procedure during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action system. Also, the 
inspectors concluded that the licensee personnel communicated an acceptable level of responsibility in identifying and entering 
safety issues into the corrective action program. However, the inspectors identified several examples of minor problems that did not 
result in any adverse consequences which were similar to problems identified by licensee personnel during recent self-assessments. 
 
Inspection Report# : 2000013(pdf)  

Last modified : July 22, 2002 
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Braidwood 1 

Initiating Events 

Significance:  Jun 30, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
OPERATOR ERROR ISOLATING HEATER DRAIN FLOW 
A finding of very low safety significance was identified through a self-revealing event when an operator inadvertently 
performed steps to isolate heater drain pump flow on Unit 1, which was operating at full power, instead of Unit 2, 
which was shutdown at the time. The primary cause of this finding was related to the cross-cutting area of Human 
Performance. Despite several unit-specific visual indications that were available, the operator did not perform adequate 
self-checking to ensure that he was on the correct unit. This finding was more than minor because it increased the 
likelihood of a reactor trip event due to low steam generator level and also could have affected the availability of the 
main feedwater mitigating system because the motor-driven main feedwater pump, if it had been operating, could have 
tripped on low suction pressure. The finding was only of very low safety significance because the exposure time was 
short, all other mitigating systems were available, and the main feedwater system could have been recovered by fairly 
simple operator actions. [This finding was determined not to be a violation of NRC requirements.] 
Inspection Report# : 2002006(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire 
Protection Program Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-
004, "Fire Prevention for Hot Work." Condition Report 00079302 cited 13 examples of the failure to follow OP-AA-
201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump 
startup. This finding was determined to be of very low safety significance because the seal failure did not result in an 
actual loss of reactor coolant. A Non-Cited Violation of Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL
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Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 
which resulted in the spill of a large amount of water when other portions of the chemical and volume control system 
were tested. This event was more than minor, as the incorrect manipulation of a valve resulted in a spill of a large 
amount of water which lead to the estimated low level contamination of 29 individuals and an additional 128 millirem 
of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
dose received due to clean up was low and the spill did not impact reactor safety because Unit 1 was shutdown for a 
refueling outage. The spill did not impact reactor vessel or cavity water level. A Non-Cited Violation was identified for 
the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This 
event was more than minor, because it could be reasonably viewed as a precursor to a significant event. The finding 
was of very low safety significance because the transformer deluge did not result in a plant transient. This was not a 
violation as the Unit 2 east main power transformer was non-safety-related equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The 
feedwater pump's shaft driven lubricating oil pump was damaged by foreign material which had been left inside the 
pump's lubricating oil system during maintenance activities in August 1999. This event was considered more than 
minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under the same conditions, 
could have become a more significant safety concern. The finding was of very low safety significance because the 
motor driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating 
credit in the Phase II analysis using the NRC SDP analysis. This was not a violation as the feedwater pump was 
nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP 
seals could withstand a complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. 
However, analyzed instrumentation for the RCP seal leak-off temperature indication was not available to the operators 
outside of the MCR. This temperature indication was not on the remote shutdown panel (RSP) or the fire hazard panel 
and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not secured prior to 
reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant 
makeup capability. 
Inspection Report# : 2000006(pdf)  
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Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case 
circuit breakers at the 120Vac and 125Vdc voltage levels had been periodically manually exercised, inspected, and 
tested. Periodic maintenance and testing of molded case circuit breakers is necessary to ensure ease of operation and to 
assure that set-point drift remains within that allowed by the circuit breaker coordination design calculations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the 
realignment of the Unit 2 heater drain pump flow control valves due to emergent work, which could have impacted the 
risk associated with planned maintenance. The actual risk to the plant of having the Unit 2 heater drain pump flow 
control valves realigned did not change the plant risk status and therefore this issue was determined to be of very low 
safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the 
Unit 1 transformer yard was free from loose debris in accordance with procedural requirements on two occasions. On 
April 20, 2000, and on May 8, 2000, the licensee implemented adverse weather preparation procedures 0BwOA ENV-
1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch for an area that included Braidwood 
Station. One of the required protective actions performed by the licensee was an inspection of the switchyard and the 
Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose 
material in the Unit 1 transformer yaerd on both occasions that had not been removed and was not secured. Since no 
loss of off-site power occurred because of the failure to secure loose materials, this finding is considered to be of very 
low risk significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 
Significance: TBD Jun 30, 2002 
Identified By: NRC 
Item Type: URI Unresolved item 
FAILURE TO ESTABLISH COMPENSATORY FIREWATCHES FOR TWO REMOVED FIRE RATED 
BARRIERS 
An apparent violation of Technical Specification Fire Protection Program requirements was identified by the licensee, 
while following up on an NRC concern. The licensee removed two fire rated barriers (floor plugs) in the auxiliary 
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building, and left them off for over six months, without establishing the required compensatory firewatches. The 
primary cause of this apparent violation was related to the cross-cutting area of Human Performance. The licensee Fire 
Marshall failed to identify that the floor plugs were rated fire barriers, despite labels indicating that the 10 CFR 50, 
Appendix R program applied to them, before authorizing their removal. The issue was more than minor because a fire 
in one elevation of the auxiliary building could have spread to other elevations and therefore affected redundant trains 
of several mitigating systems. The NRC will conduct a more detailed review of the significance of this issue. 
Inspection Report# : 2002006(pdf)  

Significance: SL-IV Jun 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
INADEQUATE 10 CFR 50.59 EVALUATION FOR PROCEDURE CHANGE TO RH OPERATING 
PROCEDURE 
The licensee identified that a change to the operating procedure for the residual heat removal pumps required prior 
NRC approval because the change could have caused a more than minor increase in the consequences of a steam line 
break accident. The thyroid dose to the control room operators could have increased by more than a minor amount 
above that previously analyzed. This was determined to be a Severity Level IV Non-Cited Violation of 10 CFR 50.59. 
Because the issue affected the NRC's ability to perform its regulatory function, it was evaluated with the traditional 
enforcement process. The finding was determined to be of very low safety significance because, although the procedure 
change could have resulted in a delay in cooling down the reactor to stop a radiation release, the effect of the change 
would have occurred late in the accident scenario when the technical support staff would have been available to 
develop methods of reducing the radiation release time and to monitor and reduce operator exposure. 
Inspection Report# : 2002006(pdf)  

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO INCLUDE APPROPRIATE PREREQUISITES IN MONTHLY SURVEILLANCE 
The inspectors identified a Non-Cited Violation for inadequate test controls during a monthly surveillance testing of the 
1B auxiliary feedwater system monthly surveillance test. This finding was of very low safety significance because the 
inspectors determined that this preconditioning issue had not led to an actual decline in performance of the 1B auxiliary 
feedwater system. 
Inspection Report# : 2002005(pdf)  

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND DOCUMENT FAILURE OF AF PUMP 
The licensee failed to identify the cause and prevent recurrence for the September 1999 failure of the 1B auxiliary 
feedwater system, a significant condition adverse to quality. The cause of the failure was not determined until a 
subsequent failure occurred in November 2001. This finding was determined to be of very low safety significance 
because only one train of a Technical Specification safety-related system failed for less than the Technical 
Specification allowed outage time. The failure to identify the cause of the September 1999 failure was considered a 
Non-Cited Violation of 10 CFR 50, Appendix XVI. 
Inspection Report# : 2002004(pdf)  

Significance:  Feb 22, 2002 
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Identified By: NRC 
Item Type: VIO Violation 
VIOLATION OF 10 CFR APPENDIX B, CRITERION XVI, FOR THE LICENSEE'S FAILURE TO 
IDENTIFY THE CAUSE AND TAKE ACTION TO PREVENT RECURRENCE FOR FAILURES UNIT 1 
PRESSURIZER PORV ACCUMULATOR CHECK VALVES 
The inspectors identified an apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
licensee's failure to identify the cause and take action to prevent recurrence for failures of the check valves between the 
instrument air system and the accumulators for the Unit 1 pressurizer power operated relief valves (PORVs). 
Specifically, following the October 1998 failures of all the Unit 1 pressurizer PORV accumulator check valves, a 
significant condition adverse to quality, the licensee did not determine the cause of the back leakage and take actions to 
preclude repetition as evidenced by the similar failures of the same valves in September 2001. The staff's significance 
determination of this finding was not complete at the time of issuance of this report; therefore, this issue is considered 
an unresolved item. The safety significance of this issue has been characterized as "To Be Determined (TBD)" pending 
the completion of additional risk analysis. Per NRC final significance determination letter to Exelon, dated July 23, 
2002, the NRC concluded that the finding is characterized as White, and issued a Notice of Violation for a violation of 
10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions." The NRC determined that the licensee failed to correct 
and prevent recurrence of the Unit 1 pressurizer power operated relief valve air accumulator check valves leak-through, 
a significant condition adverse to quality. Specifically, Unit 1 pressurizer relief valves failed to meet testing acceptance 
criteria in April 1991, October 1992, April 1994, January 1995, October 1995, October 1998, and September 2001. 
This resulted in several extended periods where the unit was operated in a condition where the pressurizer power 
operated relief valves may not have been able to perform their intended safety function of opening following events 
which resulted in isolation of instrument air to the containment or loss of service air compressors. The licensee's 
significance determination agreed with the NRC's. 
Inspection Report# : 2002003(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained 
covering those activities listed in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of 
Appendix A to this Regulatory Guide requires, in part, that procedures of a type appropriate to the circumstances be 
provided to ensure that measuring and testing devices are properly controlled, calibrated and adjusted. On November 
28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required by 
Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," 
Revision 1. Reference condition report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat 
removal pump seized and was inoperable. The licensee determined that the failure of the 2B residual heat removal 
pump was due to a combination of a maintenance error which left the clearance between the pump impeller and the 
stuffing box extension wear ring less than that required and temperature transients when placing the RH pump in the 
shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. 
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A Non-Cited Violation of Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of 
the emergency core cooling systems inoperable. This event was more than minor, in that it had an actual impact on 
safety as it resulted in the inoperability of one train (i.e., the 1B train of the emergency core cooling systems) of a 
safety-related, mitigating system. The finding was of very low safety significance, because the 1A emergency core 
cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was 
identified for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor 
operator breaker. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a 
routine surveillance due to foreign material in the valve operator control air solenoid. The inspectors identified this as a 
non-cited violation owing to inadequate procedures governing the valve maintenance (Technical Specification 5.4.1). 
This finding was considered more than minor, as it had a credible impact on safety that affected the availability of one 
train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT 
INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used 
in a seismic calculation. The finding was of very low safety significance because of the overall low probability of an 
earthquake occurring and the presence of the motor-driven auxiliary feedwater pump. The licensee entered the issue 
into the corrective action program and performed a qualitative operability assessment to demonstrate that the tank 
would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that 
the circuit breakers supplying power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not 
de-energized during normal plant operations in accordance with the response to FSAR Question 10.65. These valves 
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supplied ESW to both units. The power removal commitment was to ensure that the valves would not close due to fire-
induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for 
equipment control of plant barriers and ran welding cables through a ventilation damper above the Unit 1A SI Pump 
room door without a pre-approved plant barrier impairment evaluation. The risk significance for running the cables 
through the ventilation damper was determined to be of very low safety significance because their placement was later 
determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit 
Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed 
outage time for TS 3.7.8. The licensee performed maintenance on the A train of essential service water that required 
draining of the suction piping. The design of the piping did not allow for adequate fill and vent upon return to service 
and the licensee's fill and vent procedure was not adequate to overcome the design deficiency. Since it was shown that 
the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO USE CORRECT INSTANTANEOUS CURRENT TRIP SETPOINT 
The licensee failed to incorporate the correct instantaneous current trip setpoint following maintenance and replacement 
of a safety-related, motor operated valve's molded case circuit breaker. This issue was originally identified during the 
replacement of a similar molded case circuit breaker in September 2001. The inspectors identified a Non-Cited 
Violation for inadequate corrective actions. This finding was of very low safety significance because the issue did not 
represent an actual loss of a safety function of the reactor containment fan coolers. 
Inspection Report# : 2002005(pdf)  

Significance:  Feb 22, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
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FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B 
CONTAINMENT SPRAY SUCTION VALVE FROM THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, 
technicians failed to reset the instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the 
station procedure resulting in the instantaneous overcurrent being left at a nonconservatively low value. This event was 
considered self-revealing. The inspectors determined that this issue had a credible impact on safety because under 
certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling the design 
safety function. The inspectors concluded that this issue could have affected the capability of controlling containment 
pressure; however, because no actual reduction of the containment pressure control function occurred, this issue was of 
very low safety significance. The failure to follow the maintenance procedure for the inspection and testing of the 1B 
containment spray suction valve from the containment sump circuit breaker was a violation of Technical Specification 
5.4.1.a. However, since this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy. 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical 
Specification Surveillance Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band 
was not accounted for in design analyses. This finding was determined to be of very low safety significance because 
with the most conservative instrument inaccuracies applied to the actual maximum ultimate heat sink temperature 
recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to properly control 
test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed 
with the inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of 
Violation was issued. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE 
ON THE OA HYDROGEN RECOMBINER 
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate 
for the circumstances. Post maintenance testing for leakage associated with replaced seals on the 0A hydrogen 
recombiner was not planned. Because the inspectors identified the inadequate post maintenance testing before the 
completion of the scheduled maintenance there was no degraded cornerstone. The violation was considered significant 
because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the 
reactor containment was not degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to 
control access to a high radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan 
Coolers plenum. This finding was determined to be of very low safety significance because unauthorized entry into the 
inadequately controlled high radiation areas did not appear to occur and a substantial potential for an overexposure did 
not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) 
No. 01-131 concerning a deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and 
Calibration of the Eberline PM-7 Portal Monitors," that occurred on October 23, 2000, at the licensee's facility. 
Specifically, the NRC concluded that a contractor boilermaker deliberately violated the procedure when he exited the 
protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately failed 
to contact the radiation protection department, as required by station procedure. Since the violation was determined to 
be willful, the NRC did not assign a significance to the violation using the NRC's Significance Determination Process. 
In accordance with the NRC Enforcement Policy, the NRC determined that the incident constituted a Severity Level IV 
violation of the Braidwood Station Facility Operating License. The NRC has concluded that information regarding the 
reason for the violation, the corrective actions taken and planned to correct the violation and prevent recurrence and the 
date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in 
Exelon's response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a 
high probability of detecting contraband items during searches from being introduced into the protected area via a 
specific point. The licensee's Appendix B security drill and exercise program applied only to other personnel. The 
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inspector reviewed the risk significance of this finding and found the risk to be very low since there were no actual 
intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 
Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) 
WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the 
requirements of the corrective action program (CAP). In general, the significance threshold for entering issues into the 
corrective action program appeared appropriate. However, the inspectors noted several examples where apparent cause 
evaluations (ACEs) were of poor quality. These deficiencies were not identified by line management during the 
licensee's review and approval process. The types of deficiencies varied but included the following: • New information 
that could impact the original operability and reportability evaluations was not re-evaluated by shift management. • 
Other apparent problems were mentioned but were not fully addressed in the evaluation. For example, potential 
common cause failure mechanisms were included as possible apparent causes; however, the impact on like-equipment 
was not resolved or evaluated. • The extent of the evaluations and corrective actions were not always well documented. 
In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to 
plant startup. The licensee was effective in correcting broke/fix type issues such as equipment problems, procedure 
deficiencies, and calculational errors. However, the licensee was less effective in correcting recurring human 
performance problems. This was evidenced by recurring problems associated with configuration control, contractor 
control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people 
were not reluctant to raise issues. However, the inspectors noted that recent changes to the CAP made it somewhat 
burdensome to enter items into the corrective action program computerized process. Additionally, the inspectors 
ascertained that the recent changes to the CAP also made the trending condition report-related data burdensome by 
making the manipulation of the data difficult. 
Inspection Report# : 2002003(pdf)  

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The FPP was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-
04494 cited 45 examples of failure to follow procedure during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action 
system. Also, the inspectors concluded that the licensee personnel communicated an acceptable level of responsibility 
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in identifying and entering safety issues into the corrective action program. However, the inspectors identified several 
examples of minor problems that did not result in any adverse consequences which were similar to problems identified 
by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Last modified : August 29, 2002 

Page 11 of 112Q/2002 Inspection Findings - Braidwood 1

07/03/2003file://C:\RROP\NRR\OVERSIGHT\ASSESS\BRAI1\brai1_pim.html



Braidwood 1 

Initiating Events 

Significance:  Jun 30, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
OPERATOR ERROR ISOLATING HEATER DRAIN FLOW 
A finding of very low safety significance was identified through a self-revealing event when an operator inadvertently 
performed steps to isolate heater drain pump flow on Unit 1, which was operating at full power, instead of Unit 2, 
which was shutdown at the time. The primary cause of this finding was related to the cross-cutting area of Human 
Performance. Despite several unit-specific visual indications that were available, the operator did not perform adequate 
self-checking to ensure that he was on the correct unit. This finding was more than minor because it increased the 
likelihood of a reactor trip event due to low steam generator level and also could have affected the availability of the 
main feedwater mitigating system because the motor-driven main feedwater pump, if it had been operating, could have 
tripped on low suction pressure. The finding was only of very low safety significance because the exposure time was 
short, all other mitigating systems were available, and the main feedwater system could have been recovered by fairly 
simple operator actions. [This finding was determined not to be a violation of NRC requirements.] 
Inspection Report# : 2002006(pdf)  

Significance:  Nov 19, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE DURING STARTUP 
The 1A reactor coolant pump first stage seal failed due to operators failing to follow procedural guidance during pump 
startup. This finding was determined to be of very low safety significance because the seal failure did not result in an 
actual loss of reactor coolant. A Non-Cited Violation of Technical Specification 5.4.1.a. was identified. 
Inspection Report# : 2001011(pdf)  

Significance:  Nov 19, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW FIRE PROTECTION PROCEDURES 
Technical Specification 5.4.1.c. requires written procedures shall be established, implemented, and maintained for Fire 
Protection Program Implementation. The Fire Protection Program was implemented, in part, by procedure OP-AA-201-
004, "Fire Prevention for Hot Work." Condition Report 00079302 cited 13 examples of the failure to follow OP-AA-
201-004 during the licensee's Unit 1 Spring 2001 refueling outage. 
Inspection Report# : 2001011(pdf)  

Significance: N/A Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTING IN A WATER SPILL 
Valve 1CV8396A was left open during the local leak rate testing for the seal water return header penetration P-28 
which resulted in the spill of a large amount of water when other portions of the chemical and volume control system 
were tested. This event was more than minor, as the incorrect manipulation of a valve resulted in a spill of a large 
amount of water which lead to the estimated low level contamination of 29 individuals and an additional 128 millirem 
of dose to clean up of the spill. The failure to properly perform valve manipulations during valve lineups was 
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reasonably viewed as a precursor to a significant event. The finding was of very low safety significance because the 
dose received due to clean up was low and the spill did not impact reactor safety because Unit 1 was shutdown for a 
refueling outage. The spill did not impact reactor vessel or cavity water level. A Non-Cited Violation was identified for 
the failure to follow a pretest valve lineup procedure. 
Inspection Report# : 2001010(pdf)  

Significance:  Jun 16, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INADVERTENT DELUGE OF THE UNIT 2 EAST MAIN POWER TRANSFORMER 
Operator Error Resulted in the Inadvertent Deluge of the Unit 2 East main power transformer on June 16, 2001. This 
event was more than minor, because it could be reasonably viewed as a precursor to a significant event. The finding 
was of very low safety significance because the transformer deluge did not result in a plant transient. This was not a 
violation as the Unit 2 east main power transformer was non-safety-related equipment. 
Inspection Report# : 2001007(pdf)  

Significance:  May 21, 2001 
Identified By: Self Disclosing 
Item Type: FIN Finding 
FOREIGN MATERIAL IN THE 2A MOTOR DRIVEN FEEDWATER PUMP LUBRICATING OIL SYSTEM
The Unit 2A motor driven feedwater pump tripped on March 30, 2001, due to low lubricating oil pressure. The 
feedwater pump's shaft driven lubricating oil pump was damaged by foreign material which had been left inside the 
pump's lubricating oil system during maintenance activities in August 1999. This event was considered more than 
minor, because if left uncorrected, the same issue (foreign material in a lube oil system) under the same conditions, 
could have become a more significant safety concern. The finding was of very low safety significance because the 
motor driven startup feedwater pump was available (i.e., not affected by this event). This resulted in full mitigating 
credit in the Phase II analysis using the NRC SDP analysis. This was not a violation as the feedwater pump was 
nonsafety-related equipment. 
Inspection Report# : 2001006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Instrumentation Not Available for Determining RCP Seal Temperature 
Due to the potential loss of RCP seal cooling and CCW flow to the thermal barriers, the licensee stated that the RCP 
seals could withstand a complete loss of seal cooling if the RCPs were tripped prior to seal temperature reaching 235°F. 
However, analyzed instrumentation for the RCP seal leak-off temperature indication was not available to the operators 
outside of the MCR. This temperature indication was not on the remote shutdown panel (RSP) or the fire hazard panel 
and was necessary for the plant operators to determine when to trip the RCPs. If the RCPs were not secured prior to 
reaching the temperature limit, the seals could fail resulting in a small LOCA and adversely impact reactor coolant 
makeup capability. 
Inspection Report# : 2000006(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Molded Case Circuit Breakers Not Periodically Inspected and Tested 
During the inspection, the licensee could not provide any objective evidence (e.g., procedures) that the molded case 
circuit breakers at the 120Vac and 125Vdc voltage levels had been periodically manually exercised, inspected, and 
tested. Periodic maintenance and testing of molded case circuit breakers is necessary to ensure ease of operation and to 
assure that set-point drift remains within that allowed by the circuit breaker coordination design calculations. 
Inspection Report# : 2000006(pdf)  
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Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Emergent Work Associated with the Failure of 2HD046A Heater Drain Pump Disharge Valve 
The inspectors identified that operations management personnel were not aware of the impact on risk from the 
realignment of the Unit 2 heater drain pump flow control valves due to emergent work, which could have impacted the 
risk associated with planned maintenance. The actual risk to the plant of having the Unit 2 heater drain pump flow 
control valves realigned did not change the plant risk status and therefore this issue was determined to be of very low 
safety significance. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Adverse Weather Requirements 
The inspectors identified two examples of a non-cited violation for the failure to ensure that the area surrounding the 
Unit 1 transformer yard was free from loose debris in accordance with procedural requirements on two occasions. On 
April 20, 2000, and on May 8, 2000, the licensee implemented adverse weather preparation procedures 0BwOA ENV-
1, 1BwOA ENV-1, and 2BwOA ENV-1 due to the issuance of a tornado watch for an area that included Braidwood 
Station. One of the required protective actions performed by the licensee was an inspection of the switchyard and the 
Unit 1 and 2 transformer yards and loose materials were to be secured or removed. The inspectors identified loose 
material in the Unit 1 transformer yaerd on both occasions that had not been removed and was not secured. Since no 
loss of off-site power occurred because of the failure to secure loose materials, this finding is considered to be of very 
low risk significance. 
Inspection Report# : 2000005(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH COMPENSATORY FIREWATCHES FOR TWO REMOVED FIRE RATED 
BARRIERS 
A finding of very low safety significance was identified by the inspectors for a violation of Technical Specification Fire 
Protection Program requirements. The licensee removed two fire rated barriers (floor plugs) in the auxiliary building, 
and left them off for over five months, without establishing the required compensatory fire watches. The primary cause 
of this violation was related to the cross-cutting area of Human Performance. The licensee Fire Marshall failed to 
identify that the floor plugs were rated fire barriers, despite labels indicating that the 10 CFR 50, Appendix R, program 
applied to them, before authorizing their removal. This issue was more than minor because a fire in one elevation of the 
auxiliary building could have spread to other elevations and therefore affected redundant trains of mitigating systems. 
The issue was of very low safety significance because the inspectors could not develop realistic fire scenarios in one 
elevation that could reasonably propagate to the elevations above. The issue was a Non-Cited Violation of Technical 
Specification 5.4.1 which required the implementation of written procedures covering the Fire Protection Program. 
Inspection Report# : 2002007(pdf)  

Significance: SL-IV Jun 30, 2002 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
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INADEQUATE 10 CFR 50.59 EVALUATION FOR PROCEDURE CHANGE TO RH OPERATING 
PROCEDURE 
The licensee identified that a change to the operating procedure for the residual heat removal pumps required prior 
NRC approval because the change could have caused a more than minor increase in the consequences of a steam line 
break accident. The thyroid dose to the control room operators could have increased by more than a minor amount 
above that previously analyzed. This was determined to be a Severity Level IV Non-Cited Violation of 10 CFR 50.59. 
Because the issue affected the NRC's ability to perform its regulatory function, it was evaluated with the traditional 
enforcement process. The finding was determined to be of very low safety significance because, although the procedure 
change could have resulted in a delay in cooling down the reactor to stop a radiation release, the effect of the change 
would have occurred late in the accident scenario when the technical support staff would have been available to 
develop methods of reducing the radiation release time and to monitor and reduce operator exposure. 
Inspection Report# : 2002006(pdf)  

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND DOCUMENT FAILURE OF AF PUMP 
The licensee failed to identify the cause and prevent recurrence for the September 1999 failure of the 1B auxiliary 
feedwater system, a significant condition adverse to quality. The cause of the failure was not determined until a 
subsequent failure occurred in November 2001. This finding was determined to be of very low safety significance 
because only one train of a Technical Specification safety-related system failed for less than the Technical 
Specification allowed outage time. The failure to identify the cause of the September 1999 failure was considered a 
Non-Cited Violation of 10 CFR 50, Appendix XVI. 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO INCLUDE APPROPRIATE PREREQUISITES IN MONTHLY SURVEILLANCE 
The inspectors identified a Non-Cited Violation for inadequate test controls during a monthly surveillance testing of the 
1B auxiliary feedwater system monthly surveillance test. This finding was of very low safety significance because the 
inspectors determined that this preconditioning issue had not led to an actual decline in performance of the 1B auxiliary 
feedwater system. 
Inspection Report# : 2002005(pdf)  

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: VIO Violation 
VIOLATION OF 10 CFR APPENDIX B, CRITERION XVI, FOR THE LICENSEE'S FAILURE TO 
IDENTIFY THE CAUSE AND TAKE ACTION TO PREVENT RECURRENCE FOR FAILURES UNIT 1 
PRESSURIZER PORV ACCUMULATOR CHECK VALVES 
The inspectors identified an apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the 
licensee's failure to identify the cause and take action to prevent recurrence for failures of the check valves between the 
instrument air system and the accumulators for the Unit 1 pressurizer power operated relief valves (PORVs). 
Specifically, following the October 1998 failures of all the Unit 1 pressurizer PORV accumulator check valves, a 
significant condition adverse to quality, the licensee did not determine the cause of the back leakage and take actions to 
preclude repetition as evidenced by the similar failures of the same valves in September 2001. The staff's significance 
determination of this finding was not complete at the time of issuance of this report; therefore, this issue is considered 
an unresolved item. The safety significance of this issue has been characterized as "To Be Determined (TBD)" pending 
the completion of additional risk analysis. Per NRC final significance determination letter to Exelon, dated July 23, 
2002, the NRC concluded that the finding is characterized as White, and issued a Notice of Violation for a violation of 
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10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions." The NRC determined that the licensee failed to correct 
and prevent recurrence of the Unit 1 pressurizer power operated relief valve air accumulator check valves leak-through, 
a significant condition adverse to quality. Specifically, Unit 1 pressurizer relief valves failed to meet testing acceptance 
criteria in April 1991, October 1992, April 1994, January 1995, October 1995, October 1998, and September 2001. 
This resulted in several extended periods where the unit was operated in a condition where the pressurizer power 
operated relief valves may not have been able to perform their intended safety function of opening following events 
which resulted in isolation of instrument air to the containment or loss of service air compressors. The licensee's 
significance determination agreed with the NRC's. 
Inspection Report# : 2002003(pdf)  
Inspection Report# : 2002007(pdf)  

Significance:  Dec 29, 2001 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY RECORD M&TE 
Technical Specification 5.4.1 requires, in part, that written procedures be established, implemented, and maintained 
covering those activities listed in Regulatory Guide 1.33, Appendix A, Revision 2, February 1978. Section 8 of 
Appendix A to this Regulatory Guide requires, in part, that procedures of a type appropriate to the circumstances be 
provided to ensure that measuring and testing devices are properly controlled, calibrated and adjusted. On November 
28, 2001, the licensee identified that measurement and test equipment were not being properly recorded as required by 
Step 4.7.3 of station procedure MA-AA-716, "Control of Portable Measurement and Test Equipment Program," 
Revision 1. Reference condition report No. 84419. 
Inspection Report# : 2001013(pdf)  

Significance:  Dec 29, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM RH PUMP MAINTENANCE IN ACCORDANCE WITH PROCEDURE 
When placing shutdown cooling in service at the start of a forced outage on November 7, 2001, the 2B residual heat 
removal pump seized and was inoperable. The licensee determined that the failure of the 2B residual heat removal 
pump was due to a combination of a maintenance error which left the clearance between the pump impeller and the 
stuffing box extension wear ring less than that required and temperature transients when placing the RH pump in the 
shutdown cooling mode at a high temperature. This finding was determined to be of very low safety significance 
because the B train of residual heat removal was inoperable for less than the Technical Specification allow outage time. 
A Non-Cited Violation of Technical Specification 5.4.1 was identified. 
Inspection Report# : 2001013(pdf)  

Significance:  Sep 30, 2001 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE PROCEDURE APPROPRIATE TO CIRCUMSTANCES 
The Unit 1 motor operated valve 1MOV-SI8804B, failed to open during a routine surveillance rendering the B train of 
the emergency core cooling systems inoperable. This event was more than minor, in that it had an actual impact on 
safety as it resulted in the inoperability of one train (i.e., the 1B train of the emergency core cooling systems) of a 
safety-related, mitigating system. The finding was of very low safety significance, because the 1A emergency core 
cooling system remained operable and the licensee could manually restore the 1B train. A Non-Cited Violation was 
identified for the failure to adequately set the instantaneous current trip setpoint for the 1MOV-SI8804B valve motor 
operator breaker. 
Inspection Report# : 2001010(pdf)  
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Significance:  Jun 30, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE FOR PERFORMING MAINTENANCE ON THE 1AOV-SX178 VALVE 
The Unit 1B diesel driven auxiliary feedwater pump room cooler discharge isolation valve failed to open during a 
routine surveillance due to foreign material in the valve operator control air solenoid. The inspectors identified this as a 
non-cited violation owing to inadequate procedures governing the valve maintenance (Technical Specification 5.4.1). 
This finding was considered more than minor, as it had a credible impact on safety that affected the availability of one 
train (i.e., the Unit 1B AF Pump) of a safety related, mitigating system.  
Inspection Report# : 2001007(pdf)  

Significance:  Feb 09, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
VIOLATION OF CRITERION III DUE TO FAILURE TO CORRECTLY TRANSLATE TANK WEIGHT 
INTO A SEISMIC CALCULATION 
The inspectors identified a non-cited violation for failure to verify that the correct carbon dioxide tank weight was used 
in a seismic calculation. The finding was of very low safety significance because of the overall low probability of an 
earthquake occurring and the presence of the motor-driven auxiliary feedwater pump. The licensee entered the issue 
into the corrective action program and performed a qualitative operability assessment to demonstrate that the tank 
would not fail during a seismic event. 
Inspection Report# : 2001002(pdf)  

Significance: N/A Nov 30, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
ESW Suction Valves Not Protected from Fire Induced Spurious Actuations 
During the licensee's self-assessment activities in May 2000, prior to the NRC inspection, the licensee identified that 
the circuit breakers supplying power to ESW suction valves (1SX001A, 1SX001B, 2SX001A and 2SX001B) were not 
de-energized during normal plant operations in accordance with the response to FSAR Question 10.65. These valves 
supplied ESW to both units. The power removal commitment was to ensure that the valves would not close due to fire-
induced spurious operations. 
Inspection Report# : 2000006(pdf)  

Significance:  Aug 21, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Equipment Alignment of 1A SI Pump 
The inspectors identified a NCV because maintenance personnel violated station administrative procedures for 
equipment control of plant barriers and ran welding cables through a ventilation damper above the Unit 1A SI Pump 
room door without a pre-approved plant barrier impairment evaluation. The risk significance for running the cables 
through the ventilation damper was determined to be of very low safety significance because their placement was later 
determined not to impact the auxiliary building ventilation system's ability to perform it's safety function. 
Inspection Report# : 2000011(pdf)  

Significance:  May 15, 2000 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow Technical Specification Outage Limit
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Between March 26 and April 1, 2000, the 2A essential service water pump was inoperable for longer than the allowed 
outage time for TS 3.7.8. The licensee performed maintenance on the A train of essential service water that required 
draining of the suction piping. The design of the piping did not allow for adequate fill and vent upon return to service 
and the licensee's fill and vent procedure was not adequate to overcome the design deficiency. Since it was shown that 
the design basis accident criteria could be met and that the TS LCO was not met, this event was of very low risk 
significance. 
Inspection Report# : 2000005(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO USE CORRECT INSTANTANEOUS CURRENT TRIP SETPOINT 
The licensee failed to incorporate the correct instantaneous current trip setpoint following maintenance and replacement 
of a safety-related, motor operated valve's molded case circuit breaker. This issue was originally identified during the 
replacement of a similar molded case circuit breaker in September 2001. The inspectors identified a Non-Cited 
Violation for inadequate corrective actions. This finding was of very low safety significance because the issue did not 
represent an actual loss of a safety function of the reactor containment fan coolers. 
Inspection Report# : 2002005(pdf)  

Significance:  Feb 22, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B 
CONTAINMENT SPRAY SUCTION VALVE FROM THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, 
technicians failed to reset the instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the 
station procedure resulting in the instantaneous overcurrent being left at a nonconservatively low value. This event was 
considered self-revealing. The inspectors determined that this issue had a credible impact on safety because under 
certain voltage conditions the 1B train of the containment spray would not have been capable of fulfilling the design 
safety function. The inspectors concluded that this issue could have affected the capability of controlling containment 
pressure; however, because no actual reduction of the containment pressure control function occurred, this issue was of 
very low safety significance. The failure to follow the maintenance procedure for the inspection and testing of the 1B 
containment spray suction valve from the containment sump circuit breaker was a violation of Technical Specification 
5.4.1.a. However, since this finding is of very low safety significance and it was captured in the licensee's corrective 
action program, this finding is being treated as a Non-Cited Violation consistent with Section V1.A.! of the NRC 
Enforcement Policy. 
Inspection Report# : 2002003(pdf)  

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO MAINTAIN AN ADEQUATE TEST CONTROL PROGRAM 
Green. The licensee did not consider instrument inaccuracies when establishing the acceptance criteria for Technical 
Specification Surveillance Requirement 3.7.9.2, ultimate heat sink average temperature. This instrument tolerance band 
was not accounted for in design analyses. This finding was determined to be of very low safety significance because 
with the most conservative instrument inaccuracies applied to the actual maximum ultimate heat sink temperature 
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recorded, the Technical Specification limit was not exceeded. The inspectors determined this failure to properly control 
test procedures was a violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control." The licensee disagreed 
with the inspectors' conclusions and did not place this issue into the corrective action program. Therefore, a Notice of 
Violation was issued. 
Inspection Report# : 2001011(pdf)  
Inspection Report# : 2002007(pdf)  

Significance: N/A Mar 31, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE POST MAINTENANCE TESTING ASSOCIATED WITH PREVENTIVE MAINTENANCE 
ON THE OA HYDROGEN RECOMBINER 
The inspectors identified an NCV of Technical Specification 5.4.1.a for failure to have work instructions appropriate 
for the circumstances. Post maintenance testing for leakage associated with replaced seals on the 0A hydrogen 
recombiner was not planned. Because the inspectors identified the inadequate post maintenance testing before the 
completion of the scheduled maintenance there was no degraded cornerstone. The violation was considered significant 
because had the seals failed, excessive leakage of containment post accident atmosphere would have bypassed the 
designed filtered ventilation system. However, the subsequent testing of the seals determined them operable and the 
reactor containment was not degraded. 
Inspection Report# : 2001005(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Nov 19, 2001 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW TS 5.7.2(d) 
Green. The licensee failed to barricade, conspicuously post, and install a flashing light activated as a warning device to 
control access to a high radiation area (greater than 1000 mrem/hour) located in the 1B Reactor Containment Fan 
Coolers plenum. This finding was determined to be of very low safety significance because unauthorized entry into the 
inadequately controlled high radiation areas did not appear to occur and a substantial potential for an overexposure did 
not exist. A Non-Cited Violation of Technical Specification 5.7.2(d) was identified. 
Inspection Report# : 2001011(pdf)  

Significance: SL-IV Sep 25, 2001 
Identified By: Licensee 
Item Type: VIO Violation 
DELIBERATE FAILURE TO FOLLOW PROCEDURES 
On September 25, 2001, in a letter to Mr. O. Kingsley from Mr. J. Grobe, the NRC issued Enforcement Action (EA) 
No. 01-131 concerning a deliberate violation of licensee procedure, BwRP 5822-3, Revision 1, "Operation and 
Calibration of the Eberline PM-7 Portal Monitors," that occurred on October 23, 2000, at the licensee's facility. 
Specifically, the NRC concluded that a contractor boilermaker deliberately violated the procedure when he exited the 
protected area after twice activating the alarms on two separate portal monitors at the gatehouse and deliberately failed 
to contact the radiation protection department, as required by station procedure. Since the violation was determined to 
be willful, the NRC did not assign a significance to the violation using the NRC's Significance Determination Process. 
In accordance with the NRC Enforcement Policy, the NRC determined that the incident constituted a Severity Level IV 
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violation of the Braidwood Station Facility Operating License. The NRC has concluded that information regarding the 
reason for the violation, the corrective actions taken and planned to correct the violation and prevent recurrence and the 
date when full compliance was achieved was adequately addressed on the docket in our June 11, 2001 letter, and in 
Exelon's response dated July 13, 2001. 
Inspection Report# : 2001010(pdf)  

Public Radiation Safety 

Physical Protection 

Significance:  Oct 20, 2000 
Identified By: NRC 
Item Type: FIN Finding 
Access Control (Identification, Authorization, and Search of Personnel, Packages, and Vehicles) 
The NRC Determined that the licensee did not have a drill and exercise program to test certain personnel to provide a 
high probability of detecting contraband items during searches from being introduced into the protected area via a 
specific point. The licensee's Appendix B security drill and exercise program applied only to other personnel. The 
inspector reviewed the risk significance of this finding and found the risk to be very low since there were no actual 
intrusions and there have not been greater than two similar findings in four quarters. 
Inspection Report# : 2000016(pdf)  

Miscellaneous 
Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) 
WERE OF POOR QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the 
requirements of the corrective action program (CAP). In general, the significance threshold for entering issues into the 
corrective action program appeared appropriate. However, the inspectors noted several examples where apparent cause 
evaluations (ACEs) were of poor quality. These deficiencies were not identified by line management during the 
licensee's review and approval process. The types of deficiencies varied but included the following: • New information 
that could impact the original operability and reportability evaluations was not re-evaluated by shift management. • 
Other apparent problems were mentioned but were not fully addressed in the evaluation. For example, potential 
common cause failure mechanisms were included as possible apparent causes; however, the impact on like-equipment 
was not resolved or evaluated. • The extent of the evaluations and corrective actions were not always well documented. 
In addition, the inspectors noted that equipment problems identified during outages were not always evaluated for 
operability or reportability. In addition, causes for significant equipment problems were not always addressed prior to 
plant startup. The licensee was effective in correcting broke/fix type issues such as equipment problems, procedure 
deficiencies, and calculational errors. However, the licensee was less effective in correcting recurring human 
performance problems. This was evidenced by recurring problems associated with configuration control, contractor 
control, foreign material exclusion control, fire protection control, and rework issues. Through interviews and 
observations, the inspectors concluded that Braidwood established a safety-conscious work environment where people 
were not reluctant to raise issues. However, the inspectors noted that recent changes to the CAP made it somewhat 
burdensome to enter items into the corrective action program computerized process. Additionally, the inspectors 
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ascertained that the recent changes to the CAP also made the trending condition report-related data burdensome by 
making the manipulation of the data difficult. 
Inspection Report# : 2002003(pdf)  

Significance: N/A Dec 31, 2000 
Identified By: Licensee 
Item Type: NCV NonCited Violation 
Failure to Meet Tech Spec Requirements 
TS 5.4.1c. requires written procedures shall be established, implemented, and maintained for Fire Protection Program 
Implementation. The FPP was implemented, in part, by OP-AA-201-004, "Fire Prevention for Hot Work." CR A2000-
04494 cited 45 examples of failure to follow procedure during licensee's U2 fall 2000 refueling outage. 
Inspection Report# : 2000018(pdf)  

Significance: N/A Sep 22, 2000 
Identified By: NRC 
Item Type: FIN Finding 
PROBLEM IDENTIFICATION AND RESOLUTION 
The team identified that the licensee was effective at identifying problems and placing them in the corrective action 
system. Also, the inspectors concluded that the licensee personnel communicated an acceptable level of responsibility 
in identifying and entering safety issues into the corrective action program. However, the inspectors identified several 
examples of minor problems that did not result in any adverse consequences which were similar to problems identified 
by licensee personnel during recent self-assessments.  
Inspection Report# : 2000013(pdf)  

Last modified : December 02, 2002 
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Braidwood 1 

Initiating Events 

Significance:  Jun 30, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
OPERATOR ERROR ISOLATING HEATER DRAIN FLOW 
A finding of very low safety significance was identified through a self-revealing event when an operator inadvertently performed steps to 
isolate heater drain pump flow on Unit 1, which was operating at full power, instead of Unit 2, which was shutdown at the time. The primary 
cause of this finding was related to the cross-cutting area of Human Performance. Despite several unit-specific visual indications that were 
available, the operator did not perform adequate self-checking to ensure that he was on the correct unit. This finding was more than minor 
because it increased the likelihood of a reactor trip event due to low steam generator level and also could have affected the availability of the 
main feedwater mitigating system because the motor-driven main feedwater pump, if it had been operating, could have tripped on low suction 
pressure. The finding was only of very low safety significance because the exposure time was short, all other mitigating systems were 
available, and the main feedwater system could have been recovered by fairly simple operator actions. [This finding was determined not to be a 
violation of NRC requirements.] 
Inspection Report# : 2002006(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH COMPENSATORY FIREWATCHES FOR TWO REMOVED FIRE RATED BARRIERS 
A finding of very low safety significance was identified by the inspectors for a violation of Technical Specification Fire Protection Program 
requirements. The licensee removed two fire rated barriers (floor plugs) in the auxiliary building, and left them off for over five months, 
without establishing the required compensatory fire watches. The primary cause of this violation was related to the cross-cutting area of Human 
Performance. The licensee Fire Marshall failed to identify that the floor plugs were rated fire barriers, despite labels indicating that the 10 CFR 
50, Appendix R, program applied to them, before authorizing their removal. This issue was more than minor because a fire in one elevation of 
the auxiliary building could have spread to other elevations and therefore affected redundant trains of mitigating systems. The issue was of very 
low safety significance because the inspectors could not develop realistic fire scenarios in one elevation that could reasonably propagate to the 
elevations above. The issue was a Non-Cited Violation of Technical Specification 5.4.1 which required the implementation of written 
procedures covering the Fire Protection Program. 
Inspection Report# : 2002007(pdf)  

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY AND DOCUMENT FAILURE OF AF PUMP 
The licensee failed to identify the cause and prevent recurrence for the September 1999 failure of the 1B auxiliary feedwater system, a 
significant condition adverse to quality. The cause of the failure was not determined until a subsequent failure occurred in November 2001. 
This finding was determined to be of very low safety significance because only one train of a Technical Specification safety-related system 
failed for less than the Technical Specification allowed outage time. The failure to identify the cause of the September 1999 failure was 
considered a Non-Cited Violation of 10 CFR 50, Appendix XVI. 
Inspection Report# : 2002004(pdf)  

Significance:  Mar 31, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO INCLUDE APPROPRIATE PREREQUISITES IN MONTHLY SURVEILLANCE 
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The inspectors identified a Non-Cited Violation for inadequate test controls during a monthly surveillance testing of the 1B auxiliary feedwater 
system monthly surveillance test. This finding was of very low safety significance because the inspectors determined that this preconditioning 
issue had not led to an actual decline in performance of the 1B auxiliary feedwater system. 
Inspection Report# : 2002005(pdf)  

Significance:  Feb 22, 2002 
Identified By: NRC 
Item Type: VIO Violation 
VIOLATION OF 10 CFR APPENDIX B, CRITERION XVI, FOR THE LICENSEE'S FAILURE TO IDENTIFY THE CAUSE AND 
TAKE ACTION TO PREVENT RECURRENCE FOR FAILURES UNIT 1 PRESSURIZER PORV ACCUMULATOR CHECK 
VALVES 
The inspectors identified an apparent violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," for the licensee's failure to 
identify the cause and take action to prevent recurrence for failures of the check valves between the instrument air system and the accumulators 
for the Unit 1 pressurizer power operated relief valves (PORVs). Specifically, following the October 1998 failures of all the Unit 1 pressurizer 
PORV accumulator check valves, a significant condition adverse to quality, the licensee did not determine the cause of the back leakage and 
take actions to preclude repetition as evidenced by the similar failures of the same valves in September 2001. The staff's significance 
determination of this finding was not complete at the time of issuance of this report; therefore, this issue is considered an unresolved item. The 
safety significance of this issue has been characterized as "To Be Determined (TBD)" pending the completion of additional risk analysis. Per 
NRC final significance determination letter to Exelon, dated July 23, 2002, the NRC concluded that the finding is characterized as White, and 
issued a Notice of Violation for a violation of 10 CFR 50, Appendix B, Criterion XVI, "Corrective Actions." The NRC determined that the 
licensee failed to correct and prevent recurrence of the Unit 1 pressurizer power operated relief valve air accumulator check valves leak-
through, a significant condition adverse to quality. Specifically, Unit 1 pressurizer relief valves failed to meet testing acceptance criteria in 
April 1991, October 1992, April 1994, January 1995, October 1995, October 1998, and September 2001. This resulted in several extended 
periods where the unit was operated in a condition where the pressurizer power operated relief valves may not have been able to perform their 
intended safety function of opening following events which resulted in isolation of instrument air to the containment or loss of service air 
compressors. The licensee's significance determination agreed with the NRC's. 
Inspection Report# : 2002003(pdf)  
Inspection Report# : 2002007(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO USE CORRECT INSTANTANEOUS CURRENT TRIP SETPOINT 
The licensee failed to incorporate the correct instantaneous current trip setpoint following maintenance and replacement of a safety-related, 
motor operated valve's molded case circuit breaker. This issue was originally identified during the replacement of a similar molded case circuit 
breaker in September 2001. The inspectors identified a Non-Cited Violation for inadequate corrective actions. This finding was of very low 
safety significance because the issue did not represent an actual loss of a safety function of the reactor containment fan coolers. 
Inspection Report# : 2002005(pdf)  

Significance:  Feb 22, 2002 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE RESULTED IN THE INOPERABILITY OF THE 1B CONTAINMENT SPRAY SUCTION 
VALVE FROM THE CONTAINMENT SUMP 
Following a trip of the circuit breaker during surveillance testing, the licensee determined that 14 months earlier, technicians failed to reset the 
instantaneous overcurrent trip setpoint for the 1CS009B circuit break as prescribed in the station procedure resulting in the instantaneous 
overcurrent being left at a nonconservatively low value. This event was considered self-revealing. The inspectors determined that this issue had 
a credible impact on safety because under certain voltage conditions the 1B train of the containment spray would not have been capable of 
fulfilling the design safety function. The inspectors concluded that this issue could have affected the capability of controlling containment 
pressure; however, because no actual reduction of the containment pressure control function occurred, this issue was of very low safety 
significance. The failure to follow the maintenance procedure for the inspection and testing of the 1B containment spray suction valve from the 
containment sump circuit breaker was a violation of Technical Specification 5.4.1.a. However, since this finding is of very low safety 
significance and it was captured in the licensee's corrective action program, this finding is being treated as a Non-Cited Violation consistent 
with Section V1.A.! of the NRC Enforcement Policy. 
Inspection Report# : 2002003(pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Feb 22, 2002 
Identified By: NRC 
Item Type: FIN Finding 
INSPECTORS NOTED SEVERAL EXAMPLES WHERE APPARENT CAUSE EVALUATIONS (ACEs) WERE OF POOR 
QUALITY. 
The inspectors concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of the corrective 
action program (CAP). In general, the significance threshold for entering issues into the corrective action program appeared appropriate. 
However, the inspectors noted several examples where apparent cause evaluations (ACEs) were of poor quality. These deficiencies were not 
identified by line management during the licensee's review and approval process. The types of deficiencies varied but included the following: • 
New information that could impact the original operability and reportability evaluations was not re-evaluated by shift management. • Other 
apparent problems were mentioned but were not fully addressed in the evaluation. For example, potential common cause failure mechanisms 
were included as possible apparent causes; however, the impact on like-equipment was not resolved or evaluated. • The extent of the 
evaluations and corrective actions were not always well documented. In addition, the inspectors noted that equipment problems identified 
during outages were not always evaluated for operability or reportability. In addition, causes for significant equipment problems were not 
always addressed prior to plant startup. The licensee was effective in correcting broke/fix type issues such as equipment problems, procedure 
deficiencies, and calculational errors. However, the licensee was less effective in correcting recurring human performance problems. This was 
evidenced by recurring problems associated with configuration control, contractor control, foreign material exclusion control, fire protection 
control, and rework issues. Through interviews and observations, the inspectors concluded that Braidwood established a safety-conscious work 
environment where people were not reluctant to raise issues. However, the inspectors noted that recent changes to the CAP made it somewhat 
burdensome to enter items into the corrective action program computerized process. Additionally, the inspectors ascertained that the recent 
changes to the CAP also made the trending condition report-related data burdensome by making the manipulation of the data difficult. 
Inspection Report# : 2002003(pdf)  

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

Initiating Events 

Significance:  Jun 30, 2002 
Identified By: Self Disclosing 
Item Type: FIN Finding 
OPERATOR ERROR ISOLATING HEATER DRAIN FLOW 
A finding of very low safety significance was identified through a self-revealing event when an operator inadvertently 
performed steps to isolate heater drain pump flow on Unit 1, which was operating at full power, instead of Unit 2, 
which was shutdown at the time. The primary cause of this finding was related to the cross-cutting area of Human 
Performance. Despite several unit-specific visual indications that were available, the operator did not perform adequate 
self-checking to ensure that he was on the correct unit. This finding was more than minor because it increased the 
likelihood of a reactor trip event due to low steam generator level and also could have affected the availability of the 
main feedwater mitigating system because the motor-driven main feedwater pump, if it had been operating, could have 
tripped on low suction pressure. The finding was only of very low safety significance because the exposure time was 
short, all other mitigating systems were available, and the main feedwater system could have been recovered by fairly 
simple operator actions. [This finding was determined not to be a violation of NRC requirements.] 
Inspection Report# : 2002006(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH COMPENSATORY FIREWATCHES FOR TWO REMOVED FIRE RATED 
BARRIERS 
A finding of very low safety significance was identified by the inspectors for a violation of Technical Specification Fire 
Protection Program requirements. The licensee removed two fire rated barriers (floor plugs) in the auxiliary building, 
and left them off for over five months, without establishing the required compensatory fire watches. The primary cause 
of this violation was related to the cross-cutting area of Human Performance. The licensee Fire Marshall failed to 
identify that the floor plugs were rated fire barriers, despite labels indicating that the 10 CFR 50, Appendix R, program 
applied to them, before authorizing their removal. This issue was more than minor because a fire in one elevation of the 
auxiliary building could have spread to other elevations and therefore affected redundant trains of mitigating systems. 
The issue was of very low safety significance because the inspectors could not develop realistic fire scenarios in one 
elevation that could reasonably propagate to the elevations above. The issue was a Non-Cited Violation of Technical 
Specification 5.4.1 which required the implementation of written procedures covering the Fire Protection Program. 
Inspection Report# : 2002007(pdf)  
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Barrier Integrity 

Significance:  Feb 18, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE OF VALVE TO STROKE TO THE OPEN POSITION DURING TESTING 
A finding of very low safety significance was identified through a self-revealing event when the licensee failed to 
incorporate the correct instantaneous current trip setpoint following maintenance and replacement of a safety-related, 
motor operated valve's molded case circuit breaker. This was a recurrent issue based on similar problems occurring in 
Sep 2001 and Feb 2002, and thus was related to the cross-cutting area of problem identification and resolution. This 
finding was considered more than minor, because it affected the availability of the 1B and 1D reactor containment fan 
coolers, which mitigate containment temperature and pressure increases following a design basis accident, and thus 
could affect the integrity of the containment barrier. The finding was of very low safety significance because it did not 
represent an actual reduction of the atmospheric pressure control function of the reactor containment because redundant 
equipment was available and the breaker could have been rapidly reset. The inspectors identified a Non-Cited Violation 
for the inadequate corrective action from a previous event. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2002 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH COMPENSATORY FIREWATCHES FOR TWO REMOVED FIRE RATED 
BARRIERS 
A finding of very low safety significance was identified by the inspectors for a violation of Technical Specification Fire 
Protection Program requirements. The licensee removed two fire rated barriers (floor plugs) in the auxiliary building, 
and left them off for over five months, without establishing the required compensatory fire watches. The primary cause 
of this violation was related to the cross-cutting area of Human Performance. The licensee Fire Marshall failed to 
identify that the floor plugs were rated fire barriers, despite labels indicating that the 10 CFR 50, Appendix R, program 
applied to them, before authorizing their removal. This issue was more than minor because a fire in one elevation of the 
auxiliary building could have spread to other elevations and therefore affected redundant trains of mitigating systems. 
The issue was of very low safety significance because the inspectors could not develop realistic fire scenarios in one 
elevation that could reasonably propagate to the elevations above. The issue was a Non-Cited Violation of Technical 
Specification 5.4.1 which required the implementation of written procedures covering the Fire Protection Program. 
Inspection Report# : 2002007(pdf)  

Barrier Integrity 

Significance:  Feb 18, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE OF VALVE TO STROKE TO THE OPEN POSITION DURING TESTING 
A finding of very low safety significance was identified through a self-revealing event when the licensee failed to 
incorporate the correct instantaneous current trip setpoint following maintenance and replacement of a safety-related, 
motor operated valve's molded case circuit breaker. This was a recurrent issue based on similar problems occurring in 
Sep 2001 and Feb 2002, and thus was related to the cross-cutting area of problem identification and resolution. This 
finding was considered more than minor, because it affected the availability of the 1B and 1D reactor containment fan 
coolers, which mitigate containment temperature and pressure increases following a design basis accident, and thus 
could affect the integrity of the containment barrier. The finding was of very low safety significance because it did not 
represent an actual reduction of the atmospheric pressure control function of the reactor containment because redundant 
equipment was available and the breaker could have been rapidly reset. The inspectors identified a Non-Cited Violation 
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for the inadequate corrective action from a previous event. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Mitigating Systems 
Significance: SL-IV Sep 30, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE ACCURATE PERFORMANCE INDICATOR DATA TO THE NRC 
A self-revealing issue was identified when licensee engineers noted, during a review, that they had miscalculated and 
therefore misreported in July 2001, the fault exposure time for a 1B auxiliary feedwater pump failure. The issue was 
more than minor because it caused the performance indicator to cross the Green-to-White threshold during later 
quarters. The licensee submitted the corrected data to the NRC in a special mid-quarter data submittal in August 2003 
and the issue was entered into the licensee's corrective action system. Because this issue affected the NRC's ability to 
perform its regulatory function, it was evaluated with the traditional enforcement process. The issue was determined to 
be a Severity Level IV Non-Cited Violation of 10 CFR 50.9. 
Inspection Report# : 2003006(pdf)  

Significance:  Sep 12, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSTRUMENTATIONI ASSUMPTION AT DEGRADED VOLTAGE NOT ADEQUATELY VERIFIED 
A finding of very low safety significance was identified involving a Non-Cited Violation of 10 CFR 50, Appendix B, 
Criterion III, Design Control, for the failure to maintain an accurate design basis for instrumentation required to 
function at degraded voltage conditions.  
 
This finding is greater than minor because the unverified assumption used in the degraded voltage calculation impacted 
the mitigating systems cornerstone objective of design control in that the instrumentation was not verified to operate 
under the design basis condition of degraded voltage. This finding is of very low safety significance because the 
licensee was able to subsequently verify, through calculation, that sufficient voltage was available under degraded 
voltage conditions to ensure the instrumentation would properly function. This issue was a design deficiency that was 
confirmed not to result in the loss of function in accordance with Generic Letter 91-18 (Revision 1). 
Inspection Report# : 2003007(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MOLDED CASE CIRCUIT BREAKERS NOT PERIODICALLY CYCLED/EXERCISED 
A finding of very low safety significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, 
Criterion XVI. The licensee failed to manually cycle/exercise numerous molded case circuit breakers (MCCBs) at the 
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120Vac, 125Vdc, and 480Vac voltage levels, on a pre-established periodic basis, as recommended by the MCCBs 
manufacturer, by NEMA AB-4, and as required by the Braidwood Station's Safe Shutdown Analysis.  
 
This issue was more than minor because if this concern is not corrected in a timely manner and the MCCB trip points 
drifts too high, or fails to trip, the breaker may fail to clear a load fault, as designed, and may trip the upstream motor 
control center (MCC) feed breaker resulting in the loss of the entire associated MCC. The issue was of very low safety 
significance because it did not result in loss of function per Generic Letter 91-18. This issue was a non-cited violation 
of 10 CFR 50, Appendix B, Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ASSESS AND ADDRESS COORDINATION CALCULATION 
CONCLUSIONS/RECOMMENDATIONS 
A finding of very low significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, Criterion 
XVI. The licensee failed to assess and resolve recommendations to correct conditions adverse to quality as noted in the 
conclusion section of Calculation BYR 98-293/BRW 98-1287-E, dated October 1, 2001. The purpose of the calculation 
was to evaluate the 125Vdc and 120Vac circuits that supply safe shutdown equipment for adequate coordination such 
that a fire induced fault will not impact the shutdown capability of the plant.  
 
This issue is greater than minor because if these potential breaker coordination deficiencies were not corrected in a 
timely manner the undersized breaker may fail to clear a load fault and may trip the upstream MCC feed breaker 
resulting in the loss of the entire associated MCC. The issue was of very low safety significance because it did not 
result in loss of function per Generic Letter 91-18. The issue was a non-cited violation of 10 CFR 50, Appendix B, 
Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Significance:  Feb 18, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE OF VALVE TO STROKE TO THE OPEN POSITION DURING TESTING 
A finding of very low safety significance was identified through a self-revealing event when the licensee failed to 
incorporate the correct instantaneous current trip setpoint following maintenance and replacement of a safety-related, 
motor operated valve's molded case circuit breaker. This was a recurrent issue based on similar problems occurring in 
Sep 2001 and Feb 2002, and thus was related to the cross-cutting area of problem identification and resolution. This 
finding was considered more than minor, because it affected the availability of the 1B and 1D reactor containment fan 
coolers, which mitigate containment temperature and pressure increases following a design basis accident, and thus 
could affect the integrity of the containment barrier. The finding was of very low safety significance because it did not 
represent an actual reduction of the atmospheric pressure control function of the reactor containment because redundant 
equipment was available and the breaker could have been rapidly reset. The inspectors identified a Non-Cited Violation 
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for the inadequate corrective action from a previous event. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

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

Initiating Events 

Mitigating Systems 
Significance: SL-IV Sep 30, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE ACCURATE PERFORMANCE INDICATOR DATA TO THE NRC 
A self-revealing issue was identified when licensee engineers noted, during a review, that they had miscalculated and 
therefore misreported in July 2001, the fault exposure time for a 1B auxiliary feedwater pump failure. The issue was 
more than minor because it caused the performance indicator to cross the Green-to-White threshold during later 
quarters. The licensee submitted the corrected data to the NRC in a special mid-quarter data submittal in August 2003 
and the issue was entered into the licensee's corrective action system. Because this issue affected the NRC's ability to 
perform its regulatory function, it was evaluated with the traditional enforcement process. The issue was determined to 
be a Severity Level IV Non-Cited Violation of 10 CFR 50.9. 
Inspection Report# : 2003006(pdf)  

Significance:  Sep 12, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSTRUMENTATIONI ASSUMPTION AT DEGRADED VOLTAGE NOT ADEQUATELY VERIFIED 
A finding of very low safety significance was identified involving a Non-Cited Violation of 10 CFR 50, Appendix B, 
Criterion III, Design Control, for the failure to maintain an accurate design basis for instrumentation required to 
function at degraded voltage conditions.  
 
This finding is greater than minor because the unverified assumption used in the degraded voltage calculation impacted 
the mitigating systems cornerstone objective of design control in that the instrumentation was not verified to operate 
under the design basis condition of degraded voltage. This finding is of very low safety significance because the 
licensee was able to subsequently verify, through calculation, that sufficient voltage was available under degraded 
voltage conditions to ensure the instrumentation would properly function. This issue was a design deficiency that was 
confirmed not to result in the loss of function in accordance with Generic Letter 91-18 (Revision 1). 
Inspection Report# : 2003007(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MOLDED CASE CIRCUIT BREAKERS NOT PERIODICALLY CYCLED/EXERCISED 
A finding of very low safety significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, 
Criterion XVI. The licensee failed to manually cycle/exercise numerous molded case circuit breakers (MCCBs) at the 
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120Vac, 125Vdc, and 480Vac voltage levels, on a pre-established periodic basis, as recommended by the MCCBs 
manufacturer, by NEMA AB-4, and as required by the Braidwood Station's Safe Shutdown Analysis.  
 
This issue was more than minor because if this concern is not corrected in a timely manner and the MCCB trip points 
drifts too high, or fails to trip, the breaker may fail to clear a load fault, as designed, and may trip the upstream motor 
control center (MCC) feed breaker resulting in the loss of the entire associated MCC. The issue was of very low safety 
significance because it did not result in loss of function per Generic Letter 91-18. This issue was a non-cited violation 
of 10 CFR 50, Appendix B, Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ASSESS AND ADDRESS COORDINATION CALCULATION 
CONCLUSIONS/RECOMMENDATIONS 
A finding of very low significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, Criterion 
XVI. The licensee failed to assess and resolve recommendations to correct conditions adverse to quality as noted in the 
conclusion section of Calculation BYR 98-293/BRW 98-1287-E, dated October 1, 2001. The purpose of the calculation 
was to evaluate the 125Vdc and 120Vac circuits that supply safe shutdown equipment for adequate coordination such 
that a fire induced fault will not impact the shutdown capability of the plant.  
 
This issue is greater than minor because if these potential breaker coordination deficiencies were not corrected in a 
timely manner the undersized breaker may fail to clear a load fault and may trip the upstream MCC feed breaker 
resulting in the loss of the entire associated MCC. The issue was of very low safety significance because it did not 
result in loss of function per Generic Letter 91-18. The issue was a non-cited violation of 10 CFR 50, Appendix B, 
Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY THAT CONTAINMENT ATMOSPHERE RADIATION MONITORS WERE 
INOPERABLE 
The inspectors identified a Non-Cited Violation of Criteria XVI of 10 CFR 50, Appendix B, having very low safety 
significance for failing to identify and correct a condition adverse to quality. Specifically, the licensee failed to 
recognize that the containment atmosphere radiation gaseous monitors were inoperable when it was determined that the 
monitors were not capable of detecting reactor coolant leakage in a reasonable period of time. The finding also affected 
the cross-cutting area of Problem Identification and Resolution because the issue was discovered by the licensee's staff; 
however, it was not adequately resolved until questioned by the NRC inspectors. The finding was greater than minor 
because the finding was associated with the barrier integrity cornerstone and, if left uncorrected, could result in an 
undetected reactor coolant system leak. The finding was determined to be of very low safety significance by 

Page 2 of 44Q/2003 Inspection Findings - Braidwood 1

04/22/2004file://C:\RROP\NRR\OVERSIGHT\ASSESS\BRAI1\brai1_pim.html



management review because alternate methods of detecting small reactor coolant system leaks were available. The 
licensee's corrective actions included declaring the monitor inoperable and submitting a technical specification change 
request. 
Inspection Report# : 2003008(pdf)  

Significance:  Feb 18, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE OF VALVE TO STROKE TO THE OPEN POSITION DURING TESTING 
A finding of very low safety significance was identified through a self-revealing event when the licensee failed to 
incorporate the correct instantaneous current trip setpoint following maintenance and replacement of a safety-related, 
motor operated valve's molded case circuit breaker. This was a recurrent issue based on similar problems occurring in 
Sep 2001 and Feb 2002, and thus was related to the cross-cutting area of problem identification and resolution. This 
finding was considered more than minor, because it affected the availability of the 1B and 1D reactor containment fan 
coolers, which mitigate containment temperature and pressure increases following a design basis accident, and thus 
could affect the integrity of the containment barrier. The finding was of very low safety significance because it did not 
represent an actual reduction of the atmospheric pressure control function of the reactor containment because redundant 
equipment was available and the breaker could have been rapidly reset. The inspectors identified a Non-Cited Violation 
for the inadequate corrective action from a previous event. 
Inspection Report# : 2003002(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Oct 15, 2003 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
Issues which were identified during the previous problem identification and resolution (PI&R) inspection completed in 
February 2002 and for Supplemental Inspection 95002 "Inspection For One Degraded Cornerstone or Any Three White 
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Inputs In A Strategic Performance Area," completed in December 2002 were specifically re-examined. Significant 
actions had been taken to address these issues, which appeared to be effective.  
The team concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements 
of their corrective action program (CAP). The program was a large-volume, low threshold program, supported by a 
computerized data base and primarily administered by departmental CAP Coordinators. The significance threshold for 
entering issues into the corrective action program appeared to be appropriate.  
The team developed a number of observations, including:  
• The team noted three performance trends which had not been identified by the licensee in a timely manner. This 
resulted in delayed corrective actions.  
• Assessments of numerous radiation protection (RP) problems from outage A1R10 found that many resulted, in part, 
from unanticipated conditions, which caused a significant mismatch of resources to workload within the fixed schedule. 
The licensee acted to improve future RP resource flexibility, but did not address workload adjustment.  
• The licensee continued to experience minor but recurring problems in some of the areas identified during the previous 
PI&R inspection in February 2002. While not trending in a negative direction, examples of human performance 
problems continued to be noted with foreign material exclusion control, rework, and configuration control.  
• Through interviews and observations, the team concluded that Braidwood had established a safety-conscious work 
environment where people were not reluctant to raise issues. Previously identified issues relating to staff unfamiliarity 
with the then-new processes for entering items into the computerized corrective action program, including ability to 
track and trend condition- report-related data, have been addressed in part by software improvements and by increased 
familiarity with the system.  
• The team determined that the licensee had completed essentially all of the corrective actions identified in the 
degraded cornerstone root cause investigation.  
 
Inspection Report# : 2003009(pdf)  

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

Initiating Events 

Mitigating Systems 
Significance: SL-IV Sep 30, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE ACCURATE PERFORMANCE INDICATOR DATA TO THE NRC 
A self-revealing issue was identified when licensee engineers noted, during a review, that they had miscalculated and therefore misreported in 
July 2001, the fault exposure time for a 1B auxiliary feedwater pump failure. The issue was more than minor because it caused the performance 
indicator to cross the Green-to-White threshold during later quarters. The licensee submitted the corrected data to the NRC in a special mid-
quarter data submittal in August 2003 and the issue was entered into the licensee's corrective action system. Because this issue affected the 
NRC's ability to perform its regulatory function, it was evaluated with the traditional enforcement process. The issue was determined to be a 
Severity Level IV Non-Cited Violation of 10 CFR 50.9. 
Inspection Report# : 2003006(pdf)  

Significance:  Sep 12, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSTRUMENTATIONI ASSUMPTION AT DEGRADED VOLTAGE NOT ADEQUATELY VERIFIED 
A finding of very low safety significance was identified involving a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion III, Design 
Control, for the failure to maintain an accurate design basis for instrumentation required to function at degraded voltage conditions.  
 
This finding is greater than minor because the unverified assumption used in the degraded voltage calculation impacted the mitigating systems 
cornerstone objective of design control in that the instrumentation was not verified to operate under the design basis condition of degraded 
voltage. This finding is of very low safety significance because the licensee was able to subsequently verify, through calculation, that sufficient 
voltage was available under degraded voltage conditions to ensure the instrumentation would properly function. This issue was a design 
deficiency that was confirmed not to result in the loss of function in accordance with Generic Letter 91-18 (Revision 1). 
Inspection Report# : 2003007(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ASSESS AND ADDRESS COORDINATION CALCULATION CONCLUSIONS/RECOMMENDATIONS 
A finding of very low significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, Criterion XVI. The licensee 
failed to assess and resolve recommendations to correct conditions adverse to quality as noted in the conclusion section of Calculation BYR 98-
293/BRW 98-1287-E, dated October 1, 2001. The purpose of the calculation was to evaluate the 125Vdc and 120Vac circuits that supply safe 
shutdown equipment for adequate coordination such that a fire induced fault will not impact the shutdown capability of the plant.  
 
This issue is greater than minor because if these potential breaker coordination deficiencies were not corrected in a timely manner the 
undersized breaker may fail to clear a load fault and may trip the upstream MCC feed breaker resulting in the loss of the entire associated 
MCC. The issue was of very low safety significance because it did not result in loss of function per Generic Letter 91-18. The issue was a non-
cited violation of 10 CFR 50, Appendix B, Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MOLDED CASE CIRCUIT BREAKERS NOT PERIODICALLY CYCLED/EXERCISED
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A finding of very low safety significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, Criterion XVI. The 
licensee failed to manually cycle/exercise numerous molded case circuit breakers (MCCBs) at the 120Vac, 125Vdc, and 480Vac voltage levels, 
on a pre-established periodic basis, as recommended by the MCCBs manufacturer, by NEMA AB-4, and as required by the Braidwood 
Station's Safe Shutdown Analysis.  
 
This issue was more than minor because if this concern is not corrected in a timely manner and the MCCB trip points drifts too high, or fails to 
trip, the breaker may fail to clear a load fault, as designed, and may trip the upstream motor control center (MCC) feed breaker resulting in the 
loss of the entire associated MCC. The issue was of very low safety significance because it did not result in loss of function per Generic Letter 
91-18. This issue was a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY THAT CONTAINMENT ATMOSPHERE RADIATION MONITORS WERE INOPERABLE 
The inspectors identified a Non-Cited Violation of Criteria XVI of 10 CFR 50, Appendix B, having very low safety significance for failing to 
identify and correct a condition adverse to quality. Specifically, the licensee failed to recognize that the containment atmosphere radiation 
gaseous monitors were inoperable when it was determined that the monitors were not capable of detecting reactor coolant leakage in a 
reasonable period of time. The finding also affected the cross-cutting area of Problem Identification and Resolution because the issue was 
discovered by the licensee's staff; however, it was not adequately resolved until questioned by the NRC inspectors. The finding was greater 
than minor because the finding was associated with the barrier integrity cornerstone and, if left uncorrected, could result in an undetected 
reactor coolant system leak. The finding was determined to be of very low safety significance by management review because alternate 
methods of detecting small reactor coolant system leaks were available. The licensee's corrective actions included declaring the monitor 
inoperable and submitting a technical specification change request. 
Inspection Report# : 2003008(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Miscellaneous 
Significance: N/A Oct 15, 2003 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
Issues which were identified during the previous problem identification and resolution (PI&R) inspection completed in February 2002 and for 
Supplemental Inspection 95002 "Inspection For One Degraded Cornerstone or Any Three White Inputs In A Strategic Performance Area," 
completed in December 2002 were specifically re-examined. Significant actions had been taken to address these issues, which appeared to be 
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effective.  
The team concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of their corrective action 
program (CAP). The program was a large-volume, low threshold program, supported by a computerized data base and primarily administered 
by departmental CAP Coordinators. The significance threshold for entering issues into the corrective action program appeared to be 
appropriate.  
The team developed a number of observations, including:  
• The team noted three performance trends which had not been identified by the licensee in a timely manner. This resulted in delayed corrective 
actions.  
• Assessments of numerous radiation protection (RP) problems from outage A1R10 found that many resulted, in part, from unanticipated 
conditions, which caused a significant mismatch of resources to workload within the fixed schedule. The licensee acted to improve future RP 
resource flexibility, but did not address workload adjustment.  
• The licensee continued to experience minor but recurring problems in some of the areas identified during the previous PI&R inspection in 
February 2002. While not trending in a negative direction, examples of human performance problems continued to be noted with foreign 
material exclusion control, rework, and configuration control.  
• Through interviews and observations, the team concluded that Braidwood had established a safety-conscious work environment where people 
were not reluctant to raise issues. Previously identified issues relating to staff unfamiliarity with the then-new processes for entering items into 
the computerized corrective action program, including ability to track and trend condition- report-related data, have been addressed in part by 
software improvements and by increased familiarity with the system.  
• The team determined that the licensee had completed essentially all of the corrective actions identified in the degraded cornerstone root cause 
investigation.  
 
Inspection Report# : 2003009(pdf)  

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

Initiating Events 

Mitigating Systems 
Significance: N/A May 27, 2004 
Identified By: NRC 
Item Type: FIN Finding 
RESULTS OF SUPPLEMENTAL INSPECTION FOR WHITE PI FOR U1 AUX FEEDWATER UNAVAILABILITY 
The U. S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee's root cause evaluation, extent of 
condition determination, and corrective actions for the unavailability of the Unit 1 auxiliary feedwater system since the last quarter of 2001, which 
resulted in the licensee exceeding the NRC's performance indicator threshold. The licensee's evaluations and corrective actions associated with this 
White performance indicator were previously examined by the NRC and inspection results were documented in supplemental inspection reports 50-
456/02-04(DRP) and 50-456/02-10(DRP) and in the problem identification and resolution inspection report 50-456/457/2003009(DRP). During this 
inspection, the inspector focused on licensee's evaluations and corrective actions associated with the 1B AFW Diesel Driven Pump failure on May 24, 
2003, and the July 11, 2003, airbox blower bearing failure. Based on the results of this supplemental inspection, the inspector concluded that the 
licensee had developed comprehensive root cause evaluations and corrective actions to address the concerns associated with the Braidwood Unit 1 AFW 
system White performance indicator. Additionally, an engine monitoring system was added to continuously monitor, and periodically assess, important 
engine parameters which should help in early identification of conditions which could adversely impact the ability of the diesel driven AFW pump to 
perform it's intended safety function. 
Inspection Report# : 2004005(pdf)  

Significance: SL-IV Sep 30, 2003 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE ACCURATE PERFORMANCE INDICATOR DATA TO THE NRC 
A self-revealing issue was identified when licensee engineers noted, during a review, that they had miscalculated and therefore misreported in July 
2001, the fault exposure time for a 1B auxiliary feedwater pump failure. The issue was more than minor because it caused the performance indicator to 
cross the Green-to-White threshold during later quarters. The licensee submitted the corrected data to the NRC in a special mid-quarter data submittal in 
August 2003 and the issue was entered into the licensee's corrective action system. Because this issue affected the NRC's ability to perform its 
regulatory function, it was evaluated with the traditional enforcement process. The issue was determined to be a Severity Level IV Non-Cited Violation 
of 10 CFR 50.9. 
Inspection Report# : 2003006(pdf)  

Significance:  Sep 12, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INSTRUMENTATIONI ASSUMPTION AT DEGRADED VOLTAGE NOT ADEQUATELY VERIFIED 
A finding of very low safety significance was identified involving a Non-Cited Violation of 10 CFR 50, Appendix B, Criterion III, Design Control, for 
the failure to maintain an accurate design basis for instrumentation required to function at degraded voltage conditions.  
 
This finding is greater than minor because the unverified assumption used in the degraded voltage calculation impacted the mitigating systems 
cornerstone objective of design control in that the instrumentation was not verified to operate under the design basis condition of degraded voltage. This 
finding is of very low safety significance because the licensee was able to subsequently verify, through calculation, that sufficient voltage was available 
under degraded voltage conditions to ensure the instrumentation would properly function. This issue was a design deficiency that was confirmed not to 
result in the loss of function in accordance with Generic Letter 91-18 (Revision 1). 
Inspection Report# : 2003007(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ASSESS AND ADDRESS COORDINATION CALCULATION CONCLUSIONS/RECOMMENDATIONS 
A finding of very low significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, Criterion XVI. The licensee failed to 
assess and resolve recommendations to correct conditions adverse to quality as noted in the conclusion section of Calculation BYR 98-293/BRW 98-
1287-E, dated October 1, 2001. The purpose of the calculation was to evaluate the 125Vdc and 120Vac circuits that supply safe shutdown equipment for 
adequate coordination such that a fire induced fault will not impact the shutdown capability of the plant. 
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This issue is greater than minor because if these potential breaker coordination deficiencies were not corrected in a timely manner the undersized 
breaker may fail to clear a load fault and may trip the upstream MCC feed breaker resulting in the loss of the entire associated MCC. The issue was of 
very low safety significance because it did not result in loss of function per Generic Letter 91-18. The issue was a non-cited violation of 10 CFR 50, 
Appendix B, Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Significance:  Jul 11, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MOLDED CASE CIRCUIT BREAKERS NOT PERIODICALLY CYCLED/EXERCISED 
A finding of very low safety significance was identified by the inspectors for a violation of 10 CFR 50, Appendix B, Criterion XVI. The licensee failed 
to manually cycle/exercise numerous molded case circuit breakers (MCCBs) at the 120Vac, 125Vdc, and 480Vac voltage levels, on a pre-established 
periodic basis, as recommended by the MCCBs manufacturer, by NEMA AB-4, and as required by the Braidwood Station's Safe Shutdown Analysis.  
 
This issue was more than minor because if this concern is not corrected in a timely manner and the MCCB trip points drifts too high, or fails to trip, the 
breaker may fail to clear a load fault, as designed, and may trip the upstream motor control center (MCC) feed breaker resulting in the loss of the entire 
associated MCC. The issue was of very low safety significance because it did not result in loss of function per Generic Letter 91-18. This issue was a 
non-cited violation of 10 CFR 50, Appendix B, Criterion XVI.  
 
Inspection Report# : 2003005(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
0A HYDROGEN RECOMBINER INOPERABLE FOR LONGER THAN TS ALLOWED OUTAGE TIME 
The inspectors identified a finding of very low significance when they determined that the 0A hydrogen recombiner had been inoperable for at least 43 
days, longer than its Technical Specifications allowed outage time of 30 days. The train was inoperable because of a combination of conditions which 
degraded it to the point where it could not be relied upon to perform its intended safety function. Specifically (1) the temperature controller for the 
reaction chamber temperature was erratic, causing unexpected trips of the heater breaker; (2) a procedure revision to direct operators to gradually bring 
up reaction chamber temperature by manually adjusting the temperature controller was not completed in a timely manner, nor was training held on the 
procedure; and (3) annunciators intended to alert operators to a trip of the heater breaker, or other malfunctions of the recombiner, were not functional. 
At the time the finding was identified, the temperature controller had already been replaced and tested, the procedure revision had been incorporated, 
and the repairs of the annunciators had been scheduled. The causes of this violation were related to the cross-cutting areas of Human Performance, 
because engineering personnel did not properly assess operability, and Problem Identification and Resolution, because untimely corrective actions 
resulted in the recombiner being inoperable for longer than the allowed outage time in the Technical Specifications. The finding was more than minor 
because it affected the barrier integrity cornerstone objective of providing reasonable assurance that the physical containment barrier would protect the 
public from radio nuclide releases caused by accidents or events. The finding was of very low safety significance because the hydrogen recombiner 
system is not a significant contributor to the large early release frequency for pressurized water reactors with large dry containments. This issue was 
determined to be a non-cited violation of Technical Specification 3.6.8 for failure to maintain the hydrogen recombiner operable. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY THAT CONTAINMENT ATMOSPHERE RADIATION MONITORS WERE INOPERABLE 
The inspectors identified a Non-Cited Violation of Criteria XVI of 10 CFR 50, Appendix B, having very low safety significance for failing to identify 
and correct a condition adverse to quality. Specifically, the licensee failed to recognize that the containment atmosphere radiation gaseous monitors 
were inoperable when it was determined that the monitors were not capable of detecting reactor coolant leakage in a reasonable period of time. The 
finding also affected the cross-cutting area of Problem Identification and Resolution because the issue was discovered by the licensee's staff; however, it 
was not adequately resolved until questioned by the NRC inspectors. The finding was greater than minor because the finding was associated with the 
barrier integrity cornerstone and, if left uncorrected, could result in an undetected reactor coolant system leak. The finding was determined to be of very 
low safety significance by management review because alternate methods of detecting small reactor coolant system leaks were available. The licensee's 
corrective actions included declaring the monitor inoperable and submitting a technical specification change request. 
Inspection Report# : 2003008(pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Significance: N/A Oct 15, 2003 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
Issues which were identified during the previous problem identification and resolution (PI&R) inspection completed in February 2002 and for 
Supplemental Inspection 95002 "Inspection For One Degraded Cornerstone or Any Three White Inputs In A Strategic Performance Area," completed in 
December 2002 were specifically re-examined. Significant actions had been taken to address these issues, which appeared to be effective.  
The team concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of their corrective action program 
(CAP). The program was a large-volume, low threshold program, supported by a computerized data base and primarily administered by departmental 
CAP Coordinators. The significance threshold for entering issues into the corrective action program appeared to be appropriate.  
The team developed a number of observations, including:  
• The team noted three performance trends which had not been identified by the licensee in a timely manner. This resulted in delayed corrective actions. 
• Assessments of numerous radiation protection (RP) problems from outage A1R10 found that many resulted, in part, from unanticipated conditions, 
which caused a significant mismatch of resources to workload within the fixed schedule. The licensee acted to improve future RP resource flexibility, 
but did not address workload adjustment.  
• The licensee continued to experience minor but recurring problems in some of the areas identified during the previous PI&R inspection in February 
2002. While not trending in a negative direction, examples of human performance problems continued to be noted with foreign material exclusion 
control, rework, and configuration control.  
• Through interviews and observations, the team concluded that Braidwood had established a safety-conscious work environment where people were not 
reluctant to raise issues. Previously identified issues relating to staff unfamiliarity with the then-new processes for entering items into the computerized 
corrective action program, including ability to track and trend condition- report-related data, have been addressed in part by software improvements and 
by increased familiarity with the system.  
• The team determined that the licensee had completed essentially all of the corrective actions identified in the degraded cornerstone root cause 
investigation.  
 
Inspection Report# : 2003009(pdf)  

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

Initiating Events 

Mitigating Systems 

Significance: N/A May 27, 2004 
Identified By: NRC 
Item Type: FIN Finding 
RESULTS OF SUPPLEMENTAL INSPECTION FOR WHITE PI FOR U1 AUX FEEDWATER UNAVAILABILITY 
The U. S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee's root cause evaluation, extent 
of condition determination, and corrective actions for the unavailability of the Unit 1 auxiliary feedwater system since the last quarter of 2001, 
which resulted in the licensee exceeding the NRC's performance indicator threshold. The licensee's evaluations and corrective actions 
associated with this White performance indicator were previously examined by the NRC and inspection results were documented in 
supplemental inspection reports 50-456/02-04(DRP) and 50-456/02-10(DRP) and in the problem identification and resolution inspection report 
50-456/457/2003009(DRP). During this inspection, the inspector focused on licensee's evaluations and corrective actions associated with the 
1B AFW Diesel Driven Pump failure on May 24, 2003, and the July 11, 2003, airbox blower bearing failure. Based on the results of this 
supplemental inspection, the inspector concluded that the licensee had developed comprehensive root cause evaluations and corrective actions 
to address the concerns associated with the Braidwood Unit 1 AFW system White performance indicator. Additionally, an engine monitoring 
system was added to continuously monitor, and periodically assess, important engine parameters which should help in early identification of 
conditions which could adversely impact the ability of the diesel driven AFW pump to perform it's intended safety function. 
Inspection Report# : 2004005(pdf)  

Barrier Integrity 

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE APPROPRIATE PROCEDURES FOR OPERATION OF THE HYDROGEN RECOMBINERS 
The inspectors identified a finding of very low safety significance when they noted that the procedures for operating the hydrogen recombiners, 
if followed as written, would have resulted in the recombiners operating at too low of a temperature to be effective. This was due to a revision 
that changed the startup procedure, but not the panel lineup and shutdown procedures. The causes of this violation were related to the cross-
cutting areas of Human Performance, because a system engineer failed to properly revise the procedures, and Problem Identification and 
Resolution, because the purpose of the revision was as a corrective action for a previously identified violation and was not effective. The 
condition existed for a period of 2 weeks before being identified and corrected through another procedure revision. The finding was more than 
minor because it affected the Barrier Integrity cornerstone objective of providing reasonable assurance that the physical containment barrier 
would protect the public from radio nuclide releases caused by accidents or events. The finding was of very low safety significance because the 
hydrogen recombiner system is not a significant contributor to the large early release frequency for pressurized water reactors with large dry 
containments. This issue was determined to be a non-cited violation of 10 CFR 50, Appendix B, Criteria V, for procedures that were not 
appropriate to the circumstances. 
Inspection Report# : 2004007(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
0A HYDROGEN RECOMBINER INOPERABLE FOR LONGER THAN TS ALLOWED OUTAGE TIME 
The inspectors identified a finding of very low significance when they determined that the 0A hydrogen recombiner had been inoperable for at 
least 43 days, longer than its Technical Specifications allowed outage time of 30 days. The train was inoperable because of a combination of 
conditions which degraded it to the point where it could not be relied upon to perform its intended safety function. Specifically (1) the 
temperature controller for the reaction chamber temperature was erratic, causing unexpected trips of the heater breaker; (2) a procedure revision 
to direct operators to gradually bring up reaction chamber temperature by manually adjusting the temperature controller was not completed in a 
timely manner, nor was training held on the procedure; and (3) annunciators intended to alert operators to a trip of the heater breaker, or other 
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malfunctions of the recombiner, were not functional. At the time the finding was identified, the temperature controller had already been 
replaced and tested, the procedure revision had been incorporated, and the repairs of the annunciators had been scheduled. The causes of this 
violation were related to the cross-cutting areas of Human Performance, because engineering personnel did not properly assess operability, and 
Problem Identification and Resolution, because untimely corrective actions resulted in the recombiner being inoperable for longer than the 
allowed outage time in the Technical Specifications. The finding was more than minor because it affected the barrier integrity cornerstone 
objective of providing reasonable assurance that the physical containment barrier would protect the public from radio nuclide releases caused 
by accidents or events. The finding was of very low safety significance because the hydrogen recombiner system is not a significant contributor 
to the large early release frequency for pressurized water reactors with large dry containments. This issue was determined to be a non-cited 
violation of Technical Specification 3.6.8 for failure to maintain the hydrogen recombiner operable. 
Inspection Report# : 2004004(pdf)  

Significance:  Dec 31, 2003 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY THAT CONTAINMENT ATMOSPHERE RADIATION MONITORS WERE INOPERABLE 
The inspectors identified a Non-Cited Violation of Criteria XVI of 10 CFR 50, Appendix B, having very low safety significance for failing to 
identify and correct a condition adverse to quality. Specifically, the licensee failed to recognize that the containment atmosphere radiation 
gaseous monitors were inoperable when it was determined that the monitors were not capable of detecting reactor coolant leakage in a 
reasonable period of time. The finding also affected the cross-cutting area of Problem Identification and Resolution because the issue was 
discovered by the licensee's staff; however, it was not adequately resolved until questioned by the NRC inspectors. The finding was greater 
than minor because the finding was associated with the barrier integrity cornerstone and, if left uncorrected, could result in an undetected 
reactor coolant system leak. The finding was determined to be of very low safety significance by management review because alternate 
methods of detecting small reactor coolant system leaks were available. The licensee's corrective actions included declaring the monitor 
inoperable and submitting a technical specification change request. 
Inspection Report# : 2003008(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

Significance: N/A Oct 15, 2003 
Identified By: NRC 
Item Type: FIN Finding 
IDENTIFICATION AND RESOLUTION OF PROBLEMS 
Issues which were identified during the previous problem identification and resolution (PI&R) inspection completed in February 2002 and for 
Supplemental Inspection 95002 "Inspection For One Degraded Cornerstone or Any Three White Inputs In A Strategic Performance Area," 
completed in December 2002 were specifically re-examined. Significant actions had been taken to address these issues, which appeared to be 
effective.  
The team concluded that the licensee adequately identified, evaluated, and resolved problems within the requirements of their corrective action 
program (CAP). The program was a large-volume, low threshold program, supported by a computerized data base and primarily administered 
by departmental CAP Coordinators. The significance threshold for entering issues into the corrective action program appeared to be 

Page 2 of 33Q/2004 Inspection Findings - Braidwood 1



appropriate.  
The team developed a number of observations, including:  
• The team noted three performance trends which had not been identified by the licensee in a timely manner. This resulted in delayed corrective 
actions.  
• Assessments of numerous radiation protection (RP) problems from outage A1R10 found that many resulted, in part, from unanticipated 
conditions, which caused a significant mismatch of resources to workload within the fixed schedule. The licensee acted to improve future RP 
resource flexibility, but did not address workload adjustment.  
• The licensee continued to experience minor but recurring problems in some of the areas identified during the previous PI&R inspection in 
February 2002. While not trending in a negative direction, examples of human performance problems continued to be noted with foreign 
material exclusion control, rework, and configuration control.  
• Through interviews and observations, the team concluded that Braidwood had established a safety-conscious work environment where people 
were not reluctant to raise issues. Previously identified issues relating to staff unfamiliarity with the then-new processes for entering items into 
the computerized corrective action program, including ability to track and trend condition- report-related data, have been addressed in part by 
software improvements and by increased familiarity with the system.  
• The team determined that the licensee had completed essentially all of the corrective actions identified in the degraded cornerstone root cause 
investigation.  
 
Inspection Report# : 2003009(pdf)  

Last modified : December 29, 2004 
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Braidwood 1 
4Q/2004 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INCREASED PROBABILITY OF A REACTOR TRIP DUE TO POOR MAINTENANCE THAT CAUSED AN ELECTRO-
HYDRAULIC LEAK ON THE 1C TURBINE DRIVEN FEEDWATER PUMP 
A finding of very low safety significance was identified through a self-revealing event when the main control room received low level alarms 
for the Unit 1 electro-hydraulic fluid reservoir during the return-to-service of the 1C turbine-driven feedwater pump. The primary cause of this 
event was related to the cross-cutting area of Human Performance. Licensee maintenance staff had improperly installed a servo valve on the 1C 
pump resulting in the electro-hydraulic fluid leak during the subsequent pump start. The same staff had also improperly installed a cover plate 
over the servo valve, preventing station operators from identifying the leak during post-maintenance testing. This finding was considered more 
than minor, because it increased the likelihood of a reactor transient. Specifically, the loss of electro-hydraulic fluid could have led to a turbine 
trip followed by a reactor trip, as both the 1B and C feedwater pumps and the main turbine share a common reservoir. This finding was of very 
low safety significance because of the short exposure time and the fact that the 1A motor driven feedwater pump was running and therefore 
available as a mitigating component. 
Inspection Report# : 2004008(pdf)  

Mitigating Systems 

Significance: N/A May 27, 2004 
Identified By: NRC 
Item Type: FIN Finding 
RESULTS OF SUPPLEMENTAL INSPECTION FOR WHITE PI FOR U1 AUX FEEDWATER UNAVAILABILITY 
The U. S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee's root cause evaluation, extent 
of condition determination, and corrective actions for the unavailability of the Unit 1 auxiliary feedwater system since the last quarter of 2001, 
which resulted in the licensee exceeding the NRC's performance indicator threshold. The licensee's evaluations and corrective actions 
associated with this White performance indicator were previously examined by the NRC and inspection results were documented in 
supplemental inspection reports 50-456/02-04(DRP) and 50-456/02-10(DRP) and in the problem identification and resolution inspection report 
50-456/457/2003009(DRP). During this inspection, the inspector focused on licensee's evaluations and corrective actions associated with the 
1B AFW Diesel Driven Pump failure on May 24, 2003, and the July 11, 2003, airbox blower bearing failure. Based on the results of this 
supplemental inspection, the inspector concluded that the licensee had developed comprehensive root cause evaluations and corrective actions 
to address the concerns associated with the Braidwood Unit 1 AFW system White performance indicator. Additionally, an engine monitoring 
system was added to continuously monitor, and periodically assess, important engine parameters which should help in early identification of 
conditions which could adversely impact the ability of the diesel driven AFW pump to perform it's intended safety function. 
Inspection Report# : 2004005(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW LICENSEE PROCEDURES DURING UNIT 1 CORE RELOAD 
A finding of very low safety significance was identified through a self-revealing event when, during the Unit 1 core reload, the licensee 
inadvertently bumped two fuel assemblies together. The primary cause of this event was related to the cross-cutting area of Human 
Performance; specifically, that the licensee staff failed to follow the applicable procedures controlling fuel movement. This finding was 
considered more than minor, because it challenged the integrity of the fuel cladding barrier. This finding was considered of very low safety 
significance as it only affected the fuel cladding barrier. Because of the failure to follow station procedures, the finding was considered a Non-
Cited Violation of regulatory requirements. 
Inspection Report# : 2004008(pdf)  
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Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE APPROPRIATE PROCEDURES FOR OPERATION OF THE HYDROGEN RECOMBINERS 
The inspectors identified a finding of very low safety significance when they noted that the procedures for operating the hydrogen recombiners, 
if followed as written, would have resulted in the recombiners operating at too low of a temperature to be effective. This was due to a revision 
that changed the startup procedure, but not the panel lineup and shutdown procedures. The causes of this violation were related to the cross-
cutting areas of Human Performance, because a system engineer failed to properly revise the procedures, and Problem Identification and 
Resolution, because the purpose of the revision was as a corrective action for a previously identified violation and was not effective. The 
condition existed for a period of 2 weeks before being identified and corrected through another procedure revision. The finding was more than 
minor because it affected the Barrier Integrity cornerstone objective of providing reasonable assurance that the physical containment barrier 
would protect the public from radio nuclide releases caused by accidents or events. The finding was of very low safety significance because the 
hydrogen recombiner system is not a significant contributor to the large early release frequency for pressurized water reactors with large dry 
containments. This issue was determined to be a non-cited violation of 10 CFR 50, Appendix B, Criteria V, for procedures that were not 
appropriate to the circumstances. 
Inspection Report# : 2004007(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
0A HYDROGEN RECOMBINER INOPERABLE FOR LONGER THAN TS ALLOWED OUTAGE TIME 
The inspectors identified a finding of very low significance when they determined that the 0A hydrogen recombiner had been inoperable for at 
least 43 days, longer than its Technical Specifications allowed outage time of 30 days. The train was inoperable because of a combination of 
conditions which degraded it to the point where it could not be relied upon to perform its intended safety function. Specifically (1) the 
temperature controller for the reaction chamber temperature was erratic, causing unexpected trips of the heater breaker; (2) a procedure revision 
to direct operators to gradually bring up reaction chamber temperature by manually adjusting the temperature controller was not completed in a 
timely manner, nor was training held on the procedure; and (3) annunciators intended to alert operators to a trip of the heater breaker, or other 
malfunctions of the recombiner, were not functional. At the time the finding was identified, the temperature controller had already been 
replaced and tested, the procedure revision had been incorporated, and the repairs of the annunciators had been scheduled. The causes of this 
violation were related to the cross-cutting areas of Human Performance, because engineering personnel did not properly assess operability, and 
Problem Identification and Resolution, because untimely corrective actions resulted in the recombiner being inoperable for longer than the 
allowed outage time in the Technical Specifications. The finding was more than minor because it affected the barrier integrity cornerstone 
objective of providing reasonable assurance that the physical containment barrier would protect the public from radio nuclide releases caused 
by accidents or events. The finding was of very low safety significance because the hydrogen recombiner system is not a significant contributor 
to the large early release frequency for pressurized water reactors with large dry containments. This issue was determined to be a non-cited 
violation of Technical Specification 3.6.8 for failure to maintain the hydrogen recombiner operable. 
Inspection Report# : 2004004(pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Page 2 of 34Q/2004 Inspection Findings - Braidwood 1



Miscellaneous 
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Braidwood 1 
1Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INCREASED PROBABILITY OF A REACTOR TRIP DUE TO POOR MAINTENANCE THAT CAUSED AN ELECTRO-
HYDRAULIC LEAK ON THE 1C TURBINE DRIVEN FEEDWATER PUMP 
A finding of very low safety significance was identified through a self-revealing event when the main control room received low level alarms 
for the Unit 1 electro-hydraulic fluid reservoir during the return-to-service of the 1C turbine-driven feedwater pump. The primary cause of this 
event was related to the cross-cutting area of Human Performance. Licensee maintenance staff had improperly installed a servo valve on the 1C 
pump resulting in the electro-hydraulic fluid leak during the subsequent pump start. The same staff had also improperly installed a cover plate 
over the servo valve, preventing station operators from identifying the leak during post-maintenance testing. This finding was considered more 
than minor, because it increased the likelihood of a reactor transient. Specifically, the loss of electro-hydraulic fluid could have led to a turbine 
trip followed by a reactor trip, as both the 1B and C feedwater pumps and the main turbine share a common reservoir. This finding was of very 
low safety significance because of the short exposure time and the fact that the 1A motor driven feedwater pump was running and therefore 
available as a mitigating component. 
Inspection Report# : 2004008(pdf)  

Mitigating Systems 

Significance: N/A May 27, 2004 
Identified By: NRC 
Item Type: FIN Finding 
RESULTS OF SUPPLEMENTAL INSPECTION FOR WHITE PI FOR U1 AUX FEEDWATER UNAVAILABILITY 
The U. S. Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee's root cause evaluation, extent 
of condition determination, and corrective actions for the unavailability of the Unit 1 auxiliary feedwater system since the last quarter of 2001, 
which resulted in the licensee exceeding the NRC's performance indicator threshold. The licensee's evaluations and corrective actions 
associated with this White performance indicator were previously examined by the NRC and inspection results were documented in 
supplemental inspection reports 50-456/02-04(DRP) and 50-456/02-10(DRP) and in the problem identification and resolution inspection report 
50-456/457/2003009(DRP). During this inspection, the inspector focused on licensee's evaluations and corrective actions associated with the 
1B AFW Diesel Driven Pump failure on May 24, 2003, and the July 11, 2003, airbox blower bearing failure. Based on the results of this 
supplemental inspection, the inspector concluded that the licensee had developed comprehensive root cause evaluations and corrective actions 
to address the concerns associated with the Braidwood Unit 1 AFW system White performance indicator. Additionally, an engine monitoring 
system was added to continuously monitor, and periodically assess, important engine parameters which should help in early identification of 
conditions which could adversely impact the ability of the diesel driven AFW pump to perform it's intended safety function. 
Inspection Report# : 2004005(pdf)  

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW LICENSEE PROCEDURES DURING UNIT 1 CORE RELOAD 
A finding of very low safety significance was identified through a self-revealing event when, during the Unit 1 core reload, the licensee 
inadvertently bumped two fuel assemblies together. The primary cause of this event was related to the cross-cutting area of Human 
Performance; specifically, that the licensee staff failed to follow the applicable procedures controlling fuel movement. This finding was 
considered more than minor, because it challenged the integrity of the fuel cladding barrier. This finding was considered of very low safety 
significance as it only affected the fuel cladding barrier. Because of the failure to follow station procedures, the finding was considered a Non-
Cited Violation of regulatory requirements. 
Inspection Report# : 2004008(pdf)  
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Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE APPROPRIATE PROCEDURES FOR OPERATION OF THE HYDROGEN RECOMBINERS 
The inspectors identified a finding of very low safety significance when they noted that the procedures for operating the hydrogen recombiners, 
if followed as written, would have resulted in the recombiners operating at too low of a temperature to be effective. This was due to a revision 
that changed the startup procedure, but not the panel lineup and shutdown procedures. The causes of this violation were related to the cross-
cutting areas of Human Performance, because a system engineer failed to properly revise the procedures, and Problem Identification and 
Resolution, because the purpose of the revision was as a corrective action for a previously identified violation and was not effective. The 
condition existed for a period of 2 weeks before being identified and corrected through another procedure revision. The finding was more than 
minor because it affected the Barrier Integrity cornerstone objective of providing reasonable assurance that the physical containment barrier 
would protect the public from radio nuclide releases caused by accidents or events. The finding was of very low safety significance because the 
hydrogen recombiner system is not a significant contributor to the large early release frequency for pressurized water reactors with large dry 
containments. This issue was determined to be a non-cited violation of 10 CFR 50, Appendix B, Criteria V, for procedures that were not 
appropriate to the circumstances. 
Inspection Report# : 2004007(pdf)  

Significance:  Jun 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
0A HYDROGEN RECOMBINER INOPERABLE FOR LONGER THAN TS ALLOWED OUTAGE TIME 
The inspectors identified a finding of very low significance when they determined that the 0A hydrogen recombiner had been inoperable for at 
least 43 days, longer than its Technical Specifications allowed outage time of 30 days. The train was inoperable because of a combination of 
conditions which degraded it to the point where it could not be relied upon to perform its intended safety function. Specifically (1) the 
temperature controller for the reaction chamber temperature was erratic, causing unexpected trips of the heater breaker; (2) a procedure revision 
to direct operators to gradually bring up reaction chamber temperature by manually adjusting the temperature controller was not completed in a 
timely manner, nor was training held on the procedure; and (3) annunciators intended to alert operators to a trip of the heater breaker, or other 
malfunctions of the recombiner, were not functional. At the time the finding was identified, the temperature controller had already been 
replaced and tested, the procedure revision had been incorporated, and the repairs of the annunciators had been scheduled. The causes of this 
violation were related to the cross-cutting areas of Human Performance, because engineering personnel did not properly assess operability, and 
Problem Identification and Resolution, because untimely corrective actions resulted in the recombiner being inoperable for longer than the 
allowed outage time in the Technical Specifications. The finding was more than minor because it affected the barrier integrity cornerstone 
objective of providing reasonable assurance that the physical containment barrier would protect the public from radio nuclide releases caused 
by accidents or events. The finding was of very low safety significance because the hydrogen recombiner system is not a significant contributor 
to the large early release frequency for pressurized water reactors with large dry containments. This issue was determined to be a non-cited 
violation of Technical Specification 3.6.8 for failure to maintain the hydrogen recombiner operable. 
Inspection Report# : 2004004(pdf)  
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Braidwood 1 
2Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: FIN Finding 
POOR CONTROL OF COMBUSTIBLE MATERIAL AND TEMPORARY POWER SOURCES 
A finding of very low safety significance was identified after the inspectors observed numerous fire hazards (i.e., poor control of combustible 
material and temporary power sources) during a walkdown of several non-safety related, abandoned buildings located inside the Protected 
Area. These conditions increased the potential for a loss of offsite power from an external fire, due to the proximity of the buildings to 
overhead 345 kV transmission lines and the Unit 2 safety related system auxiliary transformers. The primary cause of this finding was related 
to the cross cutting area of Human Performance (organization), because of the failure of licensee staff to follow station procedures for proper 
storage of transient combustible materials and use of temporary power sources. This finding was considered more than minor, because of the 
potential for a loss of offsite power due to an external fire. This issue also affected the Mitigating Systems cornerstone objective to ensure that 
external factors (i.e., fire, flood, etc) do not impact the availability, reliability and capability of systems that respond to initiating events in order 
to prevent core damage. The finding was of very low safety significance because there was a reasonable potential for the licensee to identify 
and respond to a fire; additionally, if offsite power were lost, both Unit 2 emergency diesel generators were available and licensee control room 
staff were routinely trained in existing station procedures for addressing this event. No violation of NRC requirements occurred. 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: FIN Finding 
INCREASED PROBABILITY OF A REACTOR TRIP DUE TO POOR MAINTENANCE THAT CAUSED AN ELECTRO-
HYDRAULIC LEAK ON THE 1C TURBINE DRIVEN FEEDWATER PUMP 
A finding of very low safety significance was identified through a self-revealing event when the main control room received low level alarms 
for the Unit 1 electro-hydraulic fluid reservoir during the return-to-service of the 1C turbine-driven feedwater pump. The primary cause of this 
event was related to the cross-cutting area of Human Performance. Licensee maintenance staff had improperly installed a servo valve on the 1C 
pump resulting in the electro-hydraulic fluid leak during the subsequent pump start. The same staff had also improperly installed a cover plate 
over the servo valve, preventing station operators from identifying the leak during post-maintenance testing. This finding was considered more 
than minor, because it increased the likelihood of a reactor transient. Specifically, the loss of electro-hydraulic fluid could have led to a turbine 
trip followed by a reactor trip, as both the 1B and C feedwater pumps and the main turbine share a common reservoir. This finding was of very 
low safety significance because of the short exposure time and the fact that the 1A motor driven feedwater pump was running and therefore 
available as a mitigating component. 
Inspection Report# : 2004008(pdf)  

Mitigating Systems 

Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self Disclosing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW LICENSEE PROCEDURES DURING UNIT 1 CORE RELOAD 
A finding of very low safety significance was identified through a self-revealing event when, during the Unit 1 core reload, the licensee 
inadvertently bumped two fuel assemblies together. The primary cause of this event was related to the cross-cutting area of Human 
Performance; specifically, that the licensee staff failed to follow the applicable procedures controlling fuel movement. This finding was 
considered more than minor, because it challenged the integrity of the fuel cladding barrier. This finding was considered of very low safety 
significance as it only affected the fuel cladding barrier. Because of the failure to follow station procedures, the finding was considered a Non-
Cited Violation of Technical Specification 5.4. 
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Inspection Report# : 2004008(pdf)  

Significance:  Sep 30, 2004 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO HAVE APPROPRIATE PROCEDURES FOR OPERATION OF THE HYDROGEN RECOMBINERS 
The inspectors identified a finding of very low safety significance when they noted that the procedures for operating the hydrogen recombiners, 
if followed as written, would have resulted in the recombiners operating at too low of a temperature to be effective. This was due to a revision 
that changed the startup procedure, but not the panel lineup and shutdown procedures. The causes of this violation were related to the cross-
cutting areas of Human Performance, because a system engineer failed to properly revise the procedures, and Problem Identification and 
Resolution, because the purpose of the revision was as a corrective action for a previously identified violation and was not effective. The 
condition existed for a period of 2 weeks before being identified and corrected through another procedure revision. The finding was more than 
minor because it affected the Barrier Integrity cornerstone objective of providing reasonable assurance that the physical containment barrier 
would protect the public from radio nuclide releases caused by accidents or events. The finding was of very low safety significance because the 
hydrogen recombiner system is not a significant contributor to the large early release frequency for pressurized water reactors with large dry 
containments. This issue was determined to be a non-cited violation of 10 CFR 50, Appendix B, Criteria V, for procedures that were not 
appropriate to the circumstances. 
Inspection Report# : 2004007(pdf)  
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Braidwood 1 
3Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: FIN Finding 
POOR CONTROL OF COMBUSTIBLE MATERIAL AND TEMPORARY POWER SOURCES 
A finding of very low safety significance was identified after the inspectors observed numerous fire hazards (i.e., poor control of combustible 
material and temporary power sources) during a walkdown of several non-safety related, abandoned buildings located inside the Protected 
Area. These conditions increased the potential for a loss of offsite power from an external fire, due to the proximity of the buildings to 
overhead 345 kV transmission lines and the Unit 2 safety related system auxiliary transformers. The primary cause of this finding was related 
to the cross cutting area of Human Performance (organization), because of the failure of licensee staff to follow station procedures for proper 
storage of transient combustible materials and use of temporary power sources. This finding was considered more than minor, because of the 
potential for a loss of offsite power due to an external fire. This issue also affected the Mitigating Systems cornerstone objective to ensure that 
external factors (i.e., fire, flood, etc) do not impact the availability, reliability and capability of systems that respond to initiating events in order 
to prevent core damage. The finding was of very low safety significance because there was a reasonable potential for the licensee to identify 
and respond to a fire; additionally, if offsite power were lost, both Unit 2 emergency diesel generators were available and licensee control room 
staff were routinely trained in existing station procedures for addressing this event. No violation of NRC requirements occurred. 
Inspection Report# : 2005002(pdf)  

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: FIN Finding 
INCREASED PROBABILITY OF A REACTOR TRIP DUE TO POOR MAINTENANCE THAT CAUSED AN ELECTRO-
HYDRAULIC LEAK ON THE 1C TURBINE DRIVEN FEEDWATER PUMP 
A finding of very low safety significance was identified through a self-revealing event when the main control room received low level alarms 
for the Unit 1 electro-hydraulic fluid reservoir during the return-to-service of the 1C turbine-driven feedwater pump. The primary cause of this 
event was related to the cross-cutting area of Human Performance. Licensee maintenance staff had improperly installed a servo valve on the 1C 
pump resulting in the electro-hydraulic fluid leak during the subsequent pump start. The same staff had also improperly installed a cover plate 
over the servo valve, preventing station operators from identifying the leak during post-maintenance testing. This finding was considered more 
than minor, because it increased the likelihood of a reactor transient. Specifically, the loss of electro-hydraulic fluid could have led to a turbine 
trip followed by a reactor trip, as both the 1B and C feedwater pumps and the main turbine share a common reservoir. This finding was of very 
low safety significance because of the short exposure time and the fact that the 1A motor driven feedwater pump was running and therefore 
available as a mitigating component. 
Inspection Report# : 2004008(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
LACK OF A BOUNDING VOLTAGE DROP CALCULATION DURING AN SI 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion 
III, "Design Control," where the licensee had no design basis calculation supporting adequate voltage levels for safety related equipment during 
a safety injection (SI). Voltage drop during an SI transient can be large and could result in operation of required safety-related equipment 
outside its design basis. After identification by the team, the licensee was able to demonstrate adequate voltage to support the operation of 
safety related equipment during this bounding voltage transient scenario. This finding was more than minor because if left uncorrected, the 
finding would become more significant. Modifications to the electrical distribution system can adversely affect the voltage for safety related 
equipment. Without a bounding voltage drop analysis to support the reliable operation of safety related equipment during an SI, these effects 
would go unnoticed causing adverse conditions during an actual SI with off-site power available. This finding was of very low safety 
significance because it screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  
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Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG SX CROSS-CONNECT NOT SUPPORTED BY DESIGN BASIS 
A finding of very low safety significance associated with a 10 CFR Part 50, Appendix B, Criterion III, "Design Control" was identified by the 
inspectors. The finding involved the operation of the emergency diesel generator jacket water coolers in a cross-connected configuration that 
was not supported by the plant's license and design basis. The licensee is evaluating the procedure for possible revision. This finding was more 
than minor because the licensee's established design and license basis for these coolers required a higher level of flow than that actually 
observed in the coolers during this cross-connected operation. The licensee had inappropriately relied on a manual operator action to justify 
operation in this configuration. This condition, if left uncorrected, would become more significant. This finding was of very low safety 
significance because it screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO LEAK TEST BURIED SX INTAKE HEADER PIPING 
The inspectors identified a finding involving a Non-Cited Violation (NCV) violation of 10 CFR Part 50.55a(g)4 having very low safety 
significance for failure to perform periodic leakage testing required by the American Society of Mechanical Engineers Code on the buried 
portions of the essential service water (SX) system intake piping. This finding was more than minor because failure to perform periodic leakage 
testing could have allowed undetected through-wall flaws to remain inservice. These undetected flaws could grow in size until leakage from the 
buried SX intake pipe degrades system operation or if sufficient general corrosion occurs, a gross rupture or collapse of the SX piping sections 
could occur. The finding was of very low safety significance because the licensee concluded that the piping systems were currently operable 
based upon pump surveillance testing which measured adequate SX system flow. The licensee also documented that piping failure was not 
anticipated due to the external pipe coating, cathodic protection and low system operating pressure. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NON-CONSERVATIVE CST INVENTORY CALCULATION 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion 
III, "Design Control" where the licensee failed to maintain an accurate design basis for the condensate storage tank (CST) useable inventory. 
The team identified an additional depletion path of CST water, the makeup valve (1(2)CD0035) from the CST to the condenser hotwell, that 
was not accounted for in the plant's calculation for useable CST volume. This finding was more than minor because it was associated with and 
affected the Mitigating Systems Cornerstone. Specifically, the capacity of the water source for the auxiliary feedwater (AFW) system was 
adversely affected by this additional depletion path. This finding was of very low safety significance because it screened out using the Phase 1 
worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PROVIDE PROCEDURE FOR RECOVERY OF POLUGGED SX STRAINER 
The inspectors identified a finding of very low risk significance for failure to provide operators with equipment, procedures and training to 
manually operate the essential service water (SX) strainers to recover the loss of automatic backwash capability. Specifically, the loss of 
automatic strainer backwash function following a seismic event would lead to SX strainer plugging and without adequate recovery procedures, 
the loss of SX system flow. This finding did not constitute a violation of NRC requirements because the strainers (aside from the pressure 
boundary) and associated backwash equipment were not considered safety-related. The inspectors determined that this finding was of more 
than minor significance because it would become a more significant safety concern if left uncorrected. Specifically, the failure to provide 
equipment, procedures and training for manually backwashing the SX strainers could result in loss of cooling to safety-related equipment 
cooled by SX following a seismic event. An NRC Regional III Senior Reactor Analyst (SRA) performed a qualitative Phase 3 risk evaluation 
and determined that the initiating event frequency of a seismic event was low. In performing this evaluation, the SRA considered the lack of 
data to support how long it would take to plug the strainers with sediment or debris and given that strainer plugging may take days, there was a 
high likelihood that recovery of the backwash function would occur. Although there were no plant procedures, the licensee had access to 
vendor documents which provided adequate instructions for the manual backwash operation, and the loss of off-site power operating procedure 
included actions to restore power to the 480 volt motor control center which supplied power to the SX strainer backwash motors and isolation 
valves. Based on these facts, the SRA determined that the finding was of very low safety significance. The licensee entered this deficiency into 
their corrective action program for resolution. 
Inspection Report# : 2005007(pdf)  
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Barrier Integrity 

Significance:  Dec 31, 2004 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW LICENSEE PROCEDURES DURING UNIT 1 CORE RELOAD 
A finding of very low safety significance was identified through a self-revealing event when, during the Unit 1 core reload, the licensee 
inadvertently bumped two fuel assemblies together. The primary cause of this event was related to the cross-cutting area of Human 
Performance; specifically, that the licensee staff failed to follow the applicable procedures controlling fuel movement. This finding was 
considered more than minor, because it challenged the integrity of the fuel cladding barrier. This finding was considered of very low safety 
significance as it only affected the fuel cladding barrier. Because of the failure to follow station procedures, the finding was considered a Non-
Cited Violation of Technical Specification 5.4. 
Inspection Report# : 2004008(pdf)  
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Braidwood 1 
4Q/2005 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2005 
Identified By: NRC 
Item Type: FIN Finding 
POOR CONTROL OF COMBUSTIBLE MATERIAL AND TEMPORARY POWER SOURCES 
A finding of very low safety significance was identified after the inspectors observed numerous fire hazards (i.e., poor control of combustible 
material and temporary power sources) during a walkdown of several non-safety related, abandoned buildings located inside the Protected 
Area. These conditions increased the potential for a loss of offsite power from an external fire, due to the proximity of the buildings to 
overhead 345 kV transmission lines and the Unit 2 safety related system auxiliary transformers. The primary cause of this finding was related 
to the cross cutting area of Human Performance (organization), because of the failure of licensee staff to follow station procedures for proper 
storage of transient combustible materials and use of temporary power sources. This finding was considered more than minor, because of the 
potential for a loss of offsite power due to an external fire. This issue also affected the Mitigating Systems cornerstone objective to ensure that 
external factors (i.e., fire, flood, etc) do not impact the availability, reliability and capability of systems that respond to initiating events in order 
to prevent core damage. The finding was of very low safety significance because there was a reasonable potential for the licensee to identify 
and respond to a fire; additionally, if offsite power were lost, both Unit 2 emergency diesel generators were available and licensee control room 
staff were routinely trained in existing station procedures for addressing this event. No violation of NRC requirements occurred. 
Inspection Report# : 2005002(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
LACK OF A BOUNDING VOLTAGE DROP CALCULATION DURING AN SI 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion 
III, "Design Control," where the licensee had no design basis calculation supporting adequate voltage levels for safety related equipment during 
a safety injection (SI). Voltage drop during an SI transient can be large and could result in operation of required safety-related equipment 
outside its design basis. After identification by the team, the licensee was able to demonstrate adequate voltage to support the operation of 
safety related equipment during this bounding voltage transient scenario. This finding was more than minor because if left uncorrected, the 
finding would become more significant. Modifications to the electrical distribution system can adversely affect the voltage for safety related 
equipment. Without a bounding voltage drop analysis to support the reliable operation of safety related equipment during an SI, these effects 
would go unnoticed causing adverse conditions during an actual SI with off-site power available. This finding was of very low safety 
significance because it screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG SX CROSS-CONNECT NOT SUPPORTED BY DESIGN BASIS 
A finding of very low safety significance associated with a 10 CFR Part 50, Appendix B, Criterion III, "Design Control" was identified by the 
inspectors. The finding involved the operation of the emergency diesel generator jacket water coolers in a cross-connected configuration that 
was not supported by the plant's license and design basis. The licensee is evaluating the procedure for possible revision. This finding was more 
than minor because the licensee's established design and license basis for these coolers required a higher level of flow than that actually 
observed in the coolers during this cross-connected operation. The licensee had inappropriately relied on a manual operator action to justify 
operation in this configuration. This condition, if left uncorrected, would become more significant. This finding was of very low safety 
significance because it screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
FAILURE TO LEAK TEST BURIED SX INTAKE HEADER PIPING 
The inspectors identified a finding involving a Non-Cited Violation (NCV) violation of 10 CFR Part 50.55a(g)4 having very low safety 
significance for failure to perform periodic leakage testing required by the American Society of Mechanical Engineers Code on the buried 
portions of the essential service water (SX) system intake piping. This finding was more than minor because failure to perform periodic leakage 
testing could have allowed undetected through-wall flaws to remain inservice. These undetected flaws could grow in size until leakage from the 
buried SX intake pipe degrades system operation or if sufficient general corrosion occurs, a gross rupture or collapse of the SX piping sections 
could occur. The finding was of very low safety significance because the licensee concluded that the piping systems were currently operable 
based upon pump surveillance testing which measured adequate SX system flow. The licensee also documented that piping failure was not 
anticipated due to the external pipe coating, cathodic protection and low system operating pressure. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NON-CONSERVATIVE CST INVENTORY CALCULATION 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion 
III, "Design Control" where the licensee failed to maintain an accurate design basis for the condensate storage tank (CST) useable inventory. 
The team identified an additional depletion path of CST water, the makeup valve (1(2)CD0035) from the CST to the condenser hotwell, that 
was not accounted for in the plant's calculation for useable CST volume. This finding was more than minor because it was associated with and 
affected the Mitigating Systems Cornerstone. Specifically, the capacity of the water source for the auxiliary feedwater (AFW) system was 
adversely affected by this additional depletion path. This finding was of very low safety significance because it screened out using the Phase 1 
worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PROVIDE PROCEDURE FOR RECOVERY OF POLUGGED SX STRAINER 
The inspectors identified a finding of very low risk significance for failure to provide operators with equipment, procedures and training to 
manually operate the essential service water (SX) strainers to recover the loss of automatic backwash capability. Specifically, the loss of 
automatic strainer backwash function following a seismic event would lead to SX strainer plugging and without adequate recovery procedures, 
the loss of SX system flow. This finding did not constitute a violation of NRC requirements because the strainers (aside from the pressure 
boundary) and associated backwash equipment were not considered safety-related. The inspectors determined that this finding was of more 
than minor significance because it would become a more significant safety concern if left uncorrected. Specifically, the failure to provide 
equipment, procedures and training for manually backwashing the SX strainers could result in loss of cooling to safety-related equipment 
cooled by SX following a seismic event. An NRC Regional III Senior Reactor Analyst (SRA) performed a qualitative Phase 3 risk evaluation 
and determined that the initiating event frequency of a seismic event was low. In performing this evaluation, the SRA considered the lack of 
data to support how long it would take to plug the strainers with sediment or debris and given that strainer plugging may take days, there was a 
high likelihood that recovery of the backwash function would occur. Although there were no plant procedures, the licensee had access to 
vendor documents which provided adequate instructions for the manual backwash operation, and the loss of off-site power operating procedure 
included actions to restore power to the 480 volt motor control center which supplied power to the SX strainer backwash motors and isolation 
valves. Based on these facts, the SRA determined that the finding was of very low safety significance. The licensee entered this deficiency into 
their corrective action program for resolution. 
Inspection Report# : 2005007(pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DECREASING THE EFFECTIVENESS OF THE EMERGENCY PLAN BY CHANGING EAL RU2 THRESHOLD THAT 
ADDRESS RADIOLOGICAL EFFLUENTS W/O PRIOR NRC APPROVAL OR ADEQUATE 10 CFR 50.54(q) REVIEW 
The inspectors identified that the licensee had changed its standard emergency action level (EAL) scheme by revising one EAL's criteria for an 
Unusual Event declaration that addressed an unplanned radiological release in excess of effluent radiation monitor readings unless the release 
could be determined to be below Offsite Dose Calculation Manual limits within 15 minutes for releases that could not be terminated in 60 
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minutes or less. The inspectors determined that this EAL change decreased the effectiveness of the emergency plan, and that the licensee did 
not obtain prior NRC approval for this change, contrary to the requirements of 10 CFR 50.54(q). The licensee is evaluating the options to 
correct the EAL.  
 
This finding was more than minor because extending the time period required for the appropriate emergency classification of a radiological 
release could adversely affect the performance of both onsite and offsite emergency actions. Because the issue affected the NRC's ability to 
perform its regulatory function, it was evaluated with the traditional enforcement process as specified in Section IV.A.3 of the Enforcement 
Policy. According to Supplement VIII of the Enforcement Policy, this finding was determined to be a Severity Level IV because it involved a 
failure to meet a requirement not directly related to assessment and notification. Further, this problem was isolated to one EAL and was not 
indicative of a functional problem with the EAL scheme. Additionally, because the violation was a Severity Level IV and the licensee entered 
this issue into its corrective action program this finding is being treated as a Severity Level IV Non-Cited Violation of 10 CFR 50.54(q). 
Inspection Report# : 2005010(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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Braidwood 1 
1Q/2006 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
LACK OF A BOUNDING VOLTAGE DROP CALCULATION DURING AN SI 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion 
III, "Design Control," where the licensee had no design basis calculation supporting adequate voltage levels for safety related equipment during 
a safety injection (SI). Voltage drop during an SI transient can be large and could result in operation of required safety-related equipment 
outside its design basis. After identification by the team, the licensee was able to demonstrate adequate voltage to support the operation of 
safety related equipment during this bounding voltage transient scenario. This finding was more than minor because if left uncorrected, the 
finding would become more significant. Modifications to the electrical distribution system can adversely affect the voltage for safety related 
equipment. Without a bounding voltage drop analysis to support the reliable operation of safety related equipment during an SI, these effects 
would go unnoticed causing adverse conditions during an actual SI with off-site power available. This finding was of very low safety 
significance because it screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG SX CROSS-CONNECT NOT SUPPORTED BY DESIGN BASIS 
A finding of very low safety significance associated with a 10 CFR Part 50, Appendix B, Criterion III, "Design Control" was identified by the 
inspectors. The finding involved the operation of the emergency diesel generator jacket water coolers in a cross-connected configuration that 
was not supported by the plant's license and design basis. The licensee is evaluating the procedure for possible revision. This finding was more 
than minor because the licensee's established design and license basis for these coolers required a higher level of flow than that actually 
observed in the coolers during this cross-connected operation. The licensee had inappropriately relied on a manual operator action to justify 
operation in this configuration. This condition, if left uncorrected, would become more significant. This finding was of very low safety 
significance because it screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO LEAK TEST BURIED SX INTAKE HEADER PIPING 
The inspectors identified a finding involving a Non-Cited Violation (NCV) violation of 10 CFR Part 50.55a(g)4 having very low safety 
significance for failure to perform periodic leakage testing required by the American Society of Mechanical Engineers Code on the buried 
portions of the essential service water (SX) system intake piping. This finding was more than minor because failure to perform periodic leakage 
testing could have allowed undetected through-wall flaws to remain inservice. These undetected flaws could grow in size until leakage from the 
buried SX intake pipe degrades system operation or if sufficient general corrosion occurs, a gross rupture or collapse of the SX piping sections 
could occur. The finding was of very low safety significance because the licensee concluded that the piping systems were currently operable 
based upon pump surveillance testing which measured adequate SX system flow. The licensee also documented that piping failure was not 
anticipated due to the external pipe coating, cathodic protection and low system operating pressure. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NON-CONSERVATIVE CST INVENTORY CALCULATION 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion 
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III, "Design Control" where the licensee failed to maintain an accurate design basis for the condensate storage tank (CST) useable inventory. 
The team identified an additional depletion path of CST water, the makeup valve (1(2)CD0035) from the CST to the condenser hotwell, that 
was not accounted for in the plant's calculation for useable CST volume. This finding was more than minor because it was associated with and 
affected the Mitigating Systems Cornerstone. Specifically, the capacity of the water source for the auxiliary feedwater (AFW) system was 
adversely affected by this additional depletion path. This finding was of very low safety significance because it screened out using the Phase 1 
worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PROVIDE PROCEDURE FOR RECOVERY OF POLUGGED SX STRAINER 
The inspectors identified a finding of very low risk significance for failure to provide operators with equipment, procedures and training to 
manually operate the essential service water (SX) strainers to recover the loss of automatic backwash capability. Specifically, the loss of 
automatic strainer backwash function following a seismic event would lead to SX strainer plugging and without adequate recovery procedures, 
the loss of SX system flow. This finding did not constitute a violation of NRC requirements because the strainers (aside from the pressure 
boundary) and associated backwash equipment were not considered safety-related. The inspectors determined that this finding was of more 
than minor significance because it would become a more significant safety concern if left uncorrected. Specifically, the failure to provide 
equipment, procedures and training for manually backwashing the SX strainers could result in loss of cooling to safety-related equipment 
cooled by SX following a seismic event. An NRC Regional III Senior Reactor Analyst (SRA) performed a qualitative Phase 3 risk evaluation 
and determined that the initiating event frequency of a seismic event was low. In performing this evaluation, the SRA considered the lack of 
data to support how long it would take to plug the strainers with sediment or debris and given that strainer plugging may take days, there was a 
high likelihood that recovery of the backwash function would occur. Although there were no plant procedures, the licensee had access to 
vendor documents which provided adequate instructions for the manual backwash operation, and the loss of off-site power operating procedure 
included actions to restore power to the 480 volt motor control center which supplied power to the SX strainer backwash motors and isolation 
valves. Based on these facts, the SRA determined that the finding was of very low safety significance. The licensee entered this deficiency into 
their corrective action program for resolution. 
Inspection Report# : 2005007(pdf)  

Barrier Integrity 

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
LICENSED MAXIMUM POWER LEVEL EXCEEDED DUE TO FEEDWATER HEATER TRANSIENT 
A finding of very low safety significance and associated Non-Cited Violation of Licensee Condition 2.C(1) “Maximum Power Level,” was 
self-revealed during the November 18, 2004, feedwater heater transient, which resulted in an increase of reactor power as high as 103.3 
percent. Power was returned below the maximum licensed power by an automatic control rod stop and a turbine runback. This finding was 
considered more than minor because it had a credible impact on safety, in that exceeding the maximum allowed power level potentially 
challenged the integrity of the reactor coolant and fuel integrity barriers. This finding affected the Barrier Integrity Cornerstone and was 
considered to have a very low safety significance (Green). Specifically, using the SDP Phase 1 screening worksheet (IMC 0609, Appendix A, 
Attachment 1), the inspectors determined that the actual increase in reactor power did not significantly challenge either the reactor coolant or 
fuel integrity barriers. 
Inspection Report# : 2006002(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DECREASING THE EFFECTIVENESS OF THE EMERGENCY PLAN BY CHANGING EAL RU2 THRESHOLD THAT 
ADDRESS RADIOLOGICAL EFFLUENTS W/O PRIOR NRC APPROVAL OR ADEQUATE 10 CFR 50.54(q) REVIEW 
The inspectors identified that the licensee had changed its standard emergency action level (EAL) scheme by revising one EAL's criteria for an 
Unusual Event declaration that addressed an unplanned radiological release in excess of effluent radiation monitor readings unless the release 
could be determined to be below Offsite Dose Calculation Manual limits within 15 minutes for releases that could not be terminated in 60 
minutes or less. The inspectors determined that this EAL change decreased the effectiveness of the emergency plan, and that the licensee did 
not obtain prior NRC approval for this change, contrary to the requirements of 10 CFR 50.54(q). The licensee is evaluating the options to 
correct the EAL.  

Page 2 of 31Q/2006 Inspection Findings - Braidwood 1



 
This finding was more than minor because extending the time period required for the appropriate emergency classification of a radiological 
release could adversely affect the performance of both onsite and offsite emergency actions. Because the issue affected the NRC's ability to 
perform its regulatory function, it was evaluated with the traditional enforcement process as specified in Section IV.A.3 of the Enforcement 
Policy. According to Supplement VIII of the Enforcement Policy, this finding was determined to be a Severity Level IV because it involved a 
failure to meet a requirement not directly related to assessment and notification. Further, this problem was isolated to one EAL and was not 
indicative of a functional problem with the EAL scheme. Additionally, because the violation was a Severity Level IV and the licensee entered 
this issue into its corrective action program this finding is being treated as a Severity Level IV Non-Cited Violation of 10 CFR 50.54(q). 
Inspection Report# : 2005010(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Transient Combustibles 
Failure to implement the licensee’s procedure for control of combustible materials. Licensee personnel staged unattended transient combustible 
materials near vertical cable tray risers in the auxiliary building contary to the licensee’s procedure for control of combustible materials which 
implemented a license condition requirement. This finding was related to the Work Control attribute of the cross-cutting area of Human 
Performance. 
Inspection Report# : 2006009(pdf)  

Mitigating Systems 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pre-Fire Plan 
A finding for a violation of Braidwood’s license condition 2.E for fire protection. The licensee failed to include information in the Braidwood’s pre-
fire plans to assist the fire brigade in being better prepared to fight a fire. Specifically, the licensee failed to include the presence of two compressed 
gas cylinders contained a mixture of hydrogen (22%) and nitrogen (78%) gases in their pre-fire plan for fire zone 11.5-0 (Unit 1 Auxiliary Building 
General Area - Elevation 401'-0"). 
Inspection Report# : 2006009(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN FIRE BARRIER IN ACCORDANCE WITH FIRE PROTECTION PROGRAM 
The inspectors identified a Non-Cited Violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, Condition 2.E, for failing to 
maintain the firewall separating the fuel handling building and the auxiliary building in accordance with the approved fire protection program. Fire 
dampers were required to be provided in this firewall, except where an evaluation had been performed and approved to allow a deviation. Dampers 
were not installed in two ventilation ducts in the firewall separating the spent fuel pool heat exchanger rooms of the fuel handling building and the 
Unit 1 and Unit 2 containment pipe penetration areas of the auxiliary building; also, no evaluation or exemption existed to justify this configuration. 
The licensee entered the issue into its corrective action program for resolution, implemented compensatory measures that included hourly fire 
watches, and notified Byron Station. The condition was later confirmed to exist there as well. This finding was more than minor because it affected 
the Mitigating Systems Cornerstone objective to ensure that external factors (i.e., fire, flood, etc) do not impact the availability, reliability and 
capability of systems that respond to initiating events. The finding was of very low safety significance because the steel ventilation duct provided a 
minimum of 60 minutes fire endurance protection and the location of combustibles were positioned such that the unprotected duct penetration 
would not be subjected to direct flame impingement. 
Inspection Report# : 2006003(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
LACK OF A BOUNDING VOLTAGE DROP CALCULATION DURING AN SI 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion III, 
"Design Control," where the licensee had no design basis calculation supporting adequate voltage levels for safety related equipment during a safety 
injection (SI). Voltage drop during an SI transient can be large and could result in operation of required safety-related equipment outside its design 
basis. After identification by the team, the licensee was able to demonstrate adequate voltage to support the operation of safety related equipment 
during this bounding voltage transient scenario. This finding was more than minor because if left uncorrected, the finding would become more 
significant. Modifications to the electrical distribution system can adversely affect the voltage for safety related equipment. Without a bounding 
voltage drop analysis to support the reliable operation of safety related equipment during an SI, these effects would go unnoticed causing adverse 
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conditions during an actual SI with off-site power available. This finding was of very low safety significance because it screened out using the 
Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDG SX CROSS-CONNECT NOT SUPPORTED BY DESIGN BASIS 
A finding of very low safety significance associated with a 10 CFR Part 50, Appendix B, Criterion III, "Design Control" was identified by the 
inspectors. The finding involved the operation of the emergency diesel generator jacket water coolers in a cross-connected configuration that was 
not supported by the plant's license and design basis. The licensee is evaluating the procedure for possible revision. This finding was more than 
minor because the licensee's established design and license basis for these coolers required a higher level of flow than that actually observed in the 
coolers during this cross-connected operation. The licensee had inappropriately relied on a manual operator action to justify operation in this 
configuration. This condition, if left uncorrected, would become more significant. This finding was of very low safety significance because it 
screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO LEAK TEST BURIED SX INTAKE HEADER PIPING 
The inspectors identified a finding involving a Non-Cited Violation (NCV) violation of 10 CFR Part 50.55a(g)4 having very low safety significance 
for failure to perform periodic leakage testing required by the American Society of Mechanical Engineers Code on the buried portions of the 
essential service water (SX) system intake piping. This finding was more than minor because failure to perform periodic leakage testing could have 
allowed undetected through-wall flaws to remain inservice. These undetected flaws could grow in size until leakage from the buried SX intake pipe 
degrades system operation or if sufficient general corrosion occurs, a gross rupture or collapse of the SX piping sections could occur. The finding 
was of very low safety significance because the licensee concluded that the piping systems were currently operable based upon pump surveillance 
testing which measured adequate SX system flow. The licensee also documented that piping failure was not anticipated due to the external pipe 
coating, cathodic protection and low system operating pressure. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
NON-CONSERVATIVE CST INVENTORY CALCULATION 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion III, 
"Design Control" where the licensee failed to maintain an accurate design basis for the condensate storage tank (CST) useable inventory. The team 
identified an additional depletion path of CST water, the makeup valve (1(2)CD0035) from the CST to the condenser hotwell, that was not 
accounted for in the plant's calculation for useable CST volume. This finding was more than minor because it was associated with and affected the 
Mitigating Systems Cornerstone. Specifically, the capacity of the water source for the auxiliary feedwater (AFW) system was adversely affected by 
this additional depletion path. This finding was of very low safety significance because it screened out using the Phase 1 worksheet. 
Inspection Report# : 2005007(pdf)  

Significance:  Sep 30, 2005 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PROVIDE PROCEDURE FOR RECOVERY OF POLUGGED SX STRAINER 
The inspectors identified a finding of very low risk significance for failure to provide operators with equipment, procedures and training to 
manually operate the essential service water (SX) strainers to recover the loss of automatic backwash capability. Specifically, the loss of automatic 
strainer backwash function following a seismic event would lead to SX strainer plugging and without adequate recovery procedures, the loss of SX 
system flow. This finding did not constitute a violation of NRC requirements because the strainers (aside from the pressure boundary) and 
associated backwash equipment were not considered safety-related. The inspectors determined that this finding was of more than minor significance 
because it would become a more significant safety concern if left uncorrected. Specifically, the failure to provide equipment, procedures and 
training for manually backwashing the SX strainers could result in loss of cooling to safety-related equipment cooled by SX following a seismic 
event. An NRC Regional III Senior Reactor Analyst (SRA) performed a qualitative Phase 3 risk evaluation and determined that the initiating event 
frequency of a seismic event was low. In performing this evaluation, the SRA considered the lack of data to support how long it would take to plug 
the strainers with sediment or debris and given that strainer plugging may take days, there was a high likelihood that recovery of the backwash 
function would occur. Although there were no plant procedures, the licensee had access to vendor documents which provided adequate instructions 
for the manual backwash operation, and the loss of off-site power operating procedure included actions to restore power to the 480 volt motor 
control center which supplied power to the SX strainer backwash motors and isolation valves. Based on these facts, the SRA determined that the 
finding was of very low safety significance. The licensee entered this deficiency into their corrective action program for resolution. 
Inspection Report# : 2005007(pdf)  
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Barrier Integrity 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, Appendix B, Criterion 
XVI, “Corrective Action.” Specifically, the licensee failed to identify and revise a Braidwood’s procedure to provide appropriate compensatory 
measures when opening the control room ventilation duct access panels. The inspectors determined that this issue also affected the cross-cutting 
area of Problem Identification and Resolution.  
 
Inspection Report# : 2006009(pdf)  

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
LICENSED MAXIMUM POWER LEVEL EXCEEDED DUE TO FEEDWATER HEATER TRANSIENT 
A finding of very low safety significance and associated Non-Cited Violation of Licensee Condition 2.C(1) “Maximum Power Level,” was self-
revealed during the November 18, 2004, feedwater heater transient, which resulted in an increase of reactor power as high as 103.3 percent. Power 
was returned below the maximum licensed power by an automatic control rod stop and a turbine runback. This finding was considered more than 
minor because it had a credible impact on safety, in that exceeding the maximum allowed power level potentially challenged the integrity of the 
reactor coolant and fuel integrity barriers. This finding affected the Barrier Integrity Cornerstone and was considered to have a very low safety 
significance (Green). Specifically, using the SDP Phase 1 screening worksheet (IMC 0609, Appendix A, Attachment 1), the inspectors determined 
that the actual increase in reactor power did not significantly challenge either the reactor coolant or fuel integrity barriers. 
Inspection Report# : 2006002(pdf)  

Emergency Preparedness 

Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DECREASING THE EFFECTIVENESS OF THE EMERGENCY PLAN BY CHANGING EAL RU2 THRESHOLD THAT ADDRESS 
RADIOLOGICAL EFFLUENTS W/O PRIOR NRC APPROVAL OR ADEQUATE 10 CFR 50.54(q) REVIEW 
The inspectors identified that the licensee had changed its standard emergency action level (EAL) scheme by revising one EAL's criteria for an 
Unusual Event declaration that addressed an unplanned radiological release in excess of effluent radiation monitor readings unless the release could 
be determined to be below Offsite Dose Calculation Manual limits within 15 minutes for releases that could not be terminated in 60 minutes or less. 
The inspectors determined that this EAL change decreased the effectiveness of the emergency plan, and that the licensee did not obtain prior NRC 
approval for this change, contrary to the requirements of 10 CFR 50.54(q). The licensee is evaluating the options to correct the EAL.  
 
This finding was more than minor because extending the time period required for the appropriate emergency classification of a radiological release 
could adversely affect the performance of both onsite and offsite emergency actions. Because the issue affected the NRC's ability to perform its 
regulatory function, it was evaluated with the traditional enforcement process as specified in Section IV.A.3 of the Enforcement Policy. According 
to Supplement VIII of the Enforcement Policy, this finding was determined to be a Severity Level IV because it involved a failure to meet a 
requirement not directly related to assessment and notification. Further, this problem was isolated to one EAL and was not indicative of a functional 
problem with the EAL scheme. Additionally, because the violation was a Severity Level IV and the licensee entered this issue into its corrective 
action program this finding is being treated as a Severity Level IV Non-Cited Violation of 10 CFR 50.54(q). 
Inspection Report# : 2005010(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 
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Significance:  May 25, 2006 
Identified By: NRC 
Item Type: VIO Violation 
Braidwood Tritium WHITE finding - failure to survey 
10 CFR 20.1501 requires that each licensee make or cause to be made surveys that may be necessary for the licensee to comply with the regulations 
in Part 20 and that are reasonable under the circumstances to evaluate the extent of radiation levels, concentrations or quantities of radioactive 
materials, and the potential radiological hazards that could be present. Pursuant to 10 CFR 20.1003, survey means an evaluation of the radiological 
conditions and potential hazards incident to the production, use, transfer, release, disposal, or presence of radioactive material or other sources of 
radiation.  
 
10 CFR 20.1301 requires the licensee to conduct operations so that the total effective dose equivalent to individual members of the public from the 
licensed operation does not exceed 0.1 rem (1 mSv) in a year.  
 
Between November 1996 and March 2005, the licensee did not make surveys to evaluate the potential hazards and to assure compliance with 10 
CFR 20.1301, which limits radiation exposure to members of the public from licensed operations to 0.1 rem. Specifically, in November 1996, 
December 1998, and November 2000, failed vacuum breakers in the licensee’s radioactive waste blowdown line resulted in large volumes of liquid 
contaminated with licensed material to leak in an uncontrolled manner to the unrestricted areas. Following the identified releases of radioactive 
material, the licensee failed to perform an adequate radiological survey to identify the extent of radiation levels, to evaluate the potential hazards 
associated with the radioactive material, and to ensure that the dose to the public did not exceed the levels specified in 10 CFR 20.1301. (AV 
05000456, 457/2006008-01)  
 
Technical Specification 6.8.4.e.5 requires that the licensee maintain and implement a program to determine the cumulative dose contributions from 
liquid effluents for the current calendar quarter and the current calendar year in accordance with the methodology and parameters in the Offsite 
Dose Calculation Manual (ODCM) at least once per 31 days.  
 
Between November 1996 and March 2006, the licensee failed to determine the cumulative dose contributions from liquid effluents that 
inadvertently leaked into onsite and offsite groundwater (resulting from failed vacuum breakers along the circulating water blowdown line in 1996, 
1998, and 2000) in accordance with the methodology and parameters in the ODCM within 31 days. Specifically, an estimated 250,000 gallon leak 
from Vacuum Breaker No.1 in November 1996 released water with radioactive material to the groundwater pathway; however, the licensee did not 
determine the dose from the release. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water with 
radioactive material to the groundwater pathway; however, the licensee did not determine the dose from the release. In November 2000, an 
estimated 3 million gallon leak from Vacuum Breaker No. 2 released water with radioactive material to the groundwater pathway; however, the 
licensee did not determine the dose from the release. (AV 05000456, 457/2006008-02)  
 
Technical Specification 6.9.1.6 requires that the Annual Radiological Environmental Operating Report include summaries, interpretations, and 
analyses of trends of the results of the radiological environmental monitoring program for the reporting period and that the material shall be 
consistent with the objectives outlined in the Offsite Dose Calculation Manual (ODCM) and in 10 CFR Part 50, Appendix I, Sections IV.B.2, 
IV.B.3, and IV.C.  
 
10 CFR Part 50, Appendix I, Section IV.B.2 states the licensee shall establish an appropriate surveillance and monitoring program to provide data 
on measurable levels of radiation and radioactive materials in the environment to evaluate the relationship between quantities of radioactive material 
released in effluents and resultant doses to individuals from principal pathways of exposure.  
 
Between November 1996 and March 2006, the licensee did not establish an appropriate surveillance and monitoring program to evaluate the 
relationship between quantities of radioactive material released in effluents and resultant doses to individuals from principal pathways of exposure. 
Specifically, the unplanned radioactive material released in 1996, 1998, and 2000 from the circulating water blowdown line vacuum breakers 
constituted new principal pathways of exposure (i.e., the groundwater pathway) which the licensee had not adequately evaluated with the existing 
Radiological Effluent Monitoring Program (REMP). (AV 05000456, 457/2006008-03)  
 
After considering the information developed during the inspection, the NRC has concluded that the inspection finding is appropriately characterized 
as White. The NRC also determined that the inspection finding involved three violations of NRC requirements, as cited in the attached Notice of 
Violation (Notice). The three violations involved your staff’s failure to: 1) perform adequate radiological surveys, as required by 10 CFR 20.1501; 
2) adequately implement a program to assess the cumulative dose contributions, as required by Technical Specification 6.8.4.e.5; and 3) conduct an 
adequate environmental monitoring program to provide data on measurable levels of radiation and radioactivity in the environment resulting from 
the releases, as required by Technical Specification 6.9.1.6. The circumstances surrounding the violations are described in detail within NRC 
Inspection Report 05000456/2006008; 05000457/2006008 (DRS). In accordance with the NRC Enforcement Policy, the Notice of Violation is 
considered an escalated enforcement action because it is associated with a White finding. 
Inspection Report# : 2006008(pdf)  
Inspection Report# : 2006012(pdf)  

Significance:  May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to maintain records (50.75g) 
10 CFR 50.75(g) requires each licensee to keep records of information important to the safe and effective decommissioning of the facility in an 
identified location until the license is terminated by the Commission. The Commission considers information important to the decommissioning to 
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include records of spills or other unusual occurrences involving the spread of contamination in and around the facility, equipment, or site. These 
records may be limited to instances when significant contamination remains after any cleanup procedures or when there is reasonable likelihood that 
contaminants may have spread to inaccessible areas as in the case of possible seepage into porous materials such as concrete. These records must 
include any known information on identification of involved nuclides, quantities, forms, and concentrations.  
 
As of March 6, 2006, the licensee did not keep records of spills or other unusual occurrences involving the spread of contamination in and around 
the facility for the 1996 or 1998 unplanned radioactive releases from the circulating water blowdown line vacuum breakers. Specifically, in 
November 1996, an estimated 250,000 gallon leak from Vacuum Breaker No. 1 released water with unknown quantities of radioactive material to 
the groundwater pathway that was not recorded. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water 
with unknown quantities of radioactive material to the groundwater pathway that was not recorded. (AV 05000456, 457/2006008-04).  
 
The failure to maintain complete records of the spread of contamination from the vacuum breaker valve leaks was determined to be an inspection 
finding of low safety significance (Green). This inspection finding was also determined to be a violation of 10 CFR 50.75(g), which requires 
licensees to maintain records of information important to the safe and effective decommissioning of the facility.  
 
Inspection Report# : 2006008(pdf)  
Inspection Report# : 2006012(pdf)  

Significance: SL-IV May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to report 
Technical Specification 6.9.1.7 requires that the Radioactive Effluent Release Report include a summary of the quantities of radioactive liquid and 
gaseous effluent and solid waste released from the facility during the prior year and that the material shall be consistent with the objectives outlined 
in the ODCM and in 10 CFR Part 50, Appendix I, Section IV.B.1.  
 
The ODCM Section 12.6.2 requires, in part, that the Annual Radioactive Effluent Release Report include a list and description of unplanned 
releases from the site to areas beyond the site boundary of radioactive materials in gaseous and liquid effluents made during the reporting period.  
 
As of March 6, 2006, the licensee failed to identify the occurrence of unplanned releases of radioactive liquid effluent that correspond to the 
vacuum breaker leaks to areas beyond the site boundary in the 1996 and 1998 Annual Radiological Environmental Operating Reports. Specifically, 
in November 1996, an estimated 250,000 gallon leak from Vacuum Breaker No. 1 released water with unknown quantities of radioactive material to 
the groundwater pathway that was not reported in the 1996 annual report. In December 1998, an estimated 3 million gallon leak from Vacuum 
Breaker No. 3 released water with unknown quantities of radioactive material to the groundwater pathway that was not reported in the 1998 annual 
report. (AV 05000456, 457/2006008-05)  
 
The failure to fully report the leaks from the vacuum breaker valves in annual reports submitted to the NRC, as required by Technical 
Specifications, was determined to be a Severity Level IV violation of NRC requirements.  
 
Inspection Report# : 2006008(pdf)  
Inspection Report# : 2006012(pdf)  

Physical Protection 

Physical Protection information not publicly available. 

Miscellaneous 

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Transient Combustibles 
Failure to implement the licensee’s procedure for control of combustible materials. Licensee personnel staged unattended 
transient combustible materials near vertical cable tray risers in the auxiliary building contary to the licensee’s procedure 
for control of combustible materials which implemented a license condition requirement. This finding was related to the 
Work Control attribute of the cross-cutting area of Human Performance. 
Inspection Report# : 2006009(pdf)  

Mitigating Systems 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ELECTRICALLY SUPERVISED FIRE DOORS IN ACCORDANCE WITH THE 
FIRE PROTECTION PROGRAM 
The inspectors identified a non-cited violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, 
condition 2.E, for failing to maintain electrical supervision for fire doors between the diesel generator rooms and their 
associated ventilation shaft rooms as required by the approved Fire Protection Report. The diesel generator rooms were 
protected by automatic total flooding gas suppression systems for which NRC fire protection regulations require electrical 
supervision or that a justification for an exception be given in the Fire Protection Report. The licensee had taken no 
exception for those doors. The licensee entered the issue into its corrective action program for resolution, and evaluated the 
condition as being acceptable in the interim due to frequent surveillance of the doors and the infrequency of their use. This 
finding was more than minor because it affected the Mitigating Systems Cornerstone objective to ensure that external 
factors (i.e., fire, flood, etc) do not impact the availability, reliability, and capability of systems that respond to initiating 
events. The finding was of very low safety significance because the issue only affected suppression, not detection or 
ignition, and a review of the history of the doors indicated that finding them open during the daily surveillances was 
extremely rare. In addition, failure of the gaseous suppression system to extinguish a diesel room fire due to one of the the 
doors being open, would not lead to the fire spreading to other areas except for the ventilation shaft, which was in the same 
fire zone. 
Inspection Report# : 2006004(pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pre-Fire Plan 
A finding for a violation of Braidwood’s license condition 2.E for fire protection. The licensee failed to include information 
in the Braidwood’s pre-fire plans to assist the fire brigade in being better prepared to fight a fire. Specifically, the licensee 
failed to include the presence of two compressed gas cylinders contained a mixture of hydrogen (22%) and nitrogen (78%) 
gases in their pre-fire plan for fire zone 11.5-0 (Unit 1 Auxiliary Building General Area - Elevation 401'-0"). 
Inspection Report# : 2006009(pdf)  
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Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN FIRE BARRIER IN ACCORDANCE WITH FIRE PROTECTION PROGRAM 
The inspectors identified a Non-Cited Violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, 
Condition 2.E, for failing to maintain the firewall separating the fuel handling building and the auxiliary building in 
accordance with the approved fire protection program. Fire dampers were required to be provided in this firewall, except 
where an evaluation had been performed and approved to allow a deviation. Dampers were not installed in two ventilation 
ducts in the firewall separating the spent fuel pool heat exchanger rooms of the fuel handling building and the Unit 1 and 
Unit 2 containment pipe penetration areas of the auxiliary building; also, no evaluation or exemption existed to justify this 
configuration. The licensee entered the issue into its corrective action program for resolution, implemented compensatory 
measures that included hourly fire watches, and notified Byron Station. The condition was later confirmed to exist there as 
well. This finding was more than minor because it affected the Mitigating Systems Cornerstone objective to ensure that 
external factors (i.e., fire, flood, etc) do not impact the availability, reliability and capability of systems that respond to 
initiating events. The finding was of very low safety significance because the steel ventilation duct provided a minimum of 
60 minutes fire endurance protection and the location of combustibles were positioned such that the unprotected duct 
penetration would not be subjected to direct flame impingement. 
Inspection Report# : 2006003(pdf)  

Barrier Integrity 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action.” Specifically, the licensee failed to identify and revise a Braidwood’s 
procedure to provide appropriate compensatory measures when opening the control room ventilation duct access panels. 
The inspectors determined that this issue also affected the cross-cutting area of Problem Identification and Resolution.  
 
Inspection Report# : 2006009(pdf)  

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
LICENSED MAXIMUM POWER LEVEL EXCEEDED DUE TO FEEDWATER HEATER TRANSIENT 
A finding of very low safety significance and associated Non-Cited Violation of Licensee Condition 2.C(1) “Maximum 
Power Level,” was self-revealed during the November 18, 2004, feedwater heater transient, which resulted in an increase of 
reactor power as high as 103.3 percent. Power was returned below the maximum licensed power by an automatic control 
rod stop and a turbine runback. This finding was considered more than minor because it had a credible impact on safety, in 
that exceeding the maximum allowed power level potentially challenged the integrity of the reactor coolant and fuel 
integrity barriers. This finding affected the Barrier Integrity Cornerstone and was considered to have a very low safety 
significance (Green). Specifically, using the SDP Phase 1 screening worksheet (IMC 0609, Appendix A, Attachment 1), the 
inspectors determined that the actual increase in reactor power did not significantly challenge either the reactor coolant or 
fuel integrity barriers. 
Inspection Report# : 2006002(pdf)  

Emergency Preparedness 
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Significance: SL-IV Dec 31, 2005 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DECREASING THE EFFECTIVENESS OF THE EMERGENCY PLAN BY CHANGING EAL RU2 
THRESHOLD THAT ADDRESS RADIOLOGICAL EFFLUENTS W/O PRIOR NRC APPROVAL OR 
ADEQUATE 10 CFR 50.54(q) REVIEW 
The inspectors identified that the licensee had changed its standard emergency action level (EAL) scheme by revising one 
EAL's criteria for an Unusual Event declaration that addressed an unplanned radiological release in excess of effluent 
radiation monitor readings unless the release could be determined to be below Offsite Dose Calculation Manual limits 
within 15 minutes for releases that could not be terminated in 60 minutes or less. The inspectors determined that this EAL 
change decreased the effectiveness of the emergency plan, and that the licensee did not obtain prior NRC approval for this 
change, contrary to the requirements of 10 CFR 50.54(q). The licensee is evaluating the options to correct the EAL.  
 
This finding was more than minor because extending the time period required for the appropriate emergency classification 
of a radiological release could adversely affect the performance of both onsite and offsite emergency actions. Because the 
issue affected the NRC's ability to perform its regulatory function, it was evaluated with the traditional enforcement process 
as specified in Section IV.A.3 of the Enforcement Policy. According to Supplement VIII of the Enforcement Policy, this 
finding was determined to be a Severity Level IV because it involved a failure to meet a requirement not directly related to 
assessment and notification. Further, this problem was isolated to one EAL and was not indicative of a functional problem 
with the EAL scheme. Additionally, because the violation was a Severity Level IV and the licensee entered this issue into 
its corrective action program this finding is being treated as a Severity Level IV Non-Cited Violation of 10 CFR 50.54(q). 
Inspection Report# : 2005010(pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  May 25, 2006 
Identified By: NRC 
Item Type: VIO Violation 
Braidwood Tritium WHITE finding - failure to survey 
10 CFR 20.1501 requires that each licensee make or cause to be made surveys that may be necessary for the licensee to 
comply with the regulations in Part 20 and that are reasonable under the circumstances to evaluate the extent of radiation 
levels, concentrations or quantities of radioactive materials, and the potential radiological hazards that could be present. 
Pursuant to 10 CFR 20.1003, survey means an evaluation of the radiological conditions and potential hazards incident to 
the production, use, transfer, release, disposal, or presence of radioactive material or other sources of radiation.  
 
10 CFR 20.1301 requires the licensee to conduct operations so that the total effective dose equivalent to individual 
members of the public from the licensed operation does not exceed 0.1 rem (1 mSv) in a year.  
 
Between November 1996 and March 2005, the licensee did not make surveys to evaluate the potential hazards and to assure 
compliance with 10 CFR 20.1301, which limits radiation exposure to members of the public from licensed operations to 0.1 
rem. Specifically, in November 1996, December 1998, and November 2000, failed vacuum breakers in the licensee’s 
radioactive waste blowdown line resulted in large volumes of liquid contaminated with licensed material to leak in an 
uncontrolled manner to the unrestricted areas. Following the identified releases of radioactive material, the licensee failed 
to perform an adequate radiological survey to identify the extent of radiation levels, to evaluate the potential hazards 
associated with the radioactive material, and to ensure that the dose to the public did not exceed the levels specified in 10 
CFR 20.1301. (AV 05000456, 457/2006008-01)  
 
Technical Specification 6.8.4.e.5 requires that the licensee maintain and implement a program to determine the cumulative 
dose contributions from liquid effluents for the current calendar quarter and the current calendar year in accordance with 
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the methodology and parameters in the Offsite Dose Calculation Manual (ODCM) at least once per 31 days.  
 
Between November 1996 and March 2006, the licensee failed to determine the cumulative dose contributions from liquid 
effluents that inadvertently leaked into onsite and offsite groundwater (resulting from failed vacuum breakers along the 
circulating water blowdown line in 1996, 1998, and 2000) in accordance with the methodology and parameters in the 
ODCM within 31 days. Specifically, an estimated 250,000 gallon leak from Vacuum Breaker No.1 in November 1996 
released water with radioactive material to the groundwater pathway; however, the licensee did not determine the dose 
from the release. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water with 
radioactive material to the groundwater pathway; however, the licensee did not determine the dose from the release. In 
November 2000, an estimated 3 million gallon leak from Vacuum Breaker No. 2 released water with radioactive material to 
the groundwater pathway; however, the licensee did not determine the dose from the release. (AV 05000456, 457/2006008-
02)  
 
Technical Specification 6.9.1.6 requires that the Annual Radiological Environmental Operating Report include summaries, 
interpretations, and analyses of trends of the results of the radiological environmental monitoring program for the reporting 
period and that the material shall be consistent with the objectives outlined in the Offsite Dose Calculation Manual 
(ODCM) and in 10 CFR Part 50, Appendix I, Sections IV.B.2, IV.B.3, and IV.C.  
 
10 CFR Part 50, Appendix I, Section IV.B.2 states the licensee shall establish an appropriate surveillance and monitoring 
program to provide data on measurable levels of radiation and radioactive materials in the environment to evaluate the 
relationship between quantities of radioactive material released in effluents and resultant doses to individuals from 
principal pathways of exposure.  
 
Between November 1996 and March 2006, the licensee did not establish an appropriate surveillance and monitoring 
program to evaluate the relationship between quantities of radioactive material released in effluents and resultant doses to 
individuals from principal pathways of exposure. Specifically, the unplanned radioactive material released in 1996, 1998, 
and 2000 from the circulating water blowdown line vacuum breakers constituted new principal pathways of exposure (i.e., 
the groundwater pathway) which the licensee had not adequately evaluated with the existing Radiological Effluent 
Monitoring Program (REMP). (AV 05000456, 457/2006008-03)  
 
After considering the information developed during the inspection, the NRC has concluded that the inspection finding is 
appropriately characterized as White. The NRC also determined that the inspection finding involved three violations of 
NRC requirements, as cited in the attached Notice of Violation (Notice). The three violations involved your staff’s failure 
to: 1) perform adequate radiological surveys, as required by 10 CFR 20.1501; 2) adequately implement a program to assess 
the cumulative dose contributions, as required by Technical Specification 6.8.4.e.5; and 3) conduct an adequate 
environmental monitoring program to provide data on measurable levels of radiation and radioactivity in the environment 
resulting from the releases, as required by Technical Specification 6.9.1.6. The circumstances surrounding the violations 
are described in detail within NRC Inspection Report 05000456/2006008; 05000457/2006008 (DRS). In accordance with 
the NRC Enforcement Policy, the Notice of Violation is considered an escalated enforcement action because it is associated 
with a White finding. 
Inspection Report# : 2006012(pdf)  
Inspection Report# : 2006008(pdf)  

Significance:  May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to maintain records (50.75g) 
10 CFR 50.75(g) requires each licensee to keep records of information important to the safe and effective decommissioning 
of the facility in an identified location until the license is terminated by the Commission. The Commission considers 
information important to the decommissioning to include records of spills or other unusual occurrences involving the 
spread of contamination in and around the facility, equipment, or site. These records may be limited to instances when 
significant contamination remains after any cleanup procedures or when there is reasonable likelihood that contaminants 
may have spread to inaccessible areas as in the case of possible seepage into porous materials such as concrete. These 
records must include any known information on identification of involved nuclides, quantities, forms, and concentrations. 
 
As of March 6, 2006, the licensee did not keep records of spills or other unusual occurrences involving the spread of 
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contamination in and around the facility for the 1996 or 1998 unplanned radioactive releases from the circulating water 
blowdown line vacuum breakers. Specifically, in November 1996, an estimated 250,000 gallon leak from Vacuum Breaker 
No. 1 released water with unknown quantities of radioactive material to the groundwater pathway that was not recorded. In 
December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water with unknown quantities of 
radioactive material to the groundwater pathway that was not recorded. (AV 05000456, 457/2006008-04).  
 
The failure to maintain complete records of the spread of contamination from the vacuum breaker valve leaks was 
determined to be an inspection finding of low safety significance (Green). This inspection finding was also determined to 
be a violation of 10 CFR 50.75(g), which requires licensees to maintain records of information important to the safe and 
effective decommissioning of the facility.  
 
Inspection Report# : 2006012(pdf)  
Inspection Report# : 2006008(pdf)  

Significance: SL-IV May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to report 
Technical Specification 6.9.1.7 requires that the Radioactive Effluent Release Report include a summary of the quantities 
of radioactive liquid and gaseous effluent and solid waste released from the facility during the prior year and that the 
material shall be consistent with the objectives outlined in the ODCM and in 10 CFR Part 50, Appendix I, Section IV.B.1. 
 
The ODCM Section 12.6.2 requires, in part, that the Annual Radioactive Effluent Release Report include a list and 
description of unplanned releases from the site to areas beyond the site boundary of radioactive materials in gaseous and 
liquid effluents made during the reporting period.  
 
As of March 6, 2006, the licensee failed to identify the occurrence of unplanned releases of radioactive liquid effluent that 
correspond to the vacuum breaker leaks to areas beyond the site boundary in the 1996 and 1998 Annual Radiological 
Environmental Operating Reports. Specifically, in November 1996, an estimated 250,000 gallon leak from Vacuum 
Breaker No. 1 released water with unknown quantities of radioactive material to the groundwater pathway that was not 
reported in the 1996 annual report. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 
released water with unknown quantities of radioactive material to the groundwater pathway that was not reported in the 
1998 annual report. (AV 05000456, 457/2006008-05)  
 
The failure to fully report the leaks from the vacuum breaker valves in annual reports submitted to the NRC, as required by 
Technical Specifications, was determined to be a Severity Level IV violation of NRC requirements.  
 
Inspection Report# : 2006008(pdf)  
Inspection Report# : 2006012(pdf)  

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Transient Combustibles 
Failure to implement the licensee’s procedure for control of combustible materials. Licensee personnel staged unattended 
transient combustible materials near vertical cable tray risers in the auxiliary building contary to the licensee’s procedure 
for control of combustible materials which implemented a license condition requirement. This finding was related to the 
Work Control attribute of the cross-cutting area of Human Performance. 
Inspection Report# : 2006009 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ELECTRICALLY SUPERVISED FIRE DOORS IN ACCORDANCE WITH THE 
FIRE PROTECTION PROGRAM 
The inspectors identified a non-cited violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, 
condition 2.E, for failing to maintain electrical supervision for fire doors between the diesel generator rooms and their 
associated ventilation shaft rooms as required by the approved Fire Protection Report. The diesel generator rooms were 
protected by automatic total flooding gas suppression systems for which NRC fire protection regulations require electrical 
supervision or that a justification for an exception be given in the Fire Protection Report. The licensee had taken no 
exception for those doors. The licensee entered the issue into its corrective action program for resolution, and evaluated the 
condition as being acceptable in the interim due to frequent surveillance of the doors and the infrequency of their use. This 
finding was more than minor because it affected the Mitigating Systems Cornerstone objective to ensure that external 
factors (i.e., fire, flood, etc) do not impact the availability, reliability, and capability of systems that respond to initiating 
events. The finding was of very low safety significance because the issue only affected suppression, not detection or 
ignition, and a review of the history of the doors indicated that finding them open during the daily surveillances was 
extremely rare. In addition, failure of the gaseous suppression system to extinguish a diesel room fire due to one of the the 
doors being open, would not lead to the fire spreading to other areas except for the ventilation shaft, which was in the same 
fire zone. 
Inspection Report# : 2006004 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pre-Fire Plan 
A finding for a violation of Braidwood’s license condition 2.E for fire protection. The licensee failed to include information 
in the Braidwood’s pre-fire plans to assist the fire brigade in being better prepared to fight a fire. Specifically, the licensee 
failed to include the presence of two compressed gas cylinders contained a mixture of hydrogen (22%) and nitrogen (78%) 
gases in their pre-fire plan for fire zone 11.5-0 (Unit 1 Auxiliary Building General Area - Elevation 401'-0"). 
Inspection Report# : 2006009 (pdf)  
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Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN FIRE BARRIER IN ACCORDANCE WITH FIRE PROTECTION PROGRAM 
The inspectors identified a Non-Cited Violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, 
Condition 2.E, for failing to maintain the firewall separating the fuel handling building and the auxiliary building in 
accordance with the approved fire protection program. Fire dampers were required to be provided in this firewall, except 
where an evaluation had been performed and approved to allow a deviation. Dampers were not installed in two ventilation 
ducts in the firewall separating the spent fuel pool heat exchanger rooms of the fuel handling building and the Unit 1 and 
Unit 2 containment pipe penetration areas of the auxiliary building; also, no evaluation or exemption existed to justify this 
configuration. The licensee entered the issue into its corrective action program for resolution, implemented compensatory 
measures that included hourly fire watches, and notified Byron Station. The condition was later confirmed to exist there as 
well. This finding was more than minor because it affected the Mitigating Systems Cornerstone objective to ensure that 
external factors (i.e., fire, flood, etc) do not impact the availability, reliability and capability of systems that respond to 
initiating events. The finding was of very low safety significance because the steel ventilation duct provided a minimum of 
60 minutes fire endurance protection and the location of combustibles were positioned such that the unprotected duct 
penetration would not be subjected to direct flame impingement. 
Inspection Report# : 2006003 (pdf)  

Barrier Integrity 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action.” Specifically, the licensee failed to identify and revise a Braidwood’s 
procedure to provide appropriate compensatory measures when opening the control room ventilation duct access panels. 
The inspectors determined that this issue also affected the cross-cutting area of Problem Identification and Resolution.  
 
Inspection Report# : 2006009 (pdf)  

Significance:  Mar 31, 2006 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
LICENSED MAXIMUM POWER LEVEL EXCEEDED DUE TO FEEDWATER HEATER TRANSIENT 
A finding of very low safety significance and associated Non-Cited Violation of Licensee Condition 2.C(1) “Maximum 
Power Level,” was self-revealed during the November 18, 2004, feedwater heater transient, which resulted in an increase of 
reactor power as high as 103.3 percent. Power was returned below the maximum licensed power by an automatic control 
rod stop and a turbine runback. This finding was considered more than minor because it had a credible impact on safety, in 
that exceeding the maximum allowed power level potentially challenged the integrity of the reactor coolant and fuel 
integrity barriers. This finding affected the Barrier Integrity Cornerstone and was considered to have a very low safety 
significance (Green). Specifically, using the SDP Phase 1 screening worksheet (IMC 0609, Appendix A, Attachment 1), the 
inspectors determined that the actual increase in reactor power did not significantly challenge either the reactor coolant or 
fuel integrity barriers. 
Inspection Report# : 2006002 (pdf)  

Emergency Preparedness 
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Occupational Radiation Safety 

Public Radiation Safety 

Significance:  May 25, 2006 
Identified By: NRC 
Item Type: VIO Violation 
Braidwood Tritium WHITE finding - failure to survey 
10 CFR 20.1501 requires that each licensee make or cause to be made surveys that may be necessary for the licensee to 
comply with the regulations in Part 20 and that are reasonable under the circumstances to evaluate the extent of radiation 
levels, concentrations or quantities of radioactive materials, and the potential radiological hazards that could be present. 
Pursuant to 10 CFR 20.1003, survey means an evaluation of the radiological conditions and potential hazards incident to 
the production, use, transfer, release, disposal, or presence of radioactive material or other sources of radiation.  
 
10 CFR 20.1301 requires the licensee to conduct operations so that the total effective dose equivalent to individual 
members of the public from the licensed operation does not exceed 0.1 rem (1 mSv) in a year.  
 
Between November 1996 and March 2005, the licensee did not make surveys to evaluate the potential hazards and to assure 
compliance with 10 CFR 20.1301, which limits radiation exposure to members of the public from licensed operations to 0.1 
rem. Specifically, in November 1996, December 1998, and November 2000, failed vacuum breakers in the licensee’s 
radioactive waste blowdown line resulted in large volumes of liquid contaminated with licensed material to leak in an 
uncontrolled manner to the unrestricted areas. Following the identified releases of radioactive material, the licensee failed 
to perform an adequate radiological survey to identify the extent of radiation levels, to evaluate the potential hazards 
associated with the radioactive material, and to ensure that the dose to the public did not exceed the levels specified in 10 
CFR 20.1301. (AV 05000456, 457/2006008-01)  
 
Technical Specification 6.8.4.e.5 requires that the licensee maintain and implement a program to determine the cumulative 
dose contributions from liquid effluents for the current calendar quarter and the current calendar year in accordance with 
the methodology and parameters in the Offsite Dose Calculation Manual (ODCM) at least once per 31 days.  
 
Between November 1996 and March 2006, the licensee failed to determine the cumulative dose contributions from liquid 
effluents that inadvertently leaked into onsite and offsite groundwater (resulting from failed vacuum breakers along the 
circulating water blowdown line in 1996, 1998, and 2000) in accordance with the methodology and parameters in the 
ODCM within 31 days. Specifically, an estimated 250,000 gallon leak from Vacuum Breaker No.1 in November 1996 
released water with radioactive material to the groundwater pathway; however, the licensee did not determine the dose 
from the release. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water with 
radioactive material to the groundwater pathway; however, the licensee did not determine the dose from the release. In 
November 2000, an estimated 3 million gallon leak from Vacuum Breaker No. 2 released water with radioactive material to 
the groundwater pathway; however, the licensee did not determine the dose from the release. (AV 05000456, 457/2006008-
02)  
 
Technical Specification 6.9.1.6 requires that the Annual Radiological Environmental Operating Report include summaries, 
interpretations, and analyses of trends of the results of the radiological environmental monitoring program for the reporting 
period and that the material shall be consistent with the objectives outlined in the Offsite Dose Calculation Manual 
(ODCM) and in 10 CFR Part 50, Appendix I, Sections IV.B.2, IV.B.3, and IV.C.  
 
10 CFR Part 50, Appendix I, Section IV.B.2 states the licensee shall establish an appropriate surveillance and monitoring 
program to provide data on measurable levels of radiation and radioactive materials in the environment to evaluate the 
relationship between quantities of radioactive material released in effluents and resultant doses to individuals from 
principal pathways of exposure.  
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Between November 1996 and March 2006, the licensee did not establish an appropriate surveillance and monitoring 
program to evaluate the relationship between quantities of radioactive material released in effluents and resultant doses to 
individuals from principal pathways of exposure. Specifically, the unplanned radioactive material released in 1996, 1998, 
and 2000 from the circulating water blowdown line vacuum breakers constituted new principal pathways of exposure (i.e., 
the groundwater pathway) which the licensee had not adequately evaluated with the existing Radiological Effluent 
Monitoring Program (REMP). (AV 05000456, 457/2006008-03)  
 
After considering the information developed during the inspection, the NRC has concluded that the inspection finding is 
appropriately characterized as White. The NRC also determined that the inspection finding involved three violations of 
NRC requirements, as cited in the attached Notice of Violation (Notice). The three violations involved your staff’s failure 
to: 1) perform adequate radiological surveys, as required by 10 CFR 20.1501; 2) adequately implement a program to assess 
the cumulative dose contributions, as required by Technical Specification 6.8.4.e.5; and 3) conduct an adequate 
environmental monitoring program to provide data on measurable levels of radiation and radioactivity in the environment 
resulting from the releases, as required by Technical Specification 6.9.1.6. The circumstances surrounding the violations 
are described in detail within NRC Inspection Report 05000456/2006008; 05000457/2006008 (DRS). In accordance with 
the NRC Enforcement Policy, the Notice of Violation is considered an escalated enforcement action because it is associated 
with a White finding. 
Inspection Report# : 2006012 (pdf)  
Inspection Report# : 2006008 (pdf)  

Significance:  May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to maintain records (50.75g) 
10 CFR 50.75(g) requires each licensee to keep records of information important to the safe and effective decommissioning 
of the facility in an identified location until the license is terminated by the Commission. The Commission considers 
information important to the decommissioning to include records of spills or other unusual occurrences involving the 
spread of contamination in and around the facility, equipment, or site. These records may be limited to instances when 
significant contamination remains after any cleanup procedures or when there is reasonable likelihood that contaminants 
may have spread to inaccessible areas as in the case of possible seepage into porous materials such as concrete. These 
records must include any known information on identification of involved nuclides, quantities, forms, and concentrations. 
 
As of March 6, 2006, the licensee did not keep records of spills or other unusual occurrences involving the spread of 
contamination in and around the facility for the 1996 or 1998 unplanned radioactive releases from the circulating water 
blowdown line vacuum breakers. Specifically, in November 1996, an estimated 250,000 gallon leak from Vacuum Breaker 
No. 1 released water with unknown quantities of radioactive material to the groundwater pathway that was not recorded. In 
December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water with unknown quantities of 
radioactive material to the groundwater pathway that was not recorded. (AV 05000456, 457/2006008-04).  
 
The failure to maintain complete records of the spread of contamination from the vacuum breaker valve leaks was 
determined to be an inspection finding of low safety significance (Green). This inspection finding was also determined to 
be a violation of 10 CFR 50.75(g), which requires licensees to maintain records of information important to the safe and 
effective decommissioning of the facility.  
 
Inspection Report# : 2006012 (pdf)  
Inspection Report# : 2006008 (pdf)  

Significance: SL-IV May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to report 
Technical Specification 6.9.1.7 requires that the Radioactive Effluent Release Report include a summary of the quantities 
of radioactive liquid and gaseous effluent and solid waste released from the facility during the prior year and that the 
material shall be consistent with the objectives outlined in the ODCM and in 10 CFR Part 50, Appendix I, Section IV.B.1. 
 
The ODCM Section 12.6.2 requires, in part, that the Annual Radioactive Effluent Release Report include a list and 
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description of unplanned releases from the site to areas beyond the site boundary of radioactive materials in gaseous and 
liquid effluents made during the reporting period.  
 
As of March 6, 2006, the licensee failed to identify the occurrence of unplanned releases of radioactive liquid effluent that 
correspond to the vacuum breaker leaks to areas beyond the site boundary in the 1996 and 1998 Annual Radiological 
Environmental Operating Reports. Specifically, in November 1996, an estimated 250,000 gallon leak from Vacuum 
Breaker No. 1 released water with unknown quantities of radioactive material to the groundwater pathway that was not 
reported in the 1996 annual report. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 
released water with unknown quantities of radioactive material to the groundwater pathway that was not reported in the 
1998 annual report. (AV 05000456, 457/2006008-05)  
 
The failure to fully report the leaks from the vacuum breaker valves in annual reports submitted to the NRC, as required by 
Technical Specifications, was determined to be a Severity Level IV violation of NRC requirements.  
 
Inspection Report# : 2006012 (pdf)  
Inspection Report# : 2006008 (pdf)  

Physical Protection 
Physical Protection information not publicly available. 

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

Initiating Events 

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Adequately Control Transient Combustibles 
Failure to implement the licensee’s procedure for control of combustible materials. Licensee personnel staged unattended 
transient combustible materials near vertical cable tray risers in the auxiliary building contary to the licensee’s procedure 
for control of combustible materials which implemented a license condition requirement. This finding was related to the 
Work Control attribute of the cross-cutting area of Human Performance. 
Inspection Report# : 2006009 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADED QUALIFICATION OF ELECTRICAL PANELS DUE TO FAILURE TO SECURE DOORS 
The inspectors identified a finding of very low safety-significance for failing to maintain the control panels for the control 
room ventilation system chillers and the auxiliary feedwater system, as well as numerous others, fully latched closed. As a 
result, the systems were in a degraded condition such that operability might have been impacted during a seismic or 
flooding event. The finding had a cross-cutting aspect in the area of Problem Identification and Resolution because 
supervisors and managers had failed to identify that standards for control of the qualification of electrical panels had 
degraded to the point that it had become the standard practice not to fully latch panels closed. The licensee failed to 
implement a low threshold for identifying issues in this aspect of its corrective action program. Corrective actions taken by 
the licensee included sending operators to walkdown the plant to secure all panel doors and write corrective action 
documents for all missing or degraded fastening hardware. Tailgate sessions were also held with all operations and 
maintenance personnel to communicate the expectations for fastening panel doors. The finding was more than minor 
because it affected the reliability objective of the Mitigating Systems cornerstone for the external factors attribute. The 
finding was of very low safety significance because it was a qualification deficiency that did not result in loss of 
operability. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of 50.59 Evaluation for Substitution of Manual Actions for Automatic Start Signals on the A Motor Driven 
AFW Pump 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59(d)(1) for the licensee’s failure to document an 
evaluation which provides a basis for the determination that the change, test, or experiment did not require a license 
amendment. Specifically, for Revision 4 and Revision 101 of procedure 1/2BwOA ELEC-4 “Loss of Off-site Power” the 
licensee failed to provide an evaluation as to why replacing an automatic pump start function with a manual action (e.g., 
placing the A motor driven auxiliary feed pump in “pull out”) did not present more than a minimal increase in the 
likelihood of occurrence of a malfunction of a structure system or component important to safety previously evaluated in 
the Updated Final Safety Analysis Report. The licensee entered this issue into the corrective action program, and initiated 
actions to complete a 10 CFR 50.59 evaluation to determine if these procedure changes were acceptable without a license 



amendment. Because the licensee’s procedure changes implemented the appropriate Technical Specification requirements, 
this issue did not affect the operability of the auxiliary feedwater system.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors could 
not reasonably determine that the procedural change, that affected the Updated Final Safety Analysis Report described 
design function of equipment important to safety, would not have ultimately required NRC prior approval. Based upon this 
Phase 1 screening, the inspectors concluded that the issue was of very low safety significance. (Section 1R02.1.b.2)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ELECTRICALLY SUPERVISED FIRE DOORS IN ACCORDANCE WITH THE 
FIRE PROTECTION PROGRAM 
The inspectors identified a non-cited violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, 
condition 2.E, for failing to maintain electrical supervision for fire doors between the diesel generator rooms and their 
associated ventilation shaft rooms as required by the approved Fire Protection Report. The diesel generator rooms were 
protected by automatic total flooding gas suppression systems for which NRC fire protection regulations require electrical 
supervision or that a justification for an exception be given in the Fire Protection Report. The licensee had taken no 
exception for those doors. The licensee entered the issue into its corrective action program for resolution, and evaluated the 
condition as being acceptable in the interim due to frequent surveillance of the doors and the infrequency of their use. This 
finding was more than minor because it affected the Mitigating Systems Cornerstone objective to ensure that external 
factors (i.e., fire, flood, etc) do not impact the availability, reliability, and capability of systems that respond to initiating 
events. The finding was of very low safety significance because the issue only affected suppression, not detection or 
ignition, and a review of the history of the doors indicated that finding them open during the daily surveillances was 
extremely rare. In addition, failure of the gaseous suppression system to extinguish a diesel room fire due to one of the the 
doors being open, would not lead to the fire spreading to other areas except for the ventilation shaft, which was in the same 
fire zone. 
Inspection Report# : 2006004 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Pre-Fire Plan 
A finding for a violation of Braidwood’s license condition 2.E for fire protection. The licensee failed to include information 
in the Braidwood’s pre-fire plans to assist the fire brigade in being better prepared to fight a fire. Specifically, the licensee 
failed to include the presence of two compressed gas cylinders contained a mixture of hydrogen (22%) and nitrogen (78%) 
gases in their pre-fire plan for fire zone 11.5-0 (Unit 1 Auxiliary Building General Area - Elevation 401'-0"). 
Inspection Report# : 2006009 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN FIRE BARRIER IN ACCORDANCE WITH FIRE PROTECTION PROGRAM 
The inspectors identified a Non-Cited Violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, 
Condition 2.E, for failing to maintain the firewall separating the fuel handling building and the auxiliary building in 
accordance with the approved fire protection program. Fire dampers were required to be provided in this firewall, except 
where an evaluation had been performed and approved to allow a deviation. Dampers were not installed in two ventilation 
ducts in the firewall separating the spent fuel pool heat exchanger rooms of the fuel handling building and the Unit 1 and 
Unit 2 containment pipe penetration areas of the auxiliary building; also, no evaluation or exemption existed to justify this 
configuration. The licensee entered the issue into its corrective action program for resolution, implemented compensatory 
measures that included hourly fire watches, and notified Byron Station. The condition was later confirmed to exist there as 
well. This finding was more than minor because it affected the Mitigating Systems Cornerstone objective to ensure that 



external factors (i.e., fire, flood, etc) do not impact the availability, reliability and capability of systems that respond to 
initiating events. The finding was of very low safety significance because the steel ventilation duct provided a minimum of 
60 minutes fire endurance protection and the location of combustibles were positioned such that the unprotected duct 
penetration would not be subjected to direct flame impingement. 
Inspection Report# : 2006003 (pdf)  

Barrier Integrity 

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Basis in 10 CFR 50.59 Evaluation for Installation of Sulfuric Acid System 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 “Changes, Tests, and Experiments,” having 
very low safety significance (Green) for the licensee’s failure to perform an adequate safety evaluation review for changes 
made to the facility per modification EC 357102. In safety evaluation BWR-E-2006-196 (for EC 357102), the licensee 
failed to provide an adequate basis as to why the installation of two 15,000 gallon sulfuric acid tanks sharing a common 
drain system with a sodium hypochlorite tank did not create conditions for an accident of a different type than any 
previously evaluated in the Updated Final Safety Analysis Report. When these chemicals mix, they would produce an on-
site release of chlorine gas, which could potentially overcome the control room operators. The licensee entered this issue 
into the corrective action program and considered the control room heating, ventilation and air conditioning system 
operable because of the time of year (mid-winter) such that weather conditions favoring formation of a tornado does not 
occur. Also, the licensee stated that the sulfuric acid tanks would be drained to approximately 2000 gallons each during the 
times of year when tornadoes are more likely to minimize the magnitude of any chlorine release.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors could 
not reasonably determine that the activity to install the new sulfuric acid tanks without detection and alarm circuits to 
notify the control room would not have ultimately required NRC prior approval. This finding has a cross-cutting aspect in 
the area of human performance because the licensee did not make appropriate or conservative decisions with respect to 
reviewing the plant design and license basis. Specifically, the licensee staff chose a narrow interpretation of Regulatory 
Guide 1.78 “Assumptions for Evaluating the Habitability of a Nuclear Power Plant Control Room During a Postulated 
Hazardous Chemical Release,” such that a control room habitability evaluation for an on-site chlorine gas release was not 
completed. The finding was not suitable for a significance determination process evaluation, but has been reviewed by 
NRC Management in accordance with qualitative criteria of Appendix M of IMC 0609 and is determined to be a finding of 
very low safety significance. (Section 1R02.1.b.1)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Jun 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Take Effective Corrective Action 
A finding of very low safety significance was identified by the inspectors associated with a violation of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action.” Specifically, the licensee failed to identify and revise a Braidwood’s 
procedure to provide appropriate compensatory measures when opening the control room ventilation duct access panels. 
The inspectors determined that this issue also affected the cross-cutting area of Problem Identification and Resolution.  
 
Inspection Report# : 2006009 (pdf)  

Emergency Preparedness 



Occupational Radiation Safety 

Public Radiation Safety 

Significance:  May 25, 2006 
Identified By: NRC 
Item Type: VIO Violation 
Braidwood Tritium WHITE finding - failure to survey 
10 CFR 20.1501 requires that each licensee make or cause to be made surveys that may be necessary for the licensee to 
comply with the regulations in Part 20 and that are reasonable under the circumstances to evaluate the extent of radiation 
levels, concentrations or quantities of radioactive materials, and the potential radiological hazards that could be present. 
Pursuant to 10 CFR 20.1003, survey means an evaluation of the radiological conditions and potential hazards incident to 
the production, use, transfer, release, disposal, or presence of radioactive material or other sources of radiation.  
 
10 CFR 20.1301 requires the licensee to conduct operations so that the total effective dose equivalent to individual 
members of the public from the licensed operation does not exceed 0.1 rem (1 mSv) in a year.  
 
Between November 1996 and March 2005, the licensee did not make surveys to evaluate the potential hazards and to 
assure compliance with 10 CFR 20.1301, which limits radiation exposure to members of the public from licensed 
operations to 0.1 rem. Specifically, in November 1996, December 1998, and November 2000, failed vacuum breakers in 
the licensee’s radioactive waste blowdown line resulted in large volumes of liquid contaminated with licensed material to 
leak in an uncontrolled manner to the unrestricted areas. Following the identified releases of radioactive material, the 
licensee failed to perform an adequate radiological survey to identify the extent of radiation levels, to evaluate the potential 
hazards associated with the radioactive material, and to ensure that the dose to the public did not exceed the levels specified 
in 10 CFR 20.1301. (AV 05000456, 457/2006008-01)  
 
Technical Specification 6.8.4.e.5 requires that the licensee maintain and implement a program to determine the cumulative 
dose contributions from liquid effluents for the current calendar quarter and the current calendar year in accordance with 
the methodology and parameters in the Offsite Dose Calculation Manual (ODCM) at least once per 31 days.  
 
Between November 1996 and March 2006, the licensee failed to determine the cumulative dose contributions from liquid 
effluents that inadvertently leaked into onsite and offsite groundwater (resulting from failed vacuum breakers along the 
circulating water blowdown line in 1996, 1998, and 2000) in accordance with the methodology and parameters in the 
ODCM within 31 days. Specifically, an estimated 250,000 gallon leak from Vacuum Breaker No.1 in November 1996 
released water with radioactive material to the groundwater pathway; however, the licensee did not determine the dose 
from the release. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water with 
radioactive material to the groundwater pathway; however, the licensee did not determine the dose from the release. In 
November 2000, an estimated 3 million gallon leak from Vacuum Breaker No. 2 released water with radioactive material to 
the groundwater pathway; however, the licensee did not determine the dose from the release. (AV 05000456, 457/2006008-
02)  
 
Technical Specification 6.9.1.6 requires that the Annual Radiological Environmental Operating Report include summaries, 
interpretations, and analyses of trends of the results of the radiological environmental monitoring program for the reporting 
period and that the material shall be consistent with the objectives outlined in the Offsite Dose Calculation Manual 
(ODCM) and in 10 CFR Part 50, Appendix I, Sections IV.B.2, IV.B.3, and IV.C.  
 
10 CFR Part 50, Appendix I, Section IV.B.2 states the licensee shall establish an appropriate surveillance and monitoring 
program to provide data on measurable levels of radiation and radioactive materials in the environment to evaluate the 
relationship between quantities of radioactive material released in effluents and resultant doses to individuals from 
principal pathways of exposure.  
 
Between November 1996 and March 2006, the licensee did not establish an appropriate surveillance and monitoring 



program to evaluate the relationship between quantities of radioactive material released in effluents and resultant doses to 
individuals from principal pathways of exposure. Specifically, the unplanned radioactive material released in 1996, 1998, 
and 2000 from the circulating water blowdown line vacuum breakers constituted new principal pathways of exposure (i.e., 
the groundwater pathway) which the licensee had not adequately evaluated with the existing Radiological Effluent 
Monitoring Program (REMP). (AV 05000456, 457/2006008-03)  
 
After considering the information developed during the inspection, the NRC has concluded that the inspection finding is 
appropriately characterized as White. The NRC also determined that the inspection finding involved three violations of 
NRC requirements, as cited in the attached Notice of Violation (Notice). The three violations involved your staff’s failure 
to: 1) perform adequate radiological surveys, as required by 10 CFR 20.1501; 2) adequately implement a program to assess 
the cumulative dose contributions, as required by Technical Specification 6.8.4.e.5; and 3) conduct an adequate 
environmental monitoring program to provide data on measurable levels of radiation and radioactivity in the environment 
resulting from the releases, as required by Technical Specification 6.9.1.6. The circumstances surrounding the violations 
are described in detail within NRC Inspection Report 05000456/2006008; 05000457/2006008 (DRS). In accordance with 
the NRC Enforcement Policy, the Notice of Violation is considered an escalated enforcement action because it is associated 
with a White finding. 
Inspection Report# : 2006008 (pdf)  
Inspection Report# : 2006012 (pdf)  
Inspection Report# : 2007008 (pdf)  

Significance:  May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to maintain records (50.75g) 
10 CFR 50.75(g) requires each licensee to keep records of information important to the safe and effective decommissioning 
of the facility in an identified location until the license is terminated by the Commission. The Commission considers 
information important to the decommissioning to include records of spills or other unusual occurrences involving the 
spread of contamination in and around the facility, equipment, or site. These records may be limited to instances when 
significant contamination remains after any cleanup procedures or when there is reasonable likelihood that contaminants 
may have spread to inaccessible areas as in the case of possible seepage into porous materials such as concrete. These 
records must include any known information on identification of involved nuclides, quantities, forms, and concentrations. 
 
As of March 6, 2006, the licensee did not keep records of spills or other unusual occurrences involving the spread of 
contamination in and around the facility for the 1996 or 1998 unplanned radioactive releases from the circulating water 
blowdown line vacuum breakers. Specifically, in November 1996, an estimated 250,000 gallon leak from Vacuum Breaker 
No. 1 released water with unknown quantities of radioactive material to the groundwater pathway that was not recorded. In 
December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 released water with unknown quantities of 
radioactive material to the groundwater pathway that was not recorded. (AV 05000456, 457/2006008-04).  
 
The failure to maintain complete records of the spread of contamination from the vacuum breaker valve leaks was 
determined to be an inspection finding of low safety significance (Green). This inspection finding was also determined to 
be a violation of 10 CFR 50.75(g), which requires licensees to maintain records of information important to the safe and 
effective decommissioning of the facility.  
 
Inspection Report# : 2006012 (pdf)  
Inspection Report# : 2006008 (pdf)  

Significance: SL-IV May 25, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Braidwood Tritium WHITE finding - failure to report 
Technical Specification 6.9.1.7 requires that the Radioactive Effluent Release Report include a summary of the quantities 
of radioactive liquid and gaseous effluent and solid waste released from the facility during the prior year and that the 
material shall be consistent with the objectives outlined in the ODCM and in 10 CFR Part 50, Appendix I, Section IV.B.1. 
 
The ODCM Section 12.6.2 requires, in part, that the Annual Radioactive Effluent Release Report include a list and 
description of unplanned releases from the site to areas beyond the site boundary of radioactive materials in gaseous and 



liquid effluents made during the reporting period.  
 
As of March 6, 2006, the licensee failed to identify the occurrence of unplanned releases of radioactive liquid effluent that 
correspond to the vacuum breaker leaks to areas beyond the site boundary in the 1996 and 1998 Annual Radiological 
Environmental Operating Reports. Specifically, in November 1996, an estimated 250,000 gallon leak from Vacuum 
Breaker No. 1 released water with unknown quantities of radioactive material to the groundwater pathway that was not 
reported in the 1996 annual report. In December 1998, an estimated 3 million gallon leak from Vacuum Breaker No. 3 
released water with unknown quantities of radioactive material to the groundwater pathway that was not reported in the 
1998 annual report. (AV 05000456, 457/2006008-05)  
 
The failure to fully report the leaks from the vacuum breaker valves in annual reports submitted to the NRC, as required by 
Technical Specifications, was determined to be a Severity Level IV violation of NRC requirements.  
 
Inspection Report# : 2006008 (pdf)  
Inspection Report# : 2006012 (pdf)  

Physical Protection 
Physical Protection information not publicly available. 

Miscellaneous 
Last modified : June 01, 2007 



Braidwood 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
THE LICENSEE'S FAILURE TO MAINTAIN A PROCEDURE ADEQUATE COULD HAVE RESULTED 
IN SECURING THE ONLY REMAINING RESIDUAL HEAT REMOVAL PUMP 
The inspectors identified a violation of Technical Specification 5.4.1, "Procedures," for the licensee’s failure to 
provide an adequate procedure to ensure the continued operation of the "A" residual heat removal pump, during cold 
leg recirculation mode of operation, during conditions when the "B" residual heat removal pump was not available. 
The licensee initiated an issue report to track the resolution of this finding. Subsequently, the licensee revised the 
affected procedure on May 21, 2007 to ensure one residual heat removal pump remained operable. The licensee’s 
failure to maintain an adequate procedure to ensure the continued operation of the “A” residual heat removal pump 
was more than minor because the finding affected the mitigating systems cornerstone objective of ensuring the 
availability and reliability of the emergency core cooling system to respond to initiating events to prevent undesirable 
consequences. Specifically, the finding was associated with the mitigating systems attribute of procedure quality. The 
finding is of very low safety significance because the finding screened as Green during the Phase 1 Significance 
Determination Process. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE EXTENT OF CONDITION REVIEW WHICH FAILED TO IDENTIFY THAT IST 
TESTING WAS NOT PERFORMED FOR COMPONENT COOLING WATER SYSTEMS VALVES 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," 
because the licensee failed to include several manual component cooling water system valves, that were required to 
perform a safety function, in the inservice testing (IST) program and subsequently test the valves in accordance with 
IST program requirements. The finding was related to the cross-cutting area of Problem Identification and Resolution. 
A cross-cutting aspect in the corrective action program was identified because the licensee did not conduct an 
adequate extent of condition review, for a previously missed IST surveillance on several essential service water 
system valves. As a result, the licensee failed to identify that the component cooling water systems valves required 
inclusion in and testing by the IST program. The licensee initiated an issue report to track the corrective actions for 
this finding. Subsequently, the licensee placed the valves on the Plan-Of-The-Day Meeting Agenda to ensure testing, 
which was scheduled for June 30, 2007. The failure to account for these valves in the IST program was more than 
minor because the finding affected the mitigating systems cornerstone objective of ensuring the availability and 
reliability of the component cooling water and residual heat removal systems when required to respond to initiating 
events to prevent undesirable consequences. Specifically, the finding was associated with the mitigating systems 
attribute of equipment performance. The finding is of very low safety significance because the finding screened as 
Green during the Phase 1 Significance Determination Process. 
Inspection Report# : 2007007 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 



Item Type: FIN Finding 
DEGRADED QUALIFICATION OF ELECTRICAL PANELS DUE TO FAILURE TO SECURE DOORS 
The inspectors identified a finding of very low safety-significance for failing to maintain the control panels for the 
control room ventilation system chillers and the auxiliary feedwater system, as well as numerous others, fully latched 
closed. As a result, the systems were in a degraded condition such that operability might have been impacted during a 
seismic or flooding event. The finding had a cross-cutting aspect in the area of Problem Identification and Resolution 
because supervisors and managers had failed to identify that standards for control of the qualification of electrical 
panels had degraded to the point that it had become the standard practice not to fully latch panels closed. The licensee 
failed to implement a low threshold for identifying issues in this aspect of its corrective action program. Corrective 
actions taken by the licensee included sending operators to walkdown the plant to secure all panel doors and write 
corrective action documents for all missing or degraded fastening hardware. Tailgate sessions were also held with all 
operations and maintenance personnel to communicate the expectations for fastening panel doors. The finding was 
more than minor because it affected the reliability objective of the Mitigating Systems cornerstone for the external 
factors attribute. The finding was of very low safety significance because it was a qualification deficiency that did not 
result in loss of operability. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of 50.59 Evaluation for Substitution of Manual Actions for Automatic Start Signals on the A Motor 
Driven AFW Pump 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59(d)(1) for the licensee’s failure to 
document an evaluation which provides a basis for the determination that the change, test, or experiment did not 
require a license amendment. Specifically, for Revision 4 and Revision 101 of procedure 1/2BwOA ELEC-4 “Loss of 
Off-site Power” the licensee failed to provide an evaluation as to why replacing an automatic pump start function with 
a manual action (e.g., placing the A motor driven auxiliary feed pump in “pull out”) did not present more than a 
minimal increase in the likelihood of occurrence of a malfunction of a structure system or component important to 
safety previously evaluated in the Updated Final Safety Analysis Report. The licensee entered this issue into the 
corrective action program, and initiated actions to complete a 10 CFR 50.59 evaluation to determine if these 
procedure changes were acceptable without a license amendment. Because the licensee’s procedure changes 
implemented the appropriate Technical Specification requirements, this issue did not affect the operability of the 
auxiliary feedwater system.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors 
could not reasonably determine that the procedural change, that affected the Updated Final Safety Analysis Report 
described design function of equipment important to safety, would not have ultimately required NRC prior approval. 
Based upon this Phase 1 screening, the inspectors concluded that the issue was of very low safety significance. 
(Section 1R02.1.b.2)  
 
Inspection Report# : 2007002 (pdf)  

Significance:  Sep 30, 2006 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ELECTRICALLY SUPERVISED FIRE DOORS IN ACCORDANCE WITH THE 
FIRE PROTECTION PROGRAM 
The inspectors identified a non-cited violation of Braidwood Facility Operating License Nos. NPF-72 and NPF-77, 
condition 2.E, for failing to maintain electrical supervision for fire doors between the diesel generator rooms and their 
associated ventilation shaft rooms as required by the approved Fire Protection Report. The diesel generator rooms 
were protected by automatic total flooding gas suppression systems for which NRC fire protection regulations require 
electrical supervision or that a justification for an exception be given in the Fire Protection Report. The licensee had 
taken no exception for those doors. The licensee entered the issue into its corrective action program for resolution, and 
evaluated the condition as being acceptable in the interim due to frequent surveillance of the doors and the 
infrequency of their use. This finding was more than minor because it affected the Mitigating Systems Cornerstone 



objective to ensure that external factors (i.e., fire, flood, etc) do not impact the availability, reliability, and capability 
of systems that respond to initiating events. The finding was of very low safety significance because the issue only 
affected suppression, not detection or ignition, and a review of the history of the doors indicated that finding them 
open during the daily surveillances was extremely rare. In addition, failure of the gaseous suppression system to 
extinguish a diesel room fire due to one of the the doors being open, would not lead to the fire spreading to other areas 
except for the ventilation shaft, which was in the same fire zone. 
Inspection Report# : 2006004 (pdf)  

Barrier Integrity 

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Basis in 10 CFR 50.59 Evaluation for Installation of Sulfuric Acid System 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 “Changes, Tests, and Experiments,” 
having very low safety significance (Green) for the licensee’s failure to perform an adequate safety evaluation review 
for changes made to the facility per modification EC 357102. In safety evaluation BWR-E-2006-196 (for EC 357102), 
the licensee failed to provide an adequate basis as to why the installation of two 15,000 gallon sulfuric acid tanks 
sharing a common drain system with a sodium hypochlorite tank did not create conditions for an accident of a 
different type than any previously evaluated in the Updated Final Safety Analysis Report. When these chemicals mix, 
they would produce an on-site release of chlorine gas, which could potentially overcome the control room operators. 
The licensee entered this issue into the corrective action program and considered the control room heating, ventilation 
and air conditioning system operable because of the time of year (mid-winter) such that weather conditions favoring 
formation of a tornado does not occur. Also, the licensee stated that the sulfuric acid tanks would be drained to 
approximately 2000 gallons each during the times of year when tornadoes are more likely to minimize the magnitude 
of any chlorine release.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors 
could not reasonably determine that the activity to install the new sulfuric acid tanks without detection and alarm 
circuits to notify the control room would not have ultimately required NRC prior approval. This finding has a cross-
cutting aspect in the area of human performance because the licensee did not make appropriate or conservative 
decisions with respect to reviewing the plant design and license basis. Specifically, the licensee staff chose a narrow 
interpretation of Regulatory Guide 1.78 “Assumptions for Evaluating the Habitability of a Nuclear Power Plant 
Control Room During a Postulated Hazardous Chemical Release,” such that a control room habitability evaluation for 
an on-site chlorine gas release was not completed. The finding was not suitable for a significance determination 
process evaluation, but has been reviewed by NRC Management in accordance with qualitative criteria of Appendix 
M of IMC 0609 and is determined to be a finding of very low safety significance. (Section 1R02.1.b.1)  
 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



FAILURE TO IMPLEMENT A RADIATION PROTECTION PROGRAM COMMENSURATE WITH THE 
EXTENT OF PLANT RADIOLOGICAL HAZARDS 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1101(a) was identified by the 
inspectors for the licensee’s failure to implement a radiation protection program commensurate with licensed activities 
and the ongoing radiological issues at the plant. Specifically, radiological controls were not effectively applied to 
secondary systems, which contained contaminated (tritium) fluids, to ensure that worker exposures and radiological 
effluents were fully monitored and controlled. The finding is greater than minor because it was associated with the 
process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the cornerstone 
objective to ensure the adequate protection of worker health and safety from exposure to radiation from radioactive 
material during nuclear reactor operation. Specifically, the inspectors determined that the finding did not involve 
unintended collective dose resulting from a deficiency in As-Low-As-Reasonably-Achievable (ALARA) planning, 
work control, or exposure control. The inspectors also determined that the finding did not involve an overexposure, 
the substantial potential for an overexposure, and did not compromise the licensee’s ability to assess dose. 
Consequently, the inspectors concluded that the finding was of very low safety significance. Corrective actions taken 
by the licensee included characterizing secondary systems to determine tritium concentration and prescribing 
radiological coverage and contamination control requirements for each system based upon this characterization. The 
cause of the finding was related to a cross-cutting aspect in the area of Problem Identification and Resolution because 
the licensee did not address radiological safety issues and adverse trends in a timely manner, commensurate with their 
safety significance and complexity (P.1(d)). 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO POST AREAS THAT CONTAIN RADIOACTIVE MATERIAL 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1902(e) was identified by the 
inspectors for the failure to post areas in which licensed material is used or stored. Specifically, two waste water 
lagoons, located within the Protected Area, and the Turbine Building each contained greater than 10,000 uCi of 
tritium and were not posted in accordance with 10 CFR 20.1902(e). The finding is greater than minor because it was 
associated with the process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the 
cornerstone objective to ensure the adequate protection of the worker health and safety from exposure to radiation 
from radioactive material during nuclear reactor operation. Specifically, the inspectors determined that the finding did 
not concern unintended collective dose resulting from a deficiency in ALARA planning, work control or exposure 
control. The inspectors also determined that the finding did not involve an overexposure, the substantial potential for 
an overexposure, and did not compromise the licensee’s ability to assess dose. Consequently, the inspectors concluded 
that the Significance Determination Process (SDP) assessment for this finding was of very low safety significance. 
Corrective actions taken by the licensee included posting the lagoons and areas of the turbine building appropriately 
as "CAUTION, RADIOACTIVE MATERIAL(S).” The cause of the finding was related to a cross-cutting aspect in 
the area of Human Performance because the licensee did not use conservative assumptions in decision making (H.1
(b)). 
Inspection Report# : 2007004 (pdf)  

Public Radiation Safety 

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



Miscellaneous 
Last modified : August 24, 2007 



Braidwood 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate test control for safety-related heat exchangers 
The inspectors identified a finding having very low significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion XI, “Test Control,” related to the failure to establish a formal heat exchanger testing program capable of 
identifying an unacceptable condition of the safety related cubicle coolers. Specifically, prior to 2003, the licensee’s 
program lacked formalized acceptance criteria. The current program did not provide guidance on how to translate 
design information into acceptance criteria or guidance on quantifying the results of the examinations. 
Inspection Report# : 2007009 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate safety-related heat exchanger examination procedure 
The inspectors identified a finding of very low safety significance involving a Non-Cited Violation of 10 CFR Part 50, 
Appendix B, Criterion V, "Instructions, Procedures, and Drawings," with regard to the licensee’s heat exchanger 
examination procedure. Specifically, the procedure was inappropriate to ensure that the safety-related heat exchangers 
were satisfactorily inspected and evaluated. Upon discovery, the licensee initiated an evaluation to determine the 
operability of the affected heat exchangers. 
Inspection Report# : 2007009 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take corrective action 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
having very low safety significance. Specifically, the inspectors determined that the licensee failed to identify that 
operability of the AFW pump room coolers would not be supported above 100°F and subsequently correct the 
condition when the allowable heat sink temperature was raised. The licensee performed a preliminary calculation and 
determined the coolers remained operable. 
Inspection Report# : 2007009 (pdf)  

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
THE LICENSEE'S FAILURE TO MAINTAIN A PROCEDURE ADEQUATE COULD HAVE RESULTED 
IN SECURING THE ONLY REMAINING RESIDUAL HEAT REMOVAL PUMP 
The inspectors identified a violation of Technical Specification 5.4.1, "Procedures," for the licensee’s failure to 
provide an adequate procedure to ensure the continued operation of the "A" residual heat removal pump, during cold 
leg recirculation mode of operation, during conditions when the "B" residual heat removal pump was not available. 



The licensee initiated an issue report to track the resolution of this finding. Subsequently, the licensee revised the 
affected procedure on May 21, 2007 to ensure one residual heat removal pump remained operable. The licensee’s 
failure to maintain an adequate procedure to ensure the continued operation of the “A” residual heat removal pump 
was more than minor because the finding affected the mitigating systems cornerstone objective of ensuring the 
availability and reliability of the emergency core cooling system to respond to initiating events to prevent undesirable 
consequences. Specifically, the finding was associated with the mitigating systems attribute of procedure quality. The 
finding is of very low safety significance because the finding screened as Green during the Phase 1 Significance 
Determination Process. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE EXTENT OF CONDITION REVIEW WHICH FAILED TO IDENTIFY THAT IST 
TESTING WAS NOT PERFORMED FOR COMPONENT COOLING WATER SYSTEMS VALVES 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," 
because the licensee failed to include several manual component cooling water system valves, that were required to 
perform a safety function, in the inservice testing (IST) program and subsequently test the valves in accordance with 
IST program requirements. The finding was related to the cross-cutting area of Problem Identification and Resolution. 
A cross-cutting aspect in the corrective action program was identified because the licensee did not conduct an 
adequate extent of condition review, for a previously missed IST surveillance on several essential service water 
system valves. As a result, the licensee failed to identify that the component cooling water systems valves required 
inclusion in and testing by the IST program. The licensee initiated an issue report to track the corrective actions for 
this finding. Subsequently, the licensee placed the valves on the Plan-Of-The-Day Meeting Agenda to ensure testing, 
which was scheduled for June 30, 2007. The failure to account for these valves in the IST program was more than 
minor because the finding affected the mitigating systems cornerstone objective of ensuring the availability and 
reliability of the component cooling water and residual heat removal systems when required to respond to initiating 
events to prevent undesirable consequences. Specifically, the finding was associated with the mitigating systems 
attribute of equipment performance. The finding is of very low safety significance because the finding screened as 
Green during the Phase 1 Significance Determination Process. 
Inspection Report# : 2007007 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADED QUALIFICATION OF ELECTRICAL PANELS DUE TO FAILURE TO SECURE DOORS 
The inspectors identified a finding of very low safety-significance for failing to maintain the control panels for the 
control room ventilation system chillers and the auxiliary feedwater system, as well as numerous others, fully latched 
closed. As a result, the systems were in a degraded condition such that operability might have been impacted during a 
seismic or flooding event. The finding had a cross-cutting aspect in the area of Problem Identification and Resolution 
because supervisors and managers had failed to identify that standards for control of the qualification of electrical 
panels had degraded to the point that it had become the standard practice not to fully latch panels closed. The licensee 
failed to implement a low threshold for identifying issues in this aspect of its corrective action program. Corrective 
actions taken by the licensee included sending operators to walkdown the plant to secure all panel doors and write 
corrective action documents for all missing or degraded fastening hardware. Tailgate sessions were also held with all 
operations and maintenance personnel to communicate the expectations for fastening panel doors. The finding was 
more than minor because it affected the reliability objective of the Mitigating Systems cornerstone for the external 
factors attribute. The finding was of very low safety significance because it was a qualification deficiency that did not 
result in loss of operability. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of 50.59 Evaluation for Substitution of Manual Actions for Automatic Start Signals on the A Motor 



Driven AFW Pump 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59(d)(1) for the licensee’s failure to 
document an evaluation which provides a basis for the determination that the change, test, or experiment did not 
require a license amendment. Specifically, for Revision 4 and Revision 101 of procedure 1/2BwOA ELEC-4 “Loss of 
Off-site Power” the licensee failed to provide an evaluation as to why replacing an automatic pump start function with 
a manual action (e.g., placing the A motor driven auxiliary feed pump in “pull out”) did not present more than a 
minimal increase in the likelihood of occurrence of a malfunction of a structure system or component important to 
safety previously evaluated in the Updated Final Safety Analysis Report. The licensee entered this issue into the 
corrective action program, and initiated actions to complete a 10 CFR 50.59 evaluation to determine if these 
procedure changes were acceptable without a license amendment. Because the licensee’s procedure changes 
implemented the appropriate Technical Specification requirements, this issue did not affect the operability of the 
auxiliary feedwater system.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors 
could not reasonably determine that the procedural change, that affected the Updated Final Safety Analysis Report 
described design function of equipment important to safety, would not have ultimately required NRC prior approval. 
Based upon this Phase 1 screening, the inspectors concluded that the issue was of very low safety significance. 
(Section 1R02.1.b.2)  
 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet TRM Requirements for Spent Fuel Building Crane Interlocks and Physical Stops (1R20) 
A finding of very low safety significance and associated Non-Cited Violation of Technical Specification 5.4.1 was 
identified by the inspectors for failure to have and follow procedures, which met the surveillance requirements of 
Technical Requirements Manual (TRM), Section 3.9.d.1. Specifically to verify that both the spent fuel pool crane 
electrical interlocks and physical stops were operable, with the purpose to prevent crane travel with loads greater than 
2000 pounds over fuel assemblies. This was required to be completed within seven days prior to crane use. The 
inspectors identified that loads greater than 2000 pounds were regularly moved with the crane with the electrical 
interlocks bypassed and the physical stops removed.  
 
The finding was greater than minor because, if left uncorrected, it could have become more significant as additional 
heavy loads were moved with no interlocks in place. The finding affected the attribute of maintaining functionality of 
spent fuel cladding in the Barrier Integrity cornerstone. Using the SDP Phase 1 Screening Worksheet of IMC 0609, 
the inspectors determined that the finding screened as Green because it only affected the fuel barrier. The licensee 
entered the issue into its corrective action program, temporarily suspended crane operation, and modified its 
procedures and practices to meet the TRM. The finding had a cross-cutting aspect in the area of Human Performance 
in the work practices component. Personnel failed to follow the TRM because implementing procedures did not 
require both the electrical interlocks and physical stops to be in place within seven days prior to crane use (H.4(b)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Basis in 10 CFR 50.59 Evaluation for Installation of Sulfuric Acid System 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 “Changes, Tests, and Experiments,” 
having very low safety significance (Green) for the licensee’s failure to perform an adequate safety evaluation review 
for changes made to the facility per modification EC 357102. In safety evaluation BWR-E-2006-196 (for EC 357102), 



the licensee failed to provide an adequate basis as to why the installation of two 15,000 gallon sulfuric acid tanks 
sharing a common drain system with a sodium hypochlorite tank did not create conditions for an accident of a 
different type than any previously evaluated in the Updated Final Safety Analysis Report. When these chemicals mix, 
they would produce an on-site release of chlorine gas, which could potentially overcome the control room operators. 
The licensee entered this issue into the corrective action program and considered the control room heating, ventilation 
and air conditioning system operable because of the time of year (mid-winter) such that weather conditions favoring 
formation of a tornado does not occur. Also, the licensee stated that the sulfuric acid tanks would be drained to 
approximately 2000 gallons each during the times of year when tornadoes are more likely to minimize the magnitude 
of any chlorine release.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors 
could not reasonably determine that the activity to install the new sulfuric acid tanks without detection and alarm 
circuits to notify the control room would not have ultimately required NRC prior approval. This finding has a cross-
cutting aspect in the area of human performance because the licensee did not make appropriate or conservative 
decisions with respect to reviewing the plant design and license basis. Specifically, the licensee staff chose a narrow 
interpretation of Regulatory Guide 1.78 “Assumptions for Evaluating the Habitability of a Nuclear Power Plant 
Control Room During a Postulated Hazardous Chemical Release,” such that a control room habitability evaluation for 
an on-site chlorine gas release was not completed. The finding was not suitable for a significance determination 
process evaluation, but has been reviewed by NRC Management in accordance with qualitative criteria of Appendix 
M of IMC 0609 and is determined to be a finding of very low safety significance. (Section 1R02.1.b.1)  
 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IMPLEMENT A RADIATION PROTECTION PROGRAM COMMENSURATE WITH THE 
EXTENT OF PLANT RADIOLOGICAL HAZARDS 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1101(a) was identified by the 
inspectors for the licensee’s failure to implement a radiation protection program commensurate with licensed activities 
and the ongoing radiological issues at the plant. Specifically, radiological controls were not effectively applied to 
secondary systems, which contained contaminated (tritium) fluids, to ensure that worker exposures and radiological 
effluents were fully monitored and controlled. The finding is greater than minor because it was associated with the 
process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the cornerstone 
objective to ensure the adequate protection of worker health and safety from exposure to radiation from radioactive 
material during nuclear reactor operation. Specifically, the inspectors determined that the finding did not involve 
unintended collective dose resulting from a deficiency in As-Low-As-Reasonably-Achievable (ALARA) planning, 
work control, or exposure control. The inspectors also determined that the finding did not involve an overexposure, 
the substantial potential for an overexposure, and did not compromise the licensee’s ability to assess dose. 
Consequently, the inspectors concluded that the finding was of very low safety significance. Corrective actions taken 
by the licensee included characterizing secondary systems to determine tritium concentration and prescribing 
radiological coverage and contamination control requirements for each system based upon this characterization. The 
cause of the finding was related to a cross-cutting aspect in the area of Problem Identification and Resolution because 
the licensee did not address radiological safety issues and adverse trends in a timely manner, commensurate with their 
safety significance and complexity (P.1(d)). 
Inspection Report# : 2007004 (pdf)  



Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO POST AREAS THAT CONTAIN RADIOACTIVE MATERIAL 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1902(e) was identified by the 
inspectors for the failure to post areas in which licensed material is used or stored. Specifically, two waste water 
lagoons, located within the Protected Area, and the Turbine Building each contained greater than 10,000 uCi of 
tritium and were not posted in accordance with 10 CFR 20.1902(e). The finding is greater than minor because it was 
associated with the process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the 
cornerstone objective to ensure the adequate protection of the worker health and safety from exposure to radiation 
from radioactive material during nuclear reactor operation. Specifically, the inspectors determined that the finding did 
not concern unintended collective dose resulting from a deficiency in ALARA planning, work control or exposure 
control. The inspectors also determined that the finding did not involve an overexposure, the substantial potential for 
an overexposure, and did not compromise the licensee’s ability to assess dose. Consequently, the inspectors concluded 
that the Significance Determination Process (SDP) assessment for this finding was of very low safety significance. 
Corrective actions taken by the licensee included posting the lagoons and areas of the turbine building appropriately 
as "CAUTION, RADIOACTIVE MATERIAL(S).” The cause of the finding was related to a cross-cutting aspect in 
the area of Human Performance because the licensee did not use conservative assumptions in decision making (H.1
(b)). 
Inspection Report# : 2007004 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
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Braidwood 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate test control for safety-related heat exchangers 
The inspectors identified a finding having very low significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion XI, “Test Control,” related to the failure to establish a formal heat exchanger testing program capable of 
identifying an unacceptable condition of the safety related cubicle coolers. Specifically, prior to 2003, the licensee’s 
program lacked formalized acceptance criteria. The current program did not provide guidance on how to translate 
design information into acceptance criteria or guidance on quantifying the results of the examinations. 
Inspection Report# : 2007009 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate safety-related heat exchanger examination procedure 
The inspectors identified a finding of very low safety significance involving a Non-Cited Violation of 10 CFR Part 50, 
Appendix B, Criterion V, "Instructions, Procedures, and Drawings," with regard to the licensee’s heat exchanger 
examination procedure. Specifically, the procedure was inappropriate to ensure that the safety-related heat exchangers 
were satisfactorily inspected and evaluated. Upon discovery, the licensee initiated an evaluation to determine the 
operability of the affected heat exchangers. 
Inspection Report# : 2007009 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take corrective action 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
having very low safety significance. Specifically, the inspectors determined that the licensee failed to identify that 
operability of the AFW pump room coolers would not be supported above 100°F and subsequently correct the 
condition when the allowable heat sink temperature was raised. The licensee performed a preliminary calculation and 
determined the coolers remained operable. 
Inspection Report# : 2007009 (pdf)  

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
THE LICENSEE'S FAILURE TO MAINTAIN A PROCEDURE ADEQUATE COULD HAVE RESULTED 
IN SECURING THE ONLY REMAINING RESIDUAL HEAT REMOVAL PUMP 
The inspectors identified a violation of Technical Specification 5.4.1, "Procedures," for the licensee’s failure to 
provide an adequate procedure to ensure the continued operation of the "A" residual heat removal pump, during cold 
leg recirculation mode of operation, during conditions when the "B" residual heat removal pump was not available. 



The licensee initiated an issue report to track the resolution of this finding. Subsequently, the licensee revised the 
affected procedure on May 21, 2007 to ensure one residual heat removal pump remained operable. The licensee’s 
failure to maintain an adequate procedure to ensure the continued operation of the “A” residual heat removal pump 
was more than minor because the finding affected the mitigating systems cornerstone objective of ensuring the 
availability and reliability of the emergency core cooling system to respond to initiating events to prevent undesirable 
consequences. Specifically, the finding was associated with the mitigating systems attribute of procedure quality. The 
finding is of very low safety significance because the finding screened as Green during the Phase 1 Significance 
Determination Process. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE EXTENT OF CONDITION REVIEW WHICH FAILED TO IDENTIFY THAT IST 
TESTING WAS NOT PERFORMED FOR COMPONENT COOLING WATER SYSTEMS VALVES 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," 
because the licensee failed to include several manual component cooling water system valves, that were required to 
perform a safety function, in the inservice testing (IST) program and subsequently test the valves in accordance with 
IST program requirements. The finding was related to the cross-cutting area of Problem Identification and Resolution. 
A cross-cutting aspect in the corrective action program was identified because the licensee did not conduct an 
adequate extent of condition review, for a previously missed IST surveillance on several essential service water 
system valves. As a result, the licensee failed to identify that the component cooling water systems valves required 
inclusion in and testing by the IST program. The licensee initiated an issue report to track the corrective actions for 
this finding. Subsequently, the licensee placed the valves on the Plan-Of-The-Day Meeting Agenda to ensure testing, 
which was scheduled for June 30, 2007. The failure to account for these valves in the IST program was more than 
minor because the finding affected the mitigating systems cornerstone objective of ensuring the availability and 
reliability of the component cooling water and residual heat removal systems when required to respond to initiating 
events to prevent undesirable consequences. Specifically, the finding was associated with the mitigating systems 
attribute of equipment performance. The finding is of very low safety significance because the finding screened as 
Green during the Phase 1 Significance Determination Process. 
Inspection Report# : 2007007 (pdf)  

Significance:  Mar 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
DEGRADED QUALIFICATION OF ELECTRICAL PANELS DUE TO FAILURE TO SECURE DOORS 
The inspectors identified a finding of very low safety-significance for failing to maintain the control panels for the 
control room ventilation system chillers and the auxiliary feedwater system, as well as numerous others, fully latched 
closed. As a result, the systems were in a degraded condition such that operability might have been impacted during a 
seismic or flooding event. The finding had a cross-cutting aspect in the area of Problem Identification and Resolution 
because supervisors and managers had failed to identify that standards for control of the qualification of electrical 
panels had degraded to the point that it had become the standard practice not to fully latch panels closed. The licensee 
failed to implement a low threshold for identifying issues in this aspect of its corrective action program. Corrective 
actions taken by the licensee included sending operators to walkdown the plant to secure all panel doors and write 
corrective action documents for all missing or degraded fastening hardware. Tailgate sessions were also held with all 
operations and maintenance personnel to communicate the expectations for fastening panel doors. The finding was 
more than minor because it affected the reliability objective of the Mitigating Systems cornerstone for the external 
factors attribute. The finding was of very low safety significance because it was a qualification deficiency that did not 
result in loss of operability. 
Inspection Report# : 2007003 (pdf)  

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of 50.59 Evaluation for Substitution of Manual Actions for Automatic Start Signals on the A Motor 



Driven AFW Pump 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59(d)(1) for the licensee’s failure to 
document an evaluation which provides a basis for the determination that the change, test, or experiment did not 
require a license amendment. Specifically, for Revision 4 and Revision 101 of procedure 1/2BwOA ELEC-4 “Loss of 
Off-site Power” the licensee failed to provide an evaluation as to why replacing an automatic pump start function with 
a manual action (e.g., placing the A motor driven auxiliary feed pump in “pull out”) did not present more than a 
minimal increase in the likelihood of occurrence of a malfunction of a structure system or component important to 
safety previously evaluated in the Updated Final Safety Analysis Report. The licensee entered this issue into the 
corrective action program, and initiated actions to complete a 10 CFR 50.59 evaluation to determine if these 
procedure changes were acceptable without a license amendment. Because the licensee’s procedure changes 
implemented the appropriate Technical Specification requirements, this issue did not affect the operability of the 
auxiliary feedwater system.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors 
could not reasonably determine that the procedural change, that affected the Updated Final Safety Analysis Report 
described design function of equipment important to safety, would not have ultimately required NRC prior approval. 
Based upon this Phase 1 screening, the inspectors concluded that the issue was of very low safety significance. 
(Section 1R02.1.b.2)  
 
Inspection Report# : 2007002 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet TRM Requirements for Spent Fuel Building Crane Interlocks and Physical Stops (1R20) 
A finding of very low safety significance and associated Non-Cited Violation of Technical Specification 5.4.1 was 
identified by the inspectors for failure to have and follow procedures, which met the surveillance requirements of 
Technical Requirements Manual (TRM), Section 3.9.d.1. Specifically to verify that both the spent fuel pool crane 
electrical interlocks and physical stops were operable, with the purpose to prevent crane travel with loads greater than 
2000 pounds over fuel assemblies. This was required to be completed within seven days prior to crane use. The 
inspectors identified that loads greater than 2000 pounds were regularly moved with the crane with the electrical 
interlocks bypassed and the physical stops removed.  
 
The finding was greater than minor because, if left uncorrected, it could have become more significant as additional 
heavy loads were moved with no interlocks in place. The finding affected the attribute of maintaining functionality of 
spent fuel cladding in the Barrier Integrity cornerstone. Using the SDP Phase 1 Screening Worksheet of IMC 0609, 
the inspectors determined that the finding screened as Green because it only affected the fuel barrier. The licensee 
entered the issue into its corrective action program, temporarily suspended crane operation, and modified its 
procedures and practices to meet the TRM. The finding had a cross-cutting aspect in the area of Human Performance 
in the work practices component. Personnel failed to follow the TRM because implementing procedures did not 
require both the electrical interlocks and physical stops to be in place within seven days prior to crane use (H.4(b)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Jan 26, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Basis in 10 CFR 50.59 Evaluation for Installation of Sulfuric Acid System 
Green. The inspectors identified a Severity Level IV NCV of 10 CFR 50.59 “Changes, Tests, and Experiments,” 
having very low safety significance (Green) for the licensee’s failure to perform an adequate safety evaluation review 
for changes made to the facility per modification EC 357102. In safety evaluation BWR-E-2006-196 (for EC 357102), 



the licensee failed to provide an adequate basis as to why the installation of two 15,000 gallon sulfuric acid tanks 
sharing a common drain system with a sodium hypochlorite tank did not create conditions for an accident of a 
different type than any previously evaluated in the Updated Final Safety Analysis Report. When these chemicals mix, 
they would produce an on-site release of chlorine gas, which could potentially overcome the control room operators. 
The licensee entered this issue into the corrective action program and considered the control room heating, ventilation 
and air conditioning system operable because of the time of year (mid-winter) such that weather conditions favoring 
formation of a tornado does not occur. Also, the licensee stated that the sulfuric acid tanks would be drained to 
approximately 2000 gallons each during the times of year when tornadoes are more likely to minimize the magnitude 
of any chlorine release.  
 
Because the issue potentially impacted the NRC’s ability to perform its regulatory function, this finding was evaluated 
using the traditional enforcement process. The finding was determined to be more than minor because the inspectors 
could not reasonably determine that the activity to install the new sulfuric acid tanks without detection and alarm 
circuits to notify the control room would not have ultimately required NRC prior approval. This finding has a cross-
cutting aspect in the area of human performance because the licensee did not make appropriate or conservative 
decisions with respect to reviewing the plant design and license basis. Specifically, the licensee staff chose a narrow 
interpretation of Regulatory Guide 1.78 “Assumptions for Evaluating the Habitability of a Nuclear Power Plant 
Control Room During a Postulated Hazardous Chemical Release,” such that a control room habitability evaluation for 
an on-site chlorine gas release was not completed. The finding was not suitable for a significance determination 
process evaluation, but has been reviewed by NRC Management in accordance with qualitative criteria of Appendix 
M of IMC 0609 and is determined to be a finding of very low safety significance. (Section 1R02.1.b.1)  
 
Inspection Report# : 2007002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IMPLEMENT A RADIATION PROTECTION PROGRAM COMMENSURATE WITH THE 
EXTENT OF PLANT RADIOLOGICAL HAZARDS 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1101(a) was identified by the 
inspectors for the licensee’s failure to implement a radiation protection program commensurate with licensed activities 
and the ongoing radiological issues at the plant. Specifically, radiological controls were not effectively applied to 
secondary systems, which contained contaminated (tritium) fluids, to ensure that worker exposures and radiological 
effluents were fully monitored and controlled. The finding is greater than minor because it was associated with the 
process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the cornerstone 
objective to ensure the adequate protection of worker health and safety from exposure to radiation from radioactive 
material during nuclear reactor operation. Specifically, the inspectors determined that the finding did not involve 
unintended collective dose resulting from a deficiency in As-Low-As-Reasonably-Achievable (ALARA) planning, 
work control, or exposure control. The inspectors also determined that the finding did not involve an overexposure, 
the substantial potential for an overexposure, and did not compromise the licensee’s ability to assess dose. 
Consequently, the inspectors concluded that the finding was of very low safety significance. Corrective actions taken 
by the licensee included characterizing secondary systems to determine tritium concentration and prescribing 
radiological coverage and contamination control requirements for each system based upon this characterization. The 
cause of the finding was related to a cross-cutting aspect in the area of Problem Identification and Resolution because 
the licensee did not address radiological safety issues and adverse trends in a timely manner, commensurate with their 
safety significance and complexity (P.1(d)). 
Inspection Report# : 2007004 (pdf)  



Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO POST AREAS THAT CONTAIN RADIOACTIVE MATERIAL 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1902(e) was identified by the 
inspectors for the failure to post areas in which licensed material is used or stored. Specifically, two waste water 
lagoons, located within the Protected Area, and the Turbine Building each contained greater than 10,000 uCi of 
tritium and were not posted in accordance with 10 CFR 20.1902(e). The finding is greater than minor because it was 
associated with the process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the 
cornerstone objective to ensure the adequate protection of the worker health and safety from exposure to radiation 
from radioactive material during nuclear reactor operation. Specifically, the inspectors determined that the finding did 
not concern unintended collective dose resulting from a deficiency in ALARA planning, work control or exposure 
control. The inspectors also determined that the finding did not involve an overexposure, the substantial potential for 
an overexposure, and did not compromise the licensee’s ability to assess dose. Consequently, the inspectors concluded 
that the Significance Determination Process (SDP) assessment for this finding was of very low safety significance. 
Corrective actions taken by the licensee included posting the lagoons and areas of the turbine building appropriately 
as "CAUTION, RADIOACTIVE MATERIAL(S).” The cause of the finding was related to a cross-cutting aspect in 
the area of Human Performance because the licensee did not use conservative assumptions in decision making (H.1
(b)). 
Inspection Report# : 2007004 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Last modified : February 04, 2008 



Braidwood 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN EVALUATION ON A BOLTED CONNECTION 
The inspectors identified a Non-Cited Violation of 10 CFR 50.55a(a)(3)(i) for failure to apply an approved alternative 
to the American Society of Mechanical Engineers Code to evaluate susceptibility of bolting corrosion and the 
potential for failure after identifying leakage at residual heat exchanger flow control valve assembly, valve 2RH606, 
bolted connection. The primary cause of this failure was related to the cross cutting component of Human 
Performance, Work Practices (Item H.4.(b) of IMC 0305) because licensee personnel failed to follow procedures. As 
part of its corrective actions, the licensee performed a review of 160 bolted-connection boric acid leaks and identified 
47 similar examples (including 2RH606). The licensee planned to assign a work group evaluation to determine the 
appropriate additional corrective actions. The finding was more than minor because it met the criteria in IMC 0612, 
Appendix E, “Examples of Minor Issues,” Example 4a. Specifically, the licensee routinely failed to perform/document 
engineering evaluations to evaluate bolted connections with boric acid leaks. The issue was of very low safety 
significance based on Phase 1 screening in accordance with IMC 609, Appendix A, “Significance Determination of 
Reactor Inspection Findings for At-Power Situations.” Specifically, no failures of American Society of Mechanical 
Engineers Code bolted connections had actually occurred due to a failure to perform this evaluation.  
 
Inspection Report# : 2007006 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate test control for safety-related heat exchangers 
The inspectors identified a finding having very low significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion XI, “Test Control,” related to the failure to establish a formal heat exchanger testing program capable of 
identifying an unacceptable condition of the safety related cubicle coolers. Specifically, prior to 2003, the licensee’s 
program lacked formalized acceptance criteria. The current program did not provide guidance on how to translate 
design information into acceptance criteria or guidance on quantifying the results of the examinations. 
Inspection Report# : 2007009 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate safety-related heat exchanger examination procedure 
The inspectors identified a finding of very low safety significance involving a Non-Cited Violation of 10 CFR Part 50, 
Appendix B, Criterion V, "Instructions, Procedures, and Drawings," with regard to the licensee’s heat exchanger 
examination procedure. Specifically, the procedure was inappropriate to ensure that the safety-related heat exchangers 
were satisfactorily inspected and evaluated. Upon discovery, the licensee initiated an evaluation to determine the 
operability of the affected heat exchangers. 
Inspection Report# : 2007009 (pdf)  



Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take corrective action 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
having very low safety significance. Specifically, the inspectors determined that the licensee failed to identify that 
operability of the AFW pump room coolers would not be supported above 100°F and subsequently correct the 
condition when the allowable heat sink temperature was raised. The licensee performed a preliminary calculation and 
determined the coolers remained operable. 
Inspection Report# : 2007009 (pdf)  

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
THE LICENSEE'S FAILURE TO MAINTAIN A PROCEDURE ADEQUATE COULD HAVE RESULTED 
IN SECURING THE ONLY REMAINING RESIDUAL HEAT REMOVAL PUMP 
The inspectors identified a violation of Technical Specification 5.4.1, "Procedures," for the licensee’s failure to 
provide an adequate procedure to ensure the continued operation of the "A" residual heat removal pump, during cold 
leg recirculation mode of operation, during conditions when the "B" residual heat removal pump was not available. 
The licensee initiated an issue report to track the resolution of this finding. Subsequently, the licensee revised the 
affected procedure on May 21, 2007 to ensure one residual heat removal pump remained operable. The licensee’s 
failure to maintain an adequate procedure to ensure the continued operation of the “A” residual heat removal pump 
was more than minor because the finding affected the mitigating systems cornerstone objective of ensuring the 
availability and reliability of the emergency core cooling system to respond to initiating events to prevent undesirable 
consequences. Specifically, the finding was associated with the mitigating systems attribute of procedure quality. The 
finding is of very low safety significance because the finding screened as Green during the Phase 1 Significance 
Determination Process. 
Inspection Report# : 2007007 (pdf)  

Significance:  Jun 12, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE EXTENT OF CONDITION REVIEW WHICH FAILED TO IDENTIFY THAT IST 
TESTING WAS NOT PERFORMED FOR COMPONENT COOLING WATER SYSTEMS VALVES 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XI, "Test Control," 
because the licensee failed to include several manual component cooling water system valves, that were required to 
perform a safety function, in the inservice testing (IST) program and subsequently test the valves in accordance with 
IST program requirements. The finding was related to the cross-cutting area of Problem Identification and Resolution. 
A cross-cutting aspect in the corrective action program was identified because the licensee did not conduct an 
adequate extent of condition review, for a previously missed IST surveillance on several essential service water 
system valves. As a result, the licensee failed to identify that the component cooling water systems valves required 
inclusion in and testing by the IST program. The licensee initiated an issue report to track the corrective actions for 
this finding. Subsequently, the licensee placed the valves on the Plan-Of-The-Day Meeting Agenda to ensure testing, 
which was scheduled for June 30, 2007. The failure to account for these valves in the IST program was more than 
minor because the finding affected the mitigating systems cornerstone objective of ensuring the availability and 
reliability of the component cooling water and residual heat removal systems when required to respond to initiating 
events to prevent undesirable consequences. Specifically, the finding was associated with the mitigating systems 
attribute of equipment performance. The finding is of very low safety significance because the finding screened as 
Green during the Phase 1 Significance Determination Process. 
Inspection Report# : 2007007 (pdf)  

Barrier Integrity 



Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet TRM Requirements for Spent Fuel Building Crane Interlocks and Physical Stops (1R20) 
A finding of very low safety significance and associated Non-Cited Violation of Technical Specification 5.4.1 was 
identified by the inspectors for failure to have and follow procedures, which met the surveillance requirements of 
Technical Requirements Manual (TRM), Section 3.9.d.1. Specifically to verify that both the spent fuel pool crane 
electrical interlocks and physical stops were operable, with the purpose to prevent crane travel with loads greater than 
2000 pounds over fuel assemblies. This was required to be completed within seven days prior to crane use. The 
inspectors identified that loads greater than 2000 pounds were regularly moved with the crane with the electrical 
interlocks bypassed and the physical stops removed.  
 
The finding was greater than minor because, if left uncorrected, it could have become more significant as additional 
heavy loads were moved with no interlocks in place. The finding affected the attribute of maintaining functionality of 
spent fuel cladding in the Barrier Integrity cornerstone. Using the SDP Phase 1 Screening Worksheet of IMC 0609, 
the inspectors determined that the finding screened as Green because it only affected the fuel barrier. The licensee 
entered the issue into its corrective action program, temporarily suspended crane operation, and modified its 
procedures and practices to meet the TRM. The finding had a cross-cutting aspect in the area of Human Performance 
in the work practices component. Personnel failed to follow the TRM because implementing procedures did not 
require both the electrical interlocks and physical stops to be in place within seven days prior to crane use (H.4(b)). 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IMPLEMENT A RADIATION PROTECTION PROGRAM COMMENSURATE WITH THE 
EXTENT OF PLANT RADIOLOGICAL HAZARDS 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1101(a) was identified by the 
inspectors for the licensee’s failure to implement a radiation protection program commensurate with licensed activities 
and the ongoing radiological issues at the plant. Specifically, radiological controls were not effectively applied to 
secondary systems, which contained contaminated (tritium) fluids, to ensure that worker exposures and radiological 
effluents were fully monitored and controlled. The finding is greater than minor because it was associated with the 
process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the cornerstone 
objective to ensure the adequate protection of worker health and safety from exposure to radiation from radioactive 
material during nuclear reactor operation. Specifically, the inspectors determined that the finding did not involve 
unintended collective dose resulting from a deficiency in As-Low-As-Reasonably-Achievable (ALARA) planning, 
work control, or exposure control. The inspectors also determined that the finding did not involve an overexposure, 
the substantial potential for an overexposure, and did not compromise the licensee’s ability to assess dose. 
Consequently, the inspectors concluded that the finding was of very low safety significance. Corrective actions taken 
by the licensee included characterizing secondary systems to determine tritium concentration and prescribing 
radiological coverage and contamination control requirements for each system based upon this characterization. The 
cause of the finding was related to a cross-cutting aspect in the area of Problem Identification and Resolution because 
the licensee did not address radiological safety issues and adverse trends in a timely manner, commensurate with their 
safety significance and complexity (P.1(d)). 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 



Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO POST AREAS THAT CONTAIN RADIOACTIVE MATERIAL 
A finding of very low safety significance and an associated NCV of 10 CFR 20.1902(e) was identified by the 
inspectors for the failure to post areas in which licensed material is used or stored. Specifically, two waste water 
lagoons, located within the Protected Area, and the Turbine Building each contained greater than 10,000 uCi of 
tritium and were not posted in accordance with 10 CFR 20.1902(e). The finding is greater than minor because it was 
associated with the process and procedures attribute of the Occupational Radiation Safety cornerstone and affected the 
cornerstone objective to ensure the adequate protection of the worker health and safety from exposure to radiation 
from radioactive material during nuclear reactor operation. Specifically, the inspectors determined that the finding did 
not concern unintended collective dose resulting from a deficiency in ALARA planning, work control or exposure 
control. The inspectors also determined that the finding did not involve an overexposure, the substantial potential for 
an overexposure, and did not compromise the licensee’s ability to assess dose. Consequently, the inspectors concluded 
that the Significance Determination Process (SDP) assessment for this finding was of very low safety significance. 
Corrective actions taken by the licensee included posting the lagoons and areas of the turbine building appropriately 
as "CAUTION, RADIOACTIVE MATERIAL(S).” The cause of the finding was related to a cross-cutting aspect in 
the area of Human Performance because the licensee did not use conservative assumptions in decision making (H.1
(b)). 
Inspection Report# : 2007004 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
Significance: SL-IV Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DEFICIENT CONTROL OF PLANT STAFF OVERTIME 
The inspectors identified a Severity Level IV Non-Cited Violation of Technical Specification 5.2.2.d for not properly 
implementing and maintaining procedures for controlling plant staff work hours of personnel performing safety-
related activities. Procedure LS-AA-119, “Overtime Controls,” Revision 4, was deficient in that it permitted the plant 
manager to authorize work-hour deviations for routine refueling outage activities. This issue has a cross-cutting aspect 
in the area of Human Performance, Resources (Item H.2.(c) of IMC 0305), because Procedure LS-AA-119 did not 
provide adequate instructions to provide reasonable assurance that station management would properly control 
overtime for plant staff performing safety-related functions to assure nuclear safety as required by Technical 
Specification 5.2.2.d. The violation is more than minor because, if left uncorrected, the excessive work hours would 
increase the likelihood of human errors during refueling outage activities and response to plant events and would 
become a more significant safety concern. The finding is not suitable for Significance Determination Process 
evaluation, but has been reviewed by NRC management in accordance with IMC 0609, Appendix M, “Significance 
Determination Process Using Qualitative Criteria.” The resulting increased likelihood of human error, would 
adversely affect the station’s defense-in-depth. However, management determined the violation to be of very low 
significance, because no significant events or human performance issues were directly linked to personnel fatigue as a 
result of the hours worked. The licensee added this issue to their corrective action program to address correcting the 
procedure. In accordance with the NRC Enforcement Policy, Supplement I.D, the issue, being evaluated as having 
very low safety significance by the Significance Determination Process, is a Severity Level IV Violation.



Inspection Report# : 2007006 (pdf)  

Last modified : June 05, 2008 



Braidwood 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY IMPLEMENT MATERIAL CONTROL PROCEDURES 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, related to the 
unauthorized and improper storage of loose material in the designated material exclusion area around the Unit 1 and 
Unit 2 transformers. The inspectors identified this issue on a number of occasions. After each occurrence, the licensee 
took immediate corrective actions by either removing loose material out of the transformer yard or properly securing 
the material being stored in the transformer yards.  
The inspectors concluded that the finding was more than minor because loose/unsecured material in the transformer 
yards increased the likelihood of those events occurring that could upset plant stability. Specifically, during high wind 
speed conditions the loose material could have affected the main power transformers and could have caused a unit trip 
or it could have affected the station auxiliary transformers that could increase the likelihood of a loss of mitigating 
systems. In each case however, the inspectors concluded that there was not enough debris in either area to affect both 
transformers simultaneously. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not 
be available. The primary cause of this NCV was related to the cross-cutting aspect in the area of Human Performance 
in the Work Practices component (Item H.4.(b)). Multiple groups, including contractors and operators failed to 
properly implement the procedures for control of material in the transformer exclusion zones. The preliminary cause 
appeared to be inadequate supervisory and management oversight of work activities.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE 
The inspectors identified a performance deficiency involving a NCV of Title 10 of the Code of Federal Regulations 
(10 CFR), Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to a plant barrier 
impairment (PBI) procedure. The procedure for PBI did not contain steps to ensure that relied-upon compensatory 
measures were maintained. Specifically, while the B Train room of essential service water had a flood barrier 
removed and covered under a PBI, the compensatory measure of sump alarms were found not functioning. The 
licensee has entered the issue into their corrective action program, repaired the sump alarms, and plans to revise the 
PBI procedure. The inspectors concluded that the finding was greater than minor because the licensee failed to 
effectively manage prescribed compensatory measures related to a cornerstone objective. The finding was determined 
to be of very low safety significance based on a SDP Phase 1 screening in accordance with IMC 0609, Table 4a, 
because the finding did not increase the likelihood of an external or internal flood. The primary cause of this NCV 
was related to the cross-cutting component of Human Performance for Resources (Item H.2.(c)) because the licensee’s 
PBI procedure was not adequate in that it did not ensure safety margins were maintained by providing instructions to 
periodically verify that the compensatory measures were still available.  
 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 



Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL LABELING ON BOTH UNITS CONTROL PANELS AND SIMULATOR 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, for the 
licensee’s failure to provide procedural controls for the unique identification of Regulatory Guide 1.97 post accident 
instrumentation to aid the control room operator. Specifically, the licensee failed to adequately control the labeling on 
both units’ control panels and the simulator, resulting in several improperly marked post-accident indicators. The 
licensee has entered the issue into their corrective action program and labeled the appropriate post-accident 
instruments. The finding was greater than minor because, if left uncorrected, it could become a more significant safety 
concern. Inaccurately labeled control room indicators of post-accident instrumentation could lead to confusion and 
hamper operator response if conflicting indications resulted due to accident conditions. The finding was determined to 
be of very low safety significance based on a SDP Phase 1 screening in accordance with IMC 0609.04, “Initial 
Screening and Characterization of Findings.” The inspectors did not identify a cross-cutting aspect to this finding.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 28, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This is a security Related Finding - see inspection report for details. 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in respons to Section B.5.b of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information": therefore, the details of this findng are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance - conservative assumptions and safe actions. 
See inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN EVALUATION ON A BOLTED CONNECTION 
The inspectors identified a Non-Cited Violation of 10 CFR 50.55a(a)(3)(i) for failure to apply an approved alternative 
to the American Society of Mechanical Engineers Code to evaluate susceptibility of bolting corrosion and the 
potential for failure after identifying leakage at residual heat exchanger flow control valve assembly, valve 2RH606, 
bolted connection. The primary cause of this failure was related to the cross cutting component of Human 
Performance, Work Practices (Item H.4.(b) of IMC 0305) because licensee personnel failed to follow procedures. As 
part of its corrective actions, the licensee performed a review of 160 bolted-connection boric acid leaks and identified 
47 similar examples (including 2RH606). The licensee planned to assign a work group evaluation to determine the 
appropriate additional corrective actions. The finding was more than minor because it met the criteria in IMC 0612, 
Appendix E, “Examples of Minor Issues,” Example 4a. Specifically, the licensee routinely failed to perform/document 
engineering evaluations to evaluate bolted connections with boric acid leaks. The issue was of very low safety 
significance based on Phase 1 screening in accordance with IMC 609, Appendix A, “Significance Determination of 
Reactor Inspection Findings for At-Power Situations.” Specifically, no failures of American Society of Mechanical 
Engineers Code bolted connections had actually occurred due to a failure to perform this evaluation.  
 
Inspection Report# : 2007006 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate test control for safety-related heat exchangers 
The inspectors identified a finding having very low significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion XI, “Test Control,” related to the failure to establish a formal heat exchanger testing program capable of 



identifying an unacceptable condition of the safety related cubicle coolers. Specifically, prior to 2003, the licensee’s 
program lacked formalized acceptance criteria. The current program did not provide guidance on how to translate 
design information into acceptance criteria or guidance on quantifying the results of the examinations. 
Inspection Report# : 2007009 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate safety-related heat exchanger examination procedure 
The inspectors identified a finding of very low safety significance involving a Non-Cited Violation of 10 CFR Part 50, 
Appendix B, Criterion V, "Instructions, Procedures, and Drawings," with regard to the licensee’s heat exchanger 
examination procedure. Specifically, the procedure was inappropriate to ensure that the safety-related heat exchangers 
were satisfactorily inspected and evaluated. Upon discovery, the licensee initiated an evaluation to determine the 
operability of the affected heat exchangers. 
Inspection Report# : 2007009 (pdf)  

Significance:  Aug 24, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take corrective action 
The inspectors identified a Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion XVI, “Corrective Action,” 
having very low safety significance. Specifically, the inspectors determined that the licensee failed to identify that 
operability of the AFW pump room coolers would not be supported above 100°F and subsequently correct the 
condition when the allowable heat sink temperature was raised. The licensee performed a preliminary calculation and 
determined the coolers remained operable. 
Inspection Report# : 2007009 (pdf)  

Barrier Integrity 

Significance:  May 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE ACCEPTANCE CRITERIA ESTABLISHED IN TECHNICAL SPECIFICATION 
SURVEILLANCE REQUIREMENT 
A finding of very low safety significance and associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, 
Instructions Procedures and Drawings was identified by the inspectors for the licensee’s failure to establish adequate 
acceptance criteria when performing a surveillance required by the plant’s Technical Specifications. Specifically, 
acceptance criteria ensuring airflow flow from areas of low potential contamination to areas of high potential 
contamination when performing Technical Specification Surveillance Requirement 3.7.12.4 associated with the 
nonaccessible area exhaust filter plenum ventilation system in the auxiliary building was not established. The licensee 
has entered the issue into its corrective action program and intend establish qualitative criteria verifying air flow into 
spaces containing potential contaminated fluids during post accident conditions. This finding was more than minor 
because it affected the radiological barrier functionality of the control room and auxiliary building attribute under the 
barrier integrity cornerstone. The finding was of very low safety significance because all the answers were no to the 
SDP screening associated with the Barrier’s Cornerstone.  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Mar 28, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This is a security Related Finding - see inspection report for details.



This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in respons to Section B.5.b of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information": therefore, the details of this findng are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance - documentation, procedures, and 
component labeling. See inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Sep 30, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Meet TRM Requirements for Spent Fuel Building Crane Interlocks and Physical Stops (1R20) 
A finding of very low safety significance and associated Non-Cited Violation of Technical Specification 5.4.1 was 
identified by the inspectors for failure to have and follow procedures, which met the surveillance requirements of 
Technical Requirements Manual (TRM), Section 3.9.d.1. Specifically to verify that both the spent fuel pool crane 
electrical interlocks and physical stops were operable, with the purpose to prevent crane travel with loads greater than 
2000 pounds over fuel assemblies. This was required to be completed within seven days prior to crane use. The 
inspectors identified that loads greater than 2000 pounds were regularly moved with the crane with the electrical 
interlocks bypassed and the physical stops removed.  
 
The finding was greater than minor because, if left uncorrected, it could have become more significant as additional 
heavy loads were moved with no interlocks in place. The finding affected the attribute of maintaining functionality of 
spent fuel cladding in the Barrier Integrity cornerstone. Using the SDP Phase 1 Screening Worksheet of IMC 0609, 
the inspectors determined that the finding screened as Green because it only affected the fuel barrier. The licensee 
entered the issue into its corrective action program, temporarily suspended crane operation, and modified its 
procedures and practices to meet the TRM. The finding had a cross-cutting aspect in the area of Human Performance 
in the work practices component. Personnel failed to follow the TRM because implementing procedures did not 
require both the electrical interlocks and physical stops to be in place within seven days prior to crane use (H.4(b)). 
Inspection Report# : 2007005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SAMPLE A TEMPORARY TANK AT THE REQUIRED PERIODICITY 
A finding of very low safety significance and associated NCV of the Technical Requirements Manual, Appendix L, 
and Technical Specifications 5.4.1(a) were identified by the inspectors. On May 1, 2008, the inspectors identified that 
the licensee had failed to sample the temporary wastewater storage tanks installed to hold shower and wash water 
from the Unit 2 Containment Access Facility at the required frequency of seven days. Procedure RP-BR-654, “Unit 1
(2) Containment Access Facility Liquid and Air Sampling and Disposal Requirements, Revision 0,” as written, did not 
direct the required sampling frequency. The licensee took immediate corrective action by sampling the temporary 
storage tank, revising the scheduling tool to ensure that the tanks are sampled at least every seven days when 
radioactive material is being added to the tank, and planning to revise the sampling procedure. The finding involved 
an occurrence in the licensee's radioactive material control program that is contrary to the licensee’s procedures. The 



finding was more than minor because it impacted the program and process attribute of the Public Radiation Safety 
Cornerstone and affected the cornerstone objective to ensure adequate protection of public health and safety from 
exposure to radioactive material release into the public domain, in that the failure to measure the levels of 
radioactivity in the temporary storage tanks had the potential to impact the licensee’s effluent program. The inspectors 
applied the IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process” to this finding. 
The finding is in the licensee’s radiological effluent monitoring program. The finding did not involve a failure to 
implement the effluent release program nor did public dose exceed Appendix I, Criterion, or 10 CFR 20.1302(e) and 
the finding was determined to be of very low safety significance. The primary cause of this NCV was related to the 
cross-cutting component of Human Performance for Work Practices (Item H.4.(c)) because the licensee did not ensure 
that supervisory and management oversight of the procedure was adequate to assure nuclear safety.  
 
Inspection Report# : 2008003 (pdf)  

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

Miscellaneous 
Significance: SL-IV Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DEFICIENT CONTROL OF PLANT STAFF OVERTIME 
The inspectors identified a Severity Level IV Non-Cited Violation of Technical Specification 5.2.2.d for not properly 
implementing and maintaining procedures for controlling plant staff work hours of personnel performing safety-
related activities. Procedure LS-AA-119, “Overtime Controls,” Revision 4, was deficient in that it permitted the plant 
manager to authorize work-hour deviations for routine refueling outage activities. This issue has a cross-cutting aspect 
in the area of Human Performance, Resources (Item H.2.(c) of IMC 0305), because Procedure LS-AA-119 did not 
provide adequate instructions to provide reasonable assurance that station management would properly control 
overtime for plant staff performing safety-related functions to assure nuclear safety as required by Technical 
Specification 5.2.2.d. The violation is more than minor because, if left uncorrected, the excessive work hours would 
increase the likelihood of human errors during refueling outage activities and response to plant events and would 
become a more significant safety concern. The finding is not suitable for Significance Determination Process 
evaluation, but has been reviewed by NRC management in accordance with IMC 0609, Appendix M, “Significance 
Determination Process Using Qualitative Criteria.” The resulting increased likelihood of human error, would 
adversely affect the station’s defense-in-depth. However, management determined the violation to be of very low 
significance, because no significant events or human performance issues were directly linked to personnel fatigue as a 
result of the hours worked. The licensee added this issue to their corrective action program to address correcting the 
procedure. In accordance with the NRC Enforcement Policy, Supplement I.D, the issue, being evaluated as having 
very low safety significance by the Significance Determination Process, is a Severity Level IV Violation. 
Inspection Report# : 2007006 (pdf)  

Last modified : August 29, 2008 



Braidwood 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH THE SPACING STANDARD FOR SPRINKLER SYSTEMS IN ACCORDANCE WITH THE 
LICENSEE FIRE PROTECTION PROGRAM REQUIREMENTS 
A finding of very low safety significance and associated NCV of Braidwood’s License Condition 2.E was identified by the inspectors for 
failure to comply with the spacing standard for sprinkler systems in accordance with the licensee Fire Protection Program (FPP) requirements. 
Specifically, the inspectors identified three permanent scaffolds that obstructed three separate fire protection suppression sprinkler heads in 
the 2B diesel oil storage tank room. No replacement sprinklers had been installed. After the inspector’s identification of this issue the licensee 
removed the decking and open grating from the scaffolds, which allowed the permanent scaffold configuration to be within the FPP 
requirements. The inspectors determined that the licensee’s failure to comply with the spacing standard for sprinkler systems in accordance 
with the Braidwood FPP was a performance deficiency. The inspectors concluded that the finding was greater than minor because this issue 
was associated with the external factor attribute of the Initiating Events cornerstone and affected the cornerstone objective to limit the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as power operations. The 
inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination 
Process,” Appendix F, because it was associated with fire protection defense in depth strategies involving the suppression system. The 
inspectors determined that the finding has a low degradation rating since only three out of eleven sprinklers in the room were obstructed and 
for each sprinkler obstructed there was another functional head within ten feet of combustible concern. In addition, other aspects of the 
system complied with NFPA code. Therefore, the finding was determined to be of very low safety significance. This finding has a cross 
cutting aspect in the area of Human Performance because the licensee failed to properly evaluate the scaffolding placement due to the 
engineering staff using poor assumptions.  
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE REMOVAL OF CARBON DIOXIDE FIRE SUPPRESSION FOR THE UPPER CABLE 
SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E was identified by the 
inspectors for the licensee’s failure to obtain NRC approval before making changes to the approved FPP. Specifically, the licensee 
permanently isolated the manual carbon dioxide (CO2) suppression system to the upper cable spreading rooms (UCSRs) without prior NRC 
approval. The licensee entered this issue in the corrective action program (CAP) and implemented compensatory actions to verify detection 
system operability and implement fire watches upon any single detector failure. Additionally, the licensee plans to submit a licensee change 
request associated with the removal of CO2 suppression from the UCSRs. The finding was determined to be more than minor because the 
inspectors could not reasonably determine that the isolation would not have ultimately required NRC prior approval. The inspectors 
determined this finding to be a Severity Level IV violation due to having very low safety significance (Green) based on the Phase 2 SDP 
evaluation. This finding is related to the cross cutting area of Human Performance for failure to use conservative assumptions in decision-
making and to adopt a requirement that demonstrates the proposed action is safe in order to proceed with respect to reviewing the plant design 
and license basis. (H.1(b))  
 
Inspection Report# : 2008004 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY IMPLEMENT MATERIAL CONTROL PROCEDURES 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, related to the unauthorized and 
improper storage of loose material in the designated material exclusion area around the Unit 1 and Unit 2 transformers. The inspectors 
identified this issue on a number of occasions. After each occurrence, the licensee took immediate corrective actions by either removing loose 
material out of the transformer yard or properly securing the material being stored in the transformer yards.  
The inspectors concluded that the finding was more than minor because loose/unsecured material in the transformer yards increased the 
likelihood of those events occurring that could upset plant stability. Specifically, during high wind speed conditions the loose material could 
have affected the main power transformers and could have caused a unit trip or it could have affected the station auxiliary transformers that 
could increase the likelihood of a loss of mitigating systems. In each case however, the inspectors concluded that there was not enough debris 



in either area to affect both transformers simultaneously. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not be available. The 
primary cause of this NCV was related to the cross-cutting aspect in the area of Human Performance in the Work Practices component (Item 
H.4.(b)). Multiple groups, including contractors and operators failed to properly implement the procedures for control of material in the 
transformer exclusion zones. The preliminary cause appeared to be inadequate supervisory and management oversight of work activities.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE 
The inspectors identified a performance deficiency involving a NCV of Title 10 of the Code of Federal Regulations (10 CFR), Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to a plant barrier impairment (PBI) procedure. The procedure for 
PBI did not contain steps to ensure that relied-upon compensatory measures were maintained. Specifically, while the B Train room of 
essential service water had a flood barrier removed and covered under a PBI, the compensatory measure of sump alarms were found not 
functioning. The licensee has entered the issue into their corrective action program, repaired the sump alarms, and plans to revise the PBI 
procedure. The inspectors concluded that the finding was greater than minor because the licensee failed to effectively manage prescribed 
compensatory measures related to a cornerstone objective. The finding was determined to be of very low safety significance based on a SDP 
Phase 1 screening in accordance with IMC 0609, Table 4a, because the finding did not increase the likelihood of an external or internal flood. 
The primary cause of this NCV was related to the cross-cutting component of Human Performance for Resources (Item H.2.(c)) because the 
licensee’s PBI procedure was not adequate in that it did not ensure safety margins were maintained by providing instructions to periodically 
verify that the compensatory measures were still available.  
 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL LABELING ON BOTH UNITS CONTROL PANELS AND SIMULATOR 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, for the licensee’s failure to provide 
procedural controls for the unique identification of Regulatory Guide 1.97 post accident instrumentation to aid the control room operator. 
Specifically, the licensee failed to adequately control the labeling on both units’ control panels and the simulator, resulting in several 
improperly marked post-accident indicators. The licensee has entered the issue into their corrective action program and labeled the 
appropriate post-accident instruments. The finding was greater than minor because, if left uncorrected, it could become a more significant 
safety concern. Inaccurately labeled control room indicators of post-accident instrumentation could lead to confusion and hamper operator 
response if conflicting indications resulted due to accident conditions. The finding was determined to be of very low safety significance based 
on a SDP Phase 1 screening in accordance with IMC 0609.04, “Initial Screening and Characterization of Findings.” The inspectors did not 
identify a cross-cutting aspect to this finding.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 28, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This is a security Related Finding - see inspection report for details. 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with losses of large areas of 
the plant; in respons to Section B.5.b of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related NRC 
guidance. This finding has been designated as "Official Use Only - Security-Related Information": therefore, the details of this findng are 
being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance - conservative assumptions 
and safe actions. See inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 



FAILURE TO PERFORM AN EVALUATION ON A BOLTED CONNECTION 
The inspectors identified a Non-Cited Violation of 10 CFR 50.55a(a)(3)(i) for failure to apply an approved alternative to the American 
Society of Mechanical Engineers Code to evaluate susceptibility of bolting corrosion and the potential for failure after identifying leakage at 
residual heat exchanger flow control valve assembly, valve 2RH606, bolted connection. The primary cause of this failure was related to the 
cross cutting component of Human Performance, Work Practices (Item H.4.(b) of IMC 0305) because licensee personnel failed to follow 
procedures. As part of its corrective actions, the licensee performed a review of 160 bolted-connection boric acid leaks and identified 47 
similar examples (including 2RH606). The licensee planned to assign a work group evaluation to determine the appropriate additional 
corrective actions. The finding was more than minor because it met the criteria in IMC 0612, Appendix E, “Examples of Minor Issues,” 
Example 4a. Specifically, the licensee routinely failed to perform/document engineering evaluations to evaluate bolted connections with boric 
acid leaks. The issue was of very low safety significance based on Phase 1 screening in accordance with IMC 609, Appendix A, “Significance 
Determination of Reactor Inspection Findings for At-Power Situations.” Specifically, no failures of American Society of Mechanical 
Engineers Code bolted connections had actually occurred due to a failure to perform this evaluation.  
 
Inspection Report# : 2007006 (pdf)  

Barrier Integrity 

Significance:  May 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE ACCEPTANCE CRITERIA ESTABLISHED IN TECHNICAL SPECIFICATION SURVEILLANCE 
REQUIREMENT 
A finding of very low safety significance and associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, Instructions 
Procedures and Drawings was identified by the inspectors for the licensee’s failure to establish adequate acceptance criteria when performing 
a surveillance required by the plant’s Technical Specifications. Specifically, acceptance criteria ensuring airflow flow from areas of low 
potential contamination to areas of high potential contamination when performing Technical Specification Surveillance Requirement 3.7.12.4 
associated with the nonaccessible area exhaust filter plenum ventilation system in the auxiliary building was not established. The licensee has 
entered the issue into its corrective action program and intend establish qualitative criteria verifying air flow into spaces containing potential 
contaminated fluids during post accident conditions. This finding was more than minor because it affected the radiological barrier 
functionality of the control room and auxiliary building attribute under the barrier integrity cornerstone. The finding was of very low safety 
significance because all the answers were no to the SDP screening associated with the Barrier’s Cornerstone.  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Mar 28, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This is a security Related Finding - see inspection report for details. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with losses of large areas of the 
plant; in respons to Section B.5.b of the February 25, 2002, Interim Compensatory Measures (ICM) Order (EA-02-026) and related NRC 
guidance. This finding has been designated as "Official Use Only - Security-Related Information": therefore, the details of this findng are 
being withheld from public disclosure. This finding has a cross-cutting aspect in the area of Human Performance - documentation, 
procedures, and component labeling. See inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 



Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SAMPLE A TEMPORARY TANK AT THE REQUIRED PERIODICITY 
A finding of very low safety significance and associated NCV of the Technical Requirements Manual, Appendix L, and Technical 
Specifications 5.4.1(a) were identified by the inspectors. On May 1, 2008, the inspectors identified that the licensee had failed to sample the 
temporary wastewater storage tanks installed to hold shower and wash water from the Unit 2 Containment Access Facility at the required 
frequency of seven days. Procedure RP-BR-654, “Unit 1(2) Containment Access Facility Liquid and Air Sampling and Disposal 
Requirements, Revision 0,” as written, did not direct the required sampling frequency. The licensee took immediate corrective action by 
sampling the temporary storage tank, revising the scheduling tool to ensure that the tanks are sampled at least every seven days when 
radioactive material is being added to the tank, and planning to revise the sampling procedure. The finding involved an occurrence in the 
licensee's radioactive material control program that is contrary to the licensee’s procedures. The finding was more than minor because it 
impacted the program and process attribute of the Public Radiation Safety Cornerstone and affected the cornerstone objective to ensure 
adequate protection of public health and safety from exposure to radioactive material release into the public domain, in that the failure to 
measure the levels of radioactivity in the temporary storage tanks had the potential to impact the licensee’s effluent program. The inspectors 
applied the IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process” to this finding. The finding is in the 
licensee’s radiological effluent monitoring program. The finding did not involve a failure to implement the effluent release program nor did 
public dose exceed Appendix I, Criterion, or 10 CFR 20.1302(e) and the finding was determined to be of very low safety significance. The 
primary cause of this NCV was related to the cross-cutting component of Human Performance for Work Practices (Item H.4.(c)) because the 
licensee did not ensure that supervisory and management oversight of the procedure was adequate to assure nuclear safety.  
 
Inspection Report# : 2008003 (pdf)  

Physical Protection 

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

Miscellaneous 

Significance: SL-IV Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DEFICIENT CONTROL OF PLANT STAFF OVERTIME 
The inspectors identified a Severity Level IV Non-Cited Violation of Technical Specification 5.2.2.d for not properly implementing and 
maintaining procedures for controlling plant staff work hours of personnel performing safety-related activities. Procedure LS-AA-119, 
“Overtime Controls,” Revision 4, was deficient in that it permitted the plant manager to authorize work-hour deviations for routine refueling 
outage activities. This issue has a cross-cutting aspect in the area of Human Performance, Resources (Item H.2.(c) of IMC 0305), because 
Procedure LS-AA-119 did not provide adequate instructions to provide reasonable assurance that station management would properly control 
overtime for plant staff performing safety-related functions to assure nuclear safety as required by Technical Specification 5.2.2.d. The 
violation is more than minor because, if left uncorrected, the excessive work hours would increase the likelihood of human errors during 
refueling outage activities and response to plant events and would become a more significant safety concern. The finding is not suitable for 
Significance Determination Process evaluation, but has been reviewed by NRC management in accordance with IMC 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria.” The resulting increased likelihood of human error, would adversely affect 
the station’s defense-in-depth. However, management determined the violation to be of very low significance, because no significant events 
or human performance issues were directly linked to personnel fatigue as a result of the hours worked. The licensee added this issue to their 
corrective action program to address correcting the procedure. In accordance with the NRC Enforcement Policy, Supplement I.D, the issue, 
being evaluated as having very low safety significance by the Significance Determination Process, is a Severity Level IV Violation. 
Inspection Report# : 2007006 (pdf)  

Last modified : November 26, 2008 



Braidwood 1 
4Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH THE SPACING STANDARD FOR SPRINKLER SYSTEMS IN 
ACCORDANCE WITH THE LICENSEE FIRE PROTECTION PROGRAM REQUIREMENTS 
A finding of very low safety significance and associated NCV of Braidwood’s License Condition 2.E was identified 
by the inspectors for failure to comply with the spacing standard for sprinkler systems in accordance with the licensee 
Fire Protection Program (FPP) requirements. Specifically, the inspectors identified three permanent scaffolds that 
obstructed three separate fire protection suppression sprinkler heads in the 2B diesel oil storage tank room. No 
replacement sprinklers had been installed. After the inspector’s identification of this issue the licensee removed the 
decking and open grating from the scaffolds, which allowed the permanent scaffold configuration to be within the FPP
requirements. The inspectors determined that the licensee’s failure to comply with the spacing standard for sprinkler 
systems in accordance with the Braidwood FPP was a performance deficiency. The inspectors concluded that the 
finding was greater than minor because this issue was associated with the external factor attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors 
determined that the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance 
Determination Process,” Appendix F, because it was associated with fire protection defense in depth strategies 
involving the suppression system. The inspectors determined that the finding has a low degradation rating since only 
three out of eleven sprinklers in the room were obstructed and for each sprinkler obstructed there was another 
functional head within ten feet of combustible concern. In addition, other aspects of the system complied with NFPA 
code. Therefore, the finding was determined to be of very low safety significance. This finding has a cross cutting 
aspect in the area of Human Performance because the licensee failed to properly evaluate the scaffolding placement 
due to the engineering staff using poor assumptions.  
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE REMOVAL OF CARBON DIOXIDE FIRE SUPPRESSION FOR 
THE UPPER CABLE SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E was 
identified by the inspectors for the licensee’s failure to obtain NRC approval before making changes to the approved 
FPP. Specifically, the licensee permanently isolated the manual carbon dioxide (CO2) suppression system to the upper 
cable spreading rooms (UCSRs) without prior NRC approval. The licensee entered this issue in the corrective action 
program (CAP) and implemented compensatory actions to verify detection system operability and implement fire 
watches upon any single detector failure. Additionally, the licensee plans to submit a licensee change request 
associated with the removal of CO2 suppression from the UCSRs. The finding was determined to be more than minor 
because the inspectors could not reasonably determine that the isolation would not have ultimately required NRC prior
approval. The inspectors determined this finding to be a Severity Level IV violation due to having very low safety 
significance (Green) based on the Phase 2 SDP evaluation. This finding is related to the cross cutting area of Human 
Performance for failure to use conservative assumptions in decision-making and to adopt a requirement that 
demonstrates the proposed action is safe in order to proceed with respect to reviewing the plant design and license 
basis. (H.1(b))  
 
Inspection Report# : 2008004 (pdf)  



Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY IMPLEMENT MATERIAL CONTROL PROCEDURES 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, related to the 
unauthorized and improper storage of loose material in the designated material exclusion area around the Unit 1 and 
Unit 2 transformers. The inspectors identified this issue on a number of occasions. After each occurrence, the licensee 
took immediate corrective actions by either removing loose material out of the transformer yard or properly securing 
the material being stored in the transformer yards.  
The inspectors concluded that the finding was more than minor because loose/unsecured material in the transformer 
yards increased the likelihood of those events occurring that could upset plant stability. Specifically, during high wind 
speed conditions the loose material could have affected the main power transformers and could have caused a unit trip 
or it could have affected the station auxiliary transformers that could increase the likelihood of a loss of mitigating 
systems. In each case however, the inspectors concluded that there was not enough debris in either area to affect both 
transformers simultaneously. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not 
be available. The primary cause of this NCV was related to the cross-cutting aspect in the area of Human Performance 
in the Work Practices component (Item H.4.(b)). Multiple groups, including contractors and operators failed to 
properly implement the procedures for control of material in the transformer exclusion zones. The preliminary cause 
appeared to be inadequate supervisory and management oversight of work activities.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE 
The inspectors identified a performance deficiency involving a NCV of Title 10 of the Code of Federal Regulations 
(10 CFR), Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to a plant barrier 
impairment (PBI) procedure. The procedure for PBI did not contain steps to ensure that relied-upon compensatory 
measures were maintained. Specifically, while the B Train room of essential service water had a flood barrier 
removed and covered under a PBI, the compensatory measure of sump alarms were found not functioning. The 
licensee has entered the issue into their corrective action program, repaired the sump alarms, and plans to revise the 
PBI procedure. The inspectors concluded that the finding was greater than minor because the licensee failed to 
effectively manage prescribed compensatory measures related to a cornerstone objective. The finding was determined 
to be of very low safety significance based on a SDP Phase 1 screening in accordance with IMC 0609, Table 4a, 
because the finding did not increase the likelihood of an external or internal flood. The primary cause of this NCV 
was related to the cross-cutting component of Human Performance for Resources (Item H.2.(c)) because the licensee’s 
PBI procedure was not adequate in that it did not ensure safety margins were maintained by providing instructions to 
periodically verify that the compensatory measures were still available.  
 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of High Pressure Gas Cylinders 
A finding of very low safety significance and an associated non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion III, Design Control, was identified by the inspectors for the failure to properly control high pressure gas 



cylinders in proximity to safety-related equipment. The licensee entered this into their CAP and made the restraint of 
the gas cylinders seismically qualified.  
The inspectors determined that the failure to properly evaluate the installation and storage of high pressure gas 
cylinders in plant area AB¬ 401 and AB 426 was contrary to the design basis and was a performance deficiency. The 
finding was more than minor because the finding was similar to IMC 0612, Appendix E, Example 4a, in that no 
engineering evaluation was performed to assess the seismic impact on the gas cylinders, where safety related 
equipment was potentially effected. Therefore, this performance deficiency also impacted the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. The inspectors performed a phase 1 significance determination process 
screening and the finding was determined to be potentially risk significant due to external initiating event core damage 
sequences. The regional SRA determined that the Phase 2 SDP pre solved tables/worksheets did not clearly address 
the inspection finding. Therefore, the SRA performed an SDP Phase 3 analysis and determined the issue was of very 
low safety significance.  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Containment Spray Add Tank Drain Drain Valve 
A Green finding and associated non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was self-revealed 
when leak-by of valve 2CS023 led to a 100 gallon sodium hydroxide (NaOH) spill that leaked into the 2A RH pump 
room and rendered the 2A RH pump unavailable on September 30, 2008. The licensee failed to take adequate 
corrective actions to address previous leak-by of valve 2CS023. This finding has a cross-cutting aspect in the area of 
human performance (H.4(a)).  
 
The inspectors determined that the failure to properly verify the adequacy of lubricating the 2CS023 valve stem for 
better valve operation was a performance deficiency. The finding was more than minor because it impacted the 
mitigating systems cornerstone attribute to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The inspectors performed a Phase 1 SDP review of this finding 
and determined the issue was of very low safety significance. (Section 1R15)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Oct 24, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take timely corrective action for a previously identified NRC violation. 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, for failure to take timely corrective 
actions to address a previously issued NCV regarding the substitution of manual actions for automatic actions on the 
A train auxiliary feedwater pumps. Specifically, the licensee did not perform a full evaluation in accordance with 10 
CFR 50.59 for the addition of new Step, 2.c, in Revision 101 of Abnormal Operating Procedure 1/2BwOA-ELEC-4, 
“Loss of Offsite Power,” which instructed operators to place the A train auxiliary feedwater pumps in pull-out 
position. This violation was originally identified by NRC inspectors in January 2007. The inspection team identified 
that the licensee had not taken timely actions to correct the violation.  
 
This finding was considered to be more than minor because it impacted the procedure quality attribute of the 
mitigating systems cornerstone. As a result, the inspectors completed a Phase 1 Significance Determination Process 
Screening in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings 
for At-Power Situations.” The inspectors answered ‘no’ to all of the Mitigating Systems Cornerstone questions in 
Table 4a of IMC 0609, Attachment 4, and determined the issue to be of very low safety significance, Green. This 
issue of untimely corrective actions was entered into the licensee’s corrective action program, and the licensee took 
immediate corrective actions by issuing Revision 104 to 1/2BwOA-ELEC-4, which removed Step 2.c until the full 
50.59 evaluation was completed.  



 
Inspection Report# : 2008009 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL LABELING ON BOTH UNITS CONTROL PANELS AND SIMULATOR 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, for the 
licensee’s failure to provide procedural controls for the unique identification of Regulatory Guide 1.97 post accident 
instrumentation to aid the control room operator. Specifically, the licensee failed to adequately control the labeling on 
both units’ control panels and the simulator, resulting in several improperly marked post-accident indicators. The 
licensee has entered the issue into their corrective action program and labeled the appropriate post-accident 
instruments. The finding was greater than minor because, if left uncorrected, it could become a more significant safety 
concern. Inaccurately labeled control room indicators of post-accident instrumentation could lead to confusion and 
hamper operator response if conflicting indications resulted due to accident conditions. The finding was determined to 
be of very low safety significance based on a SDP Phase 1 screening in accordance with IMC 0609.04, “Initial 
Screening and Characterization of Findings.” The inspectors did not identify a cross-cutting aspect to this finding.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Mar 28, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This is a security Related Finding - see inspection report for details. 
This finding, affecting the Mitigating Systems Cornerstone, is related to mitigative measures developed to cope with 
losses of large areas of the plant; in respons to Section B.5.b of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information": therefore, the details of this findng are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance - conservative assumptions and safe actions. 
See inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Failure to Promptly Correct Auxiliary Tunnel Feedwater tunnel Hatch 
Cover Design Deficiencies 
A finding of very low safety significance and associated non-cited violation (NCV) of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified by the inspectors for failure to promptly identify and correct the 
auxiliary feedwater tunnel hatch cover design deficiencies. Specifically, upon finding a design deficiency, the licensee 
failed to evaluate and correct all deficiencies associated with the design calculation in a timely manner. The licensee 
has entered the issue into their corrective action program, implemented compensatory measures using temporary 
modifications, and plans to complete permanent modifications to restore design margins by December 31, 2008.  
 
The finding was more than minor because it was associated with the Barrier Integrity cornerstone attribute of SSC and 
Barrier Performance (Containment Isolation SSC Reliability) and affected the cornerstone objective of maintaining 
functionality of containment. The inspectors determined the finding to be of very low safety significance (Green) 
using the SDP Phase 1 screening worksheets as there was no actual open pathway in the physical integrity of the 
reactor containment. This finding has a cross-cutting aspect in the area of problem identification and resolution, 



corrective action program (CAP), because the licensee did not thoroughly evaluate the problem immediately upon 
identification. (P.1(c).) (Section 1R15)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze Inlet Piping Loads and Establish an Adequate HUT Quench Volume 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance, associated with the licensee's failure to analyze and establish an adequate quench volume within 
the boron recycle system holdup tanks and failure to analyze the water hammer loads on boron recycle system holdup 
tank inlet piping induced by relief valve discharges. Insufficient holdup tank quench volume could result in an 
overpressure failure of the holdup tank and the water hammer induced piping loads could damage the boron recycle 
system holdup tank inlet piping system. The licensee corrective actions included changing procedures to maintain a 
minimum 40 percent boron recycle holdup tank level as a quench volume for system relief valves and initiating an 
action to perform an analysis to investigate the magnitude of the potential water hammer loads on the inlet piping.  
 
The finding was more than minor because the finding affected the Barrier Integrity Cornerstone objective for 
maintaining the Radiological Barrier Function of the Containment. The finding was associated with the design control 
and procedure quality attributes of the Barrier Integrity Cornerstone. The inspectors determined that the failure to 
establish an adequate boron recycle system holdup tank quench volume and analyze the magnitude of water hammer 
loads on boron recycle system holdup tank inlet piping degraded the Radiological Barrier Function of the 
Containment but did not represent an actual open pathway from containment; therefore, the finding screened as 
having very low safety significance (Green). The inspectors determined that the finding did not have a cross-cutting 
aspect. (Section 4OA2.5.b.1)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  May 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE ACCEPTANCE CRITERIA ESTABLISHED IN TECHNICAL SPECIFICATION 
SURVEILLANCE REQUIREMENT 
A finding of very low safety significance and associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, 
Instructions Procedures and Drawings was identified by the inspectors for the licensee’s failure to establish adequate 
acceptance criteria when performing a surveillance required by the plant’s Technical Specifications. Specifically, 
acceptance criteria ensuring airflow flow from areas of low potential contamination to areas of high potential 
contamination when performing Technical Specification Surveillance Requirement 3.7.12.4 associated with the 
nonaccessible area exhaust filter plenum ventilation system in the auxiliary building was not established. The licensee 
has entered the issue into its corrective action program and intend establish qualitative criteria verifying air flow into 
spaces containing potential contaminated fluids during post accident conditions. This finding was more than minor 
because it affected the radiological barrier functionality of the control room and auxiliary building attribute under the 
barrier integrity cornerstone. The finding was of very low safety significance because all the answers were no to the 
SDP screening associated with the Barrier’s Cornerstone.  
 
Inspection Report# : 2008002 (pdf)  

Significance:  Mar 28, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
This is a security Related Finding - see inspection report for details. 
This finding, affecting the Barrier Integrity Cornerstone, is related to mitigative measures developed to cope with 



losses of large areas of the plant; in respons to Section B.5.b of the February 25, 2002, Interim Compensatory 
Measures (ICM) Order (EA-02-026) and related NRC guidance. This finding has been designated as "Official Use 
Only - Security-Related Information": therefore, the details of this findng are being withheld from public disclosure. 
This finding has a cross-cutting aspect in the area of Human Performance - documentation, procedures, and 
component labeling. See inspection report for more details. 
Inspection Report# : 2008006 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SAMPLE A TEMPORARY TANK AT THE REQUIRED PERIODICITY 
A finding of very low safety significance and associated NCV of the Technical Requirements Manual, Appendix L, 
and Technical Specifications 5.4.1(a) were identified by the inspectors. On May 1, 2008, the inspectors identified that 
the licensee had failed to sample the temporary wastewater storage tanks installed to hold shower and wash water 
from the Unit 2 Containment Access Facility at the required frequency of seven days. Procedure RP-BR-654, “Unit 1
(2) Containment Access Facility Liquid and Air Sampling and Disposal Requirements, Revision 0,” as written, did not 
direct the required sampling frequency. The licensee took immediate corrective action by sampling the temporary 
storage tank, revising the scheduling tool to ensure that the tanks are sampled at least every seven days when 
radioactive material is being added to the tank, and planning to revise the sampling procedure. The finding involved 
an occurrence in the licensee's radioactive material control program that is contrary to the licensee’s procedures. The 
finding was more than minor because it impacted the program and process attribute of the Public Radiation Safety 
Cornerstone and affected the cornerstone objective to ensure adequate protection of public health and safety from 
exposure to radioactive material release into the public domain, in that the failure to measure the levels of 
radioactivity in the temporary storage tanks had the potential to impact the licensee’s effluent program. The inspectors 
applied the IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process” to this finding. 
The finding is in the licensee’s radiological effluent monitoring program. The finding did not involve a failure to 
implement the effluent release program nor did public dose exceed Appendix I, Criterion, or 10 CFR 20.1302(e) and 
the finding was determined to be of very low safety significance. The primary cause of this NCV was related to the 
cross-cutting component of Human Performance for Work Practices (Item H.4.(c)) because the licensee did not ensure 
that supervisory and management oversight of the procedure was adequate to assure nuclear safety.  
 
Inspection Report# : 2008003 (pdf)  

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



Miscellaneous 
Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Report Summary 
The team concluded that the implementation of the Corrective Action Program (CAP) at Braidwood was generally 
good. The licensee had a low threshold for identifying problems and entering them in the CAP. Items entered into the 
CAP were screened and prioritized in a timely manner using established criteria; were properly evaluated 
commensurate with their safety significance; and corrective actions were generally implemented in a timely manner, 
commensurate with their safety significance. The team noted that the licensee was adequate at reviewing and applying 
industry operating experience lesson learned. Audits and self-assessments were also noted to be acceptable. On the 
basis of interviews conducted during the inspection, workers at the site expressed freedom to enter safety concerns 
into the CAP, exhibiting a good safety conscience work environment. 
Inspection Report# : 2008009 (pdf)  

Last modified : April 07, 2009 



Braidwood 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH THE SPACING STANDARD FOR SPRINKLER SYSTEMS IN 
ACCORDANCE WITH THE LICENSEE FIRE PROTECTION PROGRAM REQUIREMENTS 
A finding of very low safety significance and associated NCV of Braidwood’s License Condition 2.E was identified 
by the inspectors for failure to comply with the spacing standard for sprinkler systems in accordance with the licensee 
Fire Protection Program (FPP) requirements. Specifically, the inspectors identified three permanent scaffolds that 
obstructed three separate fire protection suppression sprinkler heads in the 2B diesel oil storage tank room. No 
replacement sprinklers had been installed. After the inspector’s identification of this issue the licensee removed the 
decking and open grating from the scaffolds, which allowed the permanent scaffold configuration to be within the FPP
requirements. The inspectors determined that the licensee’s failure to comply with the spacing standard for sprinkler 
systems in accordance with the Braidwood FPP was a performance deficiency. The inspectors concluded that the 
finding was greater than minor because this issue was associated with the external factor attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors 
determined that the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance 
Determination Process,” Appendix F, because it was associated with fire protection defense in depth strategies 
involving the suppression system. The inspectors determined that the finding has a low degradation rating since only 
three out of eleven sprinklers in the room were obstructed and for each sprinkler obstructed there was another 
functional head within ten feet of combustible concern. In addition, other aspects of the system complied with NFPA 
code. Therefore, the finding was determined to be of very low safety significance. This finding has a cross cutting 
aspect in the area of Human Performance because the licensee failed to properly evaluate the scaffolding placement 
due to the engineering staff using poor assumptions.  
 
Inspection Report# : 2008004 (pdf)  

Significance: SL-IV Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE REMOVAL OF CARBON DIOXIDE FIRE SUPPRESSION FOR 
THE UPPER CABLE SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E was 
identified by the inspectors for the licensee’s failure to obtain NRC approval before making changes to the approved 
FPP. Specifically, the licensee permanently isolated the manual carbon dioxide (CO2) suppression system to the upper 
cable spreading rooms (UCSRs) without prior NRC approval. The licensee entered this issue in the corrective action 
program (CAP) and implemented compensatory actions to verify detection system operability and implement fire 
watches upon any single detector failure. Additionally, the licensee plans to submit a licensee change request 
associated with the removal of CO2 suppression from the UCSRs. The finding was determined to be more than minor 
because the inspectors could not reasonably determine that the isolation would not have ultimately required NRC prior
approval. The inspectors determined this finding to be a Severity Level IV violation due to having very low safety 
significance (Green) based on the Phase 2 SDP evaluation. This finding is related to the cross cutting area of Human 
Performance for failure to use conservative assumptions in decision-making and to adopt a requirement that 
demonstrates the proposed action is safe in order to proceed with respect to reviewing the plant design and license 
basis. (H.1(b))  
 
Inspection Report# : 2008004 (pdf)  



Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY IMPLEMENT MATERIAL CONTROL PROCEDURES 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, related to the 
unauthorized and improper storage of loose material in the designated material exclusion area around the Unit 1 and 
Unit 2 transformers. The inspectors identified this issue on a number of occasions. After each occurrence, the licensee 
took immediate corrective actions by either removing loose material out of the transformer yard or properly securing 
the material being stored in the transformer yards.  
The inspectors concluded that the finding was more than minor because loose/unsecured material in the transformer 
yards increased the likelihood of those events occurring that could upset plant stability. Specifically, during high wind 
speed conditions the loose material could have affected the main power transformers and could have caused a unit trip 
or it could have affected the station auxiliary transformers that could increase the likelihood of a loss of mitigating 
systems. In each case however, the inspectors concluded that there was not enough debris in either area to affect both 
transformers simultaneously. The finding was determined to be of very low safety significance because it did not 
contribute to both the likelihood of a reactor trip and the likelihood that mitigating equipment or functions would not 
be available. The primary cause of this NCV was related to the cross-cutting aspect in the area of Human Performance 
in the Work Practices component (Item H.4.(b)). Multiple groups, including contractors and operators failed to 
properly implement the procedures for control of material in the transformer exclusion zones. The preliminary cause 
appeared to be inadequate supervisory and management oversight of work activities.  
 
Inspection Report# : 2008003 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PROCEDURE 
The inspectors identified a performance deficiency involving a NCV of Title 10 of the Code of Federal Regulations 
(10 CFR), Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to a plant barrier 
impairment (PBI) procedure. The procedure for PBI did not contain steps to ensure that relied-upon compensatory 
measures were maintained. Specifically, while the B Train room of essential service water had a flood barrier 
removed and covered under a PBI, the compensatory measure of sump alarms were found not functioning. The 
licensee has entered the issue into their corrective action program, repaired the sump alarms, and plans to revise the 
PBI procedure. The inspectors concluded that the finding was greater than minor because the licensee failed to 
effectively manage prescribed compensatory measures related to a cornerstone objective. The finding was determined 
to be of very low safety significance based on a SDP Phase 1 screening in accordance with IMC 0609, Table 4a, 
because the finding did not increase the likelihood of an external or internal flood. The primary cause of this NCV 
was related to the cross-cutting component of Human Performance for Resources (Item H.2.(c)) because the licensee’s 
PBI procedure was not adequate in that it did not ensure safety margins were maintained by providing instructions to 
periodically verify that the compensatory measures were still available.  
 
Inspection Report# : 2008003 (pdf)  

Mitigating Systems 

Significance:  Mar 06, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Validation for Safe Shutdown Manual Actions 
Finding identified by inspectors for the failure to perform a validation of added safe shutdown manual actions. The 
failure to perform a validation resulted in less than adequate emergency lighting for safe shutdown manual actions. 



The licensee entered the issue into their corrective action program and planned to relocate existing emergency lighting 
to provide adequate lighting at panel 1DC13J. 
Inspection Report# : 2009006 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of High Pressure Gas Cylinders 
A finding of very low safety significance and an associated non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion III, Design Control, was identified by the inspectors for the failure to properly control high pressure gas 
cylinders in proximity to safety-related equipment. The licensee entered this into their CAP and made the restraint of 
the gas cylinders seismically qualified.  
The inspectors determined that the failure to properly evaluate the installation and storage of high pressure gas 
cylinders in plant area AB¬ 401 and AB 426 was contrary to the design basis and was a performance deficiency. The 
finding was more than minor because the finding was similar to IMC 0612, Appendix E, Example 4a, in that no 
engineering evaluation was performed to assess the seismic impact on the gas cylinders, where safety related 
equipment was potentially effected. Therefore, this performance deficiency also impacted the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. The inspectors performed a phase 1 significance determination process 
screening and the finding was determined to be potentially risk significant due to external initiating event core damage 
sequences. The regional SRA determined that the Phase 2 SDP pre solved tables/worksheets did not clearly address 
the inspection finding. Therefore, the SRA performed an SDP Phase 3 analysis and determined the issue was of very 
low safety significance.  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Containment Spray Add Tank Drain Drain Valve 
A Green finding and associated non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was self-revealed 
when leak-by of valve 2CS023 led to a 100 gallon sodium hydroxide (NaOH) spill that leaked into the 2A RH pump 
room and rendered the 2A RH pump unavailable on September 30, 2008. The licensee failed to take adequate 
corrective actions to address previous leak-by of valve 2CS023. This finding has a cross-cutting aspect in the area of 
human performance (H.4(a)).  
 
The inspectors determined that the failure to properly verify the adequacy of lubricating the 2CS023 valve stem for 
better valve operation was a performance deficiency. The finding was more than minor because it impacted the 
mitigating systems cornerstone attribute to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The inspectors performed a Phase 1 SDP review of this finding 
and determined the issue was of very low safety significance. (Section 1R15)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Oct 24, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take timely corrective action for a previously identified NRC violation. 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, for failure to take timely corrective 
actions to address a previously issued NCV regarding the substitution of manual actions for automatic actions on the 
A train auxiliary feedwater pumps. Specifically, the licensee did not perform a full evaluation in accordance with 10 
CFR 50.59 for the addition of new Step, 2.c, in Revision 101 of Abnormal Operating Procedure 1/2BwOA-ELEC-4, 
“Loss of Offsite Power,” which instructed operators to place the A train auxiliary feedwater pumps in pull-out 



position. This violation was originally identified by NRC inspectors in January 2007. The inspection team identified 
that the licensee had not taken timely actions to correct the violation.  
 
This finding was considered to be more than minor because it impacted the procedure quality attribute of the 
mitigating systems cornerstone. As a result, the inspectors completed a Phase 1 Significance Determination Process 
Screening in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings 
for At-Power Situations.” The inspectors answered ‘no’ to all of the Mitigating Systems Cornerstone questions in 
Table 4a of IMC 0609, Attachment 4, and determined the issue to be of very low safety significance, Green. This 
issue of untimely corrective actions was entered into the licensee’s corrective action program, and the licensee took 
immediate corrective actions by issuing Revision 104 to 1/2BwOA-ELEC-4, which removed Step 2.c until the full 
50.59 evaluation was completed.  
 
Inspection Report# : 2008009 (pdf)  

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL LABELING ON BOTH UNITS CONTROL PANELS AND SIMULATOR 
The inspectors identified a performance deficiency involving a NCV of Technical Specifications 5.4.1, for the 
licensee’s failure to provide procedural controls for the unique identification of Regulatory Guide 1.97 post accident 
instrumentation to aid the control room operator. Specifically, the licensee failed to adequately control the labeling on 
both units’ control panels and the simulator, resulting in several improperly marked post-accident indicators. The 
licensee has entered the issue into their corrective action program and labeled the appropriate post-accident 
instruments. The finding was greater than minor because, if left uncorrected, it could become a more significant safety 
concern. Inaccurately labeled control room indicators of post-accident instrumentation could lead to confusion and 
hamper operator response if conflicting indications resulted due to accident conditions. The finding was determined to 
be of very low safety significance based on a SDP Phase 1 screening in accordance with IMC 0609.04, “Initial 
Screening and Characterization of Findings.” The inspectors did not identify a cross-cutting aspect to this finding.  
 
Inspection Report# : 2008003 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Failure to Promptly Correct Auxiliary Tunnel Feedwater tunnel Hatch 
Cover Design Deficiencies 
A finding of very low safety significance and associated non-cited violation (NCV) of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified by the inspectors for failure to promptly identify and correct the 
auxiliary feedwater tunnel hatch cover design deficiencies. Specifically, upon finding a design deficiency, the licensee 
failed to evaluate and correct all deficiencies associated with the design calculation in a timely manner. The licensee 
has entered the issue into their corrective action program, implemented compensatory measures using temporary 
modifications, and plans to complete permanent modifications to restore design margins by December 31, 2008.  
 
The finding was more than minor because it was associated with the Barrier Integrity cornerstone attribute of SSC and 
Barrier Performance (Containment Isolation SSC Reliability) and affected the cornerstone objective of maintaining 
functionality of containment. The inspectors determined the finding to be of very low safety significance (Green) 
using the SDP Phase 1 screening worksheets as there was no actual open pathway in the physical integrity of the 
reactor containment. This finding has a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program (CAP), because the licensee did not thoroughly evaluate the problem immediately upon 
identification. (P.1(c).) (Section 1R15)  



 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze Inlet Piping Loads and Establish an Adequate HUT Quench Volume 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance, associated with the licensee's failure to analyze and establish an adequate quench volume within 
the boron recycle system holdup tanks and failure to analyze the water hammer loads on boron recycle system holdup 
tank inlet piping induced by relief valve discharges. Insufficient holdup tank quench volume could result in an 
overpressure failure of the holdup tank and the water hammer induced piping loads could damage the boron recycle 
system holdup tank inlet piping system. The licensee corrective actions included changing procedures to maintain a 
minimum 40 percent boron recycle holdup tank level as a quench volume for system relief valves and initiating an 
action to perform an analysis to investigate the magnitude of the potential water hammer loads on the inlet piping.  
 
The finding was more than minor because the finding affected the Barrier Integrity Cornerstone objective for 
maintaining the Radiological Barrier Function of the Containment. The finding was associated with the design control 
and procedure quality attributes of the Barrier Integrity Cornerstone. The inspectors determined that the failure to 
establish an adequate boron recycle system holdup tank quench volume and analyze the magnitude of water hammer 
loads on boron recycle system holdup tank inlet piping degraded the Radiological Barrier Function of the 
Containment but did not represent an actual open pathway from containment; therefore, the finding screened as 
having very low safety significance (Green). The inspectors determined that the finding did not have a cross-cutting 
aspect. (Section 4OA2.5.b.1)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  May 15, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE ACCEPTANCE CRITERIA ESTABLISHED IN TECHNICAL SPECIFICATION 
SURVEILLANCE REQUIREMENT 
A finding of very low safety significance and associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion V, 
Instructions Procedures and Drawings was identified by the inspectors for the licensee’s failure to establish adequate 
acceptance criteria when performing a surveillance required by the plant’s Technical Specifications. Specifically, 
acceptance criteria ensuring airflow flow from areas of low potential contamination to areas of high potential 
contamination when performing Technical Specification Surveillance Requirement 3.7.12.4 associated with the 
nonaccessible area exhaust filter plenum ventilation system in the auxiliary building was not established. The licensee 
has entered the issue into its corrective action program and intend establish qualitative criteria verifying air flow into 
spaces containing potential contaminated fluids during post accident conditions. This finding was more than minor 
because it affected the radiological barrier functionality of the control room and auxiliary building attribute under the 
barrier integrity cornerstone. The finding was of very low safety significance because all the answers were no to the 
SDP screening associated with the Barrier’s Cornerstone.  
 
Inspection Report# : 2008002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 



Public Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SAMPLE A TEMPORARY TANK AT THE REQUIRED PERIODICITY 
A finding of very low safety significance and associated NCV of the Technical Requirements Manual, Appendix L, 
and Technical Specifications 5.4.1(a) were identified by the inspectors. On May 1, 2008, the inspectors identified that 
the licensee had failed to sample the temporary wastewater storage tanks installed to hold shower and wash water 
from the Unit 2 Containment Access Facility at the required frequency of seven days. Procedure RP-BR-654, “Unit 1
(2) Containment Access Facility Liquid and Air Sampling and Disposal Requirements, Revision 0,” as written, did not 
direct the required sampling frequency. The licensee took immediate corrective action by sampling the temporary 
storage tank, revising the scheduling tool to ensure that the tanks are sampled at least every seven days when 
radioactive material is being added to the tank, and planning to revise the sampling procedure. The finding involved 
an occurrence in the licensee's radioactive material control program that is contrary to the licensee’s procedures. The 
finding was more than minor because it impacted the program and process attribute of the Public Radiation Safety 
Cornerstone and affected the cornerstone objective to ensure adequate protection of public health and safety from 
exposure to radioactive material release into the public domain, in that the failure to measure the levels of 
radioactivity in the temporary storage tanks had the potential to impact the licensee’s effluent program. The inspectors 
applied the IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process” to this finding. 
The finding is in the licensee’s radiological effluent monitoring program. The finding did not involve a failure to 
implement the effluent release program nor did public dose exceed Appendix I, Criterion, or 10 CFR 20.1302(e) and 
the finding was determined to be of very low safety significance. The primary cause of this NCV was related to the 
cross-cutting component of Human Performance for Work Practices (Item H.4.(c)) because the licensee did not ensure 
that supervisory and management oversight of the procedure was adequate to assure nuclear safety.  
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Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 

Miscellaneous 
Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Report Summary 
The team concluded that the implementation of the Corrective Action Program (CAP) at Braidwood was generally 
good. The licensee had a low threshold for identifying problems and entering them in the CAP. Items entered into the 
CAP were screened and prioritized in a timely manner using established criteria; were properly evaluated 
commensurate with their safety significance; and corrective actions were generally implemented in a timely manner, 
commensurate with their safety significance. The team noted that the licensee was adequate at reviewing and applying 
industry operating experience lesson learned. Audits and self-assessments were also noted to be acceptable. On the 
basis of interviews conducted during the inspection, workers at the site expressed freedom to enter safety concerns 
into the CAP, exhibiting a good safety conscience work environment.
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Braidwood 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
FAILURE TO CONTROL AND SECURE MATERIAL ADJACENT TO UNIT 1 TRANSFORMER YARD 
WHICH COULD BECOME POTENTIAL MISSILES 
The inspector identified a Green finding associated with the failure to control or remove material adjacent to the Unit 
1 main power transformers, station auxiliary transformers and unit auxiliary transformers. Plant personnel failed to 
identify these discrepant conditions during the performance of a plant surveillance procedure with the purpose of 
identifying and removing potential missile hazards from areas where they could damage important plant electrical 
equipment during adverse weather conditions. The licensee entered this issue into their correction action program. 
Proposed corrective actions included relocating storage to an appropriate less vulnerable location and reemphasizing 
good practices related to housekeeping. The finding is greater than minor because the finding could be reasonably 
viewed as a precursor to a significant event, such as a loss of Technical Specification required power supplies or a loss 
of off-site power caused by missile damage to the auxiliary power system. The inspectors determined that because the 
finding did not contribute to the likelihood of a primary or secondary system loss of coolant accident initiator; the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions would not be available; and the finding did not increase the likelihood of a fire or internal or external 
flooding, it was of very low safety significance. The cause of the finding is related to the work practices attribute of 
the cross-cutting element of Human Performance (H.4(c)).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO COMPLY WITH THE SPACING STANDARD FOR SPRINKLER SYSTEMS IN 
ACCORDANCE WITH THE LICENSEE FIRE PROTECTION PROGRAM REQUIREMENTS 
A finding of very low safety significance and associated NCV of Braidwood’s License Condition 2.E was identified 
by the inspectors for failure to comply with the spacing standard for sprinkler systems in accordance with the licensee 
Fire Protection Program (FPP) requirements. Specifically, the inspectors identified three permanent scaffolds that 
obstructed three separate fire protection suppression sprinkler heads in the 2B diesel oil storage tank room. No 
replacement sprinklers had been installed. After the inspector’s identification of this issue the licensee removed the 
decking and open grating from the scaffolds, which allowed the permanent scaffold configuration to be within the FPP
requirements. The inspectors determined that the licensee’s failure to comply with the spacing standard for sprinkler 
systems in accordance with the Braidwood FPP was a performance deficiency. The inspectors concluded that the 
finding was greater than minor because this issue was associated with the external factor attribute of the Initiating 
Events cornerstone and affected the cornerstone objective to limit the likelihood of those events that upset plant 
stability and challenge critical safety functions during shutdown as well as power operations. The inspectors 
determined that the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance 
Determination Process,” Appendix F, because it was associated with fire protection defense in depth strategies 
involving the suppression system. The inspectors determined that the finding has a low degradation rating since only 
three out of eleven sprinklers in the room were obstructed and for each sprinkler obstructed there was another 
functional head within ten feet of combustible concern. In addition, other aspects of the system complied with NFPA 
code. Therefore, the finding was determined to be of very low safety significance. This finding has a cross cutting 
aspect in the area of Human Performance because the licensee failed to properly evaluate the scaffolding placement 
due to the engineering staff using poor assumptions. 
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Significance: SL-IV Sep 30, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE REMOVAL OF CARBON DIOXIDE FIRE SUPPRESSION FOR 
THE UPPER CABLE SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E was 
identified by the inspectors for the licensee’s failure to obtain NRC approval before making changes to the approved 
FPP. Specifically, the licensee permanently isolated the manual carbon dioxide (CO2) suppression system to the upper 
cable spreading rooms (UCSRs) without prior NRC approval. The licensee entered this issue in the corrective action 
program (CAP) and implemented compensatory actions to verify detection system operability and implement fire 
watches upon any single detector failure. Additionally, the licensee plans to submit a licensee change request 
associated with the removal of CO2 suppression from the UCSRs. The finding was determined to be more than minor 
because the inspectors could not reasonably determine that the isolation would not have ultimately required NRC prior
approval. The inspectors determined this finding to be a Severity Level IV violation due to having very low safety 
significance (Green) based on the Phase 2 SDP evaluation. This finding is related to the cross cutting area of Human 
Performance for failure to use conservative assumptions in decision-making and to adopt a requirement that 
demonstrates the proposed action is safe in order to proceed with respect to reviewing the plant design and license 
basis. (H.1(b))  
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Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
ISOLATION OF LOWER CABLE SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A Non-Cited Violation of License Condition 2.E, “Fire Protection Program,” was self-revealed when the automatic 
carbon dioxide (CO2) fire suppression system was isolated from the Unit 1 and Unit 2 Lower Cable Spreading Rooms 
from July 23, 2007, through August 11, 2008. Specifically, the licensee identified that a modification to the Upper 
Cable Spreading Room CO2 system, on July 23, 2007, had inadvertently isolated the CO2 system to the LCSRs. The 
licensee entered the deficiency with the automatic carbon dioxide fire suppression system into their corrective action 
program and installed a modification to return the LCSR CO2 system to service. The finding was determined to be 
more than minor because the design control attribute of the mitigating systems cornerstone was impacted. The 
inspectors determined this finding to be of very low safety significance based on the Phase 2 SDP evaluation in 
accordance with IMC 0609, Appendix F, “Fire Protection SDP.” This finding is related to the cross-cutting area of 
Human Performance associated with the attribute of resources (H.2(c)).  
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Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE INSTALLATION OF ECCS THROTTLE VALVES 
A NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified by the inspectors for failure to 
install a modified Emergency Core Cooling System throttle valve design commensurate with the design control 
measures applicable to the original design. This resulted in the failure to select a material suitable to the application. 
Specifically, the licensee selected a design that included gas nitrided surfaces, contrary to the Westinghouse design 
specification for the original emergency core cooling system throttle valves that prohibited the use of nitrided surfaces 



in reactor coolant applications. Corrective actions included replacing the Emergency Core Cooling System throttling 
valve that showed worst flow degradation. Additionally the licensee re-performed the surveillance test and adjusted 
the throttle valves such that any future degradation of the flow area (caused by corrosion or brazing material loss) will 
not result in pump run-out. The finding was determined to be more than minor because it was similar to Example 5.a 
of IMC 0612, Appendix E, “Examples of Minor Issues,” in that a modification that did not meet design requirements 
was returned to service prior to discovery. The inspectors determined the issue did not result in the actual loss of a 
safety function and the issue screened out as having very low safety significance. This finding has a cross cutting 
aspect in the area of Problem Identification and Resolution associated with the corrective action program attribute, 
because the licensee did not thoroughly evaluate all aspects of the modification to the ECCS throttle valves. (P.1(c)) 
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Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY BRYOZOA INFESTATION CAUSED 2A SX SUBSYSTEM TO BE 
INOPERABLE 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action Program,” 
associated with the licensee's failure to promptly identify that the 2A Essential Service Water (SX) subsystem was 
inoperable and hence, entry into Braidwood Improved Technical Specification (TS) 3.7.8, “Essential Service Water 
(SX) System, Condition A was appropriate. Following the failure of the Unit 1A SX pump due to indications of 
discharge strainer fouling from Bryozoan infestation in the lake screenhouse the operators failed to properly evaluate 
possible common mode failures associated with the 2A SX subsystem. This resulted in an approximately 45 hour 
delay in recognizing that the 2A SX subsystem was inoperable and therefore delayed actions to recover the subsystem. 
The licensee entered this performance deficiency into their corrective action program. The finding is greater than 
minor because the lack of prompt identification of the common failure affected the Mitigating Systems Cornerstone 
objective of ensuring the availability, capability and reliability of the Unit 1 and Unit 2 SX trains to respond to 
initiating events to prevent undesirable consequences. The finding is of very low safety significance because based on 
the results of an analysis performed by the licensee, which concluded that, even under severely degraded flow 
conditions, the affected trains of SX would have provided sufficient cooling to components served by the SX system 
following a reactor trip, a loss of coolant accident, or a loss of offsite power. The primary cause of the finding was 
related to the cross-cutting element of Human Performance and the associated attribute of decision making (H.1(b)). 
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Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
BRYOZOAN INFESTATION AT THE LAKE SCREENHOUSE CIRCULATING WATER FOREBAYS 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action Program,” having 
very low safety significance, associated with the licensee's failure to identify a significant condition adverse to quality 
and to develop corrective actions to prevent recurrence. Specifically, the licensee failed to identify the October 2005 
bryozoa infestation as a significant condition adverse to quality and did not establish corrective actions to preclude 
recurrence. This was evidenced by the September 2008 accumulation of bryozoan colonies in the SX and Circulating 
Water System forebays that resulted in the SX system strainer plugging and hence represented a challenge to the 
reliability and operability of the SX system. The licensee entered this performance deficiency into their corrective 
action program. The finding is greater than minor because the failure to identify the significant condition adverse to 
quality and to develop corrective actions to prevent recurrence affected the Mitigating Systems Cornerstone objective 
of ensuring the availability, capability and reliability of the Unit 1 and Unit 2 SX trains to respond to initiating events 
to prevent undesirable consequences. The finding is of very low safety significance because based on the results of an 
analysis performed by the licensee, which concluded that, even under severely degraded flow conditions, the affected 
trains of SX would have provided sufficient cooling to components served by the SX system following a reactor trip, a 
loss of coolant accident, or a loss of offsite power. The primary cause of the finding was related to the cross-cutting 
element of Human Performance and the associated attribute of decision making (H.1(b)).  
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Significance:  Mar 06, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Validation for Safe Shutdown Manual Actions 
A finding of very low safety significance was identified by the inspectors for the failure to perform a validation of 
added safe shutdown manual actions. The failure to perform a validation resulted in less than adequate emergency 
lighting for the safe shutdown manual actions. The licensee subsequently entered the issue into their corrective action 
program and planned to relocate existing emergency lighting to provide adequate lighting at panel 1DC13J.  
 
The finding was determined to be more than minor because the failure to validate the safe shutdown manual actions 
adversely resulted in less than adequate emergency lighting for the actions. The less than adequate emergency lighting 
affected the reliability associated with performance of the manual action. The issue was of very low safety 
significance because the finding represented a low degradation because portable lighting was available. 
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Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of High Pressure Gas Cylinders 
A finding of very low safety significance and an associated non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion III, Design Control, was identified by the inspectors for the failure to properly control high pressure gas 
cylinders in proximity to safety-related equipment. The licensee entered this into their CAP and made the restraint of 
the gas cylinders seismically qualified.  
The inspectors determined that the failure to properly evaluate the installation and storage of high pressure gas 
cylinders in plant area AB¬ 401 and AB 426 was contrary to the design basis and was a performance deficiency. The 
finding was more than minor because the finding was similar to IMC 0612, Appendix E, Example 4a, in that no 
engineering evaluation was performed to assess the seismic impact on the gas cylinders, where safety related 
equipment was potentially effected. Therefore, this performance deficiency also impacted the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. The inspectors performed a phase 1 significance determination process 
screening and the finding was determined to be potentially risk significant due to external initiating event core damage 
sequences. The regional SRA determined that the Phase 2 SDP pre solved tables/worksheets did not clearly address 
the inspection finding. Therefore, the SRA performed an SDP Phase 3 analysis and determined the issue was of very 
low safety significance.  
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Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Containment Spray Add Tank Drain Drain Valve 
A Green finding and associated non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was self-revealed 
when leak-by of valve 2CS023 led to a 100 gallon sodium hydroxide (NaOH) spill that leaked into the 2A RH pump 
room and rendered the 2A RH pump unavailable on September 30, 2008. The licensee failed to take adequate 
corrective actions to address previous leak-by of valve 2CS023. This finding has a cross-cutting aspect in the area of 
human performance (H.4(a)).  
 
The inspectors determined that the failure to properly verify the adequacy of lubricating the 2CS023 valve stem for 
better valve operation was a performance deficiency. The finding was more than minor because it impacted the 
mitigating systems cornerstone attribute to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The inspectors performed a Phase 1 SDP review of this finding 



and determined the issue was of very low safety significance. (Section 1R15)  
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Significance:  Oct 24, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take timely corrective action for a previously identified NRC violation. 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, for failure to take timely corrective 
actions to address a previously issued NCV regarding the substitution of manual actions for automatic actions on the 
A train auxiliary feedwater pumps. Specifically, the licensee did not perform a full evaluation in accordance with 10 
CFR 50.59 for the addition of new Step, 2.c, in Revision 101 of Abnormal Operating Procedure 1/2BwOA-ELEC-4, 
“Loss of Offsite Power,” which instructed operators to place the A train auxiliary feedwater pumps in pull-out 
position. This violation was originally identified by NRC inspectors in January 2007. The inspection team identified 
that the licensee had not taken timely actions to correct the violation.  
 
This finding was considered to be more than minor because it impacted the procedure quality attribute of the 
mitigating systems cornerstone. As a result, the inspectors completed a Phase 1 Significance Determination Process 
Screening in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings 
for At-Power Situations.” The inspectors answered ‘no’ to all of the Mitigating Systems Cornerstone questions in 
Table 4a of IMC 0609, Attachment 4, and determined the issue to be of very low safety significance, Green. This 
issue of untimely corrective actions was entered into the licensee’s corrective action program, and the licensee took 
immediate corrective actions by issuing Revision 104 to 1/2BwOA-ELEC-4, which removed Step 2.c until the full 
50.59 evaluation was completed.  
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Barrier Integrity 

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Failure to Promptly Correct Auxiliary Tunnel Feedwater tunnel Hatch 
Cover Design Deficiencies 
A finding of very low safety significance and associated non-cited violation (NCV) of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified by the inspectors for failure to promptly identify and correct the 
auxiliary feedwater tunnel hatch cover design deficiencies. Specifically, upon finding a design deficiency, the licensee 
failed to evaluate and correct all deficiencies associated with the design calculation in a timely manner. The licensee 
has entered the issue into their corrective action program, implemented compensatory measures using temporary 
modifications, and plans to complete permanent modifications to restore design margins by December 31, 2008.  
 
The finding was more than minor because it was associated with the Barrier Integrity cornerstone attribute of SSC and 
Barrier Performance (Containment Isolation SSC Reliability) and affected the cornerstone objective of maintaining 
functionality of containment. The inspectors determined the finding to be of very low safety significance (Green) 
using the SDP Phase 1 screening worksheets as there was no actual open pathway in the physical integrity of the 
reactor containment. This finding has a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program (CAP), because the licensee did not thoroughly evaluate the problem immediately upon 
identification. (P.1(c).) (Section 1R15)  
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Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze Inlet Piping Loads and Establish an Adequate HUT Quench Volume 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance, associated with the licensee's failure to analyze and establish an adequate quench volume within 
the boron recycle system holdup tanks and failure to analyze the water hammer loads on boron recycle system holdup 
tank inlet piping induced by relief valve discharges. Insufficient holdup tank quench volume could result in an 
overpressure failure of the holdup tank and the water hammer induced piping loads could damage the boron recycle 
system holdup tank inlet piping system. The licensee corrective actions included changing procedures to maintain a 
minimum 40 percent boron recycle holdup tank level as a quench volume for system relief valves and initiating an 
action to perform an analysis to investigate the magnitude of the potential water hammer loads on the inlet piping.  
 
The finding was more than minor because the finding affected the Barrier Integrity Cornerstone objective for 
maintaining the Radiological Barrier Function of the Containment. The finding was associated with the design control 
and procedure quality attributes of the Barrier Integrity Cornerstone. The inspectors determined that the failure to 
establish an adequate boron recycle system holdup tank quench volume and analyze the magnitude of water hammer 
loads on boron recycle system holdup tank inlet piping degraded the Radiological Barrier Function of the 
Containment but did not represent an actual open pathway from containment; therefore, the finding screened as 
having very low safety significance (Green). The inspectors determined that the finding did not have a cross-cutting 
aspect. (Section 4OA2.5.b.1)  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Report Summary 
The team concluded that the implementation of the Corrective Action Program (CAP) at Braidwood was generally 



good. The licensee had a low threshold for identifying problems and entering them in the CAP. Items entered into the 
CAP were screened and prioritized in a timely manner using established criteria; were properly evaluated 
commensurate with their safety significance; and corrective actions were generally implemented in a timely manner, 
commensurate with their safety significance. The team noted that the licensee was adequate at reviewing and applying 
industry operating experience lesson learned. Audits and self-assessments were also noted to be acceptable. On the 
basis of interviews conducted during the inspection, workers at the site expressed freedom to enter safety concerns 
into the CAP, exhibiting a good safety conscience work environment. 
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Braidwood 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
failure to Provcide Continuous Monitoring of a Fire Door (1R05.1.b.(1) 
The inspectors identified a NCV of Braidwood Operating License Condition 2.E, “Fire Protection Program,” for the 
licensee’s failure to take adequate compensatory measures following the failure of electronic supervision of a fire 
door. Specifically, when continuous electronic supervision of a fire door in an area with gaseous fire suppression 
failed, the licensee did not establish an hourly fire watch as required by Procedure BwAP 1110-1, “Fire Protection 
Program System Requirements.” The inspectors determined that the licensee failed to take procedurally required 
compensatory measures for the loss of electronic fire door monitoring. Upon notification of these requirements by the 
inspectors, the licensee restored power to the system and entered the issue into the CAP as Issue Report (IR) 945777. 
 
The inspectors determined the finding is more than minor because it is associated with the external events (fire) 
attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
category was Fire Prevention and Administrative Controls and assigned a low degradation rating. Therefore, the 
finding screened as of very low safety significance. The cause of the finding is related to the work practices attribute 
of the cross-cutting element of Human Performance (H.4(b)). Specifically, procedures were in place that directed the 
appropriate compensatory measures for the loss of electronic monitoring of fire doors; however, the licensee did not 
implement those procedures. (Section 1R05.1.b.(1)) 
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Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
FAILURE TO CONTROL AND SECURE MATERIAL ADJACENT TO UNIT 1 TRANSFORMER YARD 
WHICH COULD BECOME POTENTIAL MISSILES 
The inspector identified a Green finding associated with the failure to control or remove material adjacent to the Unit 
1 main power transformers, station auxiliary transformers and unit auxiliary transformers. Plant personnel failed to 
identify these discrepant conditions during the performance of a plant surveillance procedure with the purpose of 
identifying and removing potential missile hazards from areas where they could damage important plant electrical 
equipment during adverse weather conditions. The licensee entered this issue into their correction action program. 
Proposed corrective actions included relocating storage to an appropriate less vulnerable location and reemphasizing 
good practices related to housekeeping. The finding is greater than minor because the finding could be reasonably 
viewed as a precursor to a significant event, such as a loss of Technical Specification required power supplies or a loss 
of off-site power caused by missile damage to the auxiliary power system. The inspectors determined that because the 
finding did not contribute to the likelihood of a primary or secondary system loss of coolant accident initiator; the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions would not be available; and the finding did not increase the likelihood of a fire or internal or external 
flooding, it was of very low safety significance. The cause of the finding is related to the work practices attribute of 
the cross-cutting element of Human Performance (H.4(c)).  
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Mitigating Systems 

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure of the Licensee's Staff to Properly Manage On-line Risk Associated with Testing of the 2A Auxiliary 
Feedwater Pump Slave Relays. 
The inspectors identified a NCV of 10 CFR Part 50.65 (a)(4), due to the licensee’s failure to properly assess and 
manage the risk associated with scheduled slave relay testing for the 2A Auxiliary Feedwater (AF) system. 
Specifically, the licensee declared the system inoperable but available. However, the system at the time could neither 
automatically respond to an event, nor was an operator “dedicated” as defined in the NRC endorsed industry 
guidance, Nuclear Management and Resources Council (NUMARC) 93-01, to manually realign the system to perform 
its safety-related function for the system to be considered available. Corrective actions for this issue included 
assigning dedicated operators in accordance with NUMARC 93-01, Section 11. The inspectors did not identify a 
cross-cutting aspect for this issue.  
 
The finding is more than minor because there was elevated plant risk associated with the 2A AF pump being 
unavailable that would have required the implementation of additional risk management actions (i.e., assigning 
dedicated operators and/or maintenance personnel in accordance with NUMARC 93-01, Section 11). The inspectors 
assessed the safety significance of this finding using IMC 0609, Appendix K, “Maintenance Risk Assessment and 
Risk Management Significance Determination Process.” Using input from the licensee’s risk assessment engineer, the 
inspectors determined that the actual risk deficit was 1.5 x 10-7. The finding was determined to be of very low safety 
significance because the actual risk deficit was determined to be less than 1 x 10-6. (Section 1R13.1.b) 
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Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
ISOLATION OF LOWER CABLE SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A Non-Cited Violation of License Condition 2.E, “Fire Protection Program,” was self-revealed when the automatic 
carbon dioxide (CO2) fire suppression system was isolated from the Unit 1 and Unit 2 Lower Cable Spreading Rooms 
from July 23, 2007, through August 11, 2008. Specifically, the licensee identified that a modification to the Upper 
Cable Spreading Room CO2 system, on July 23, 2007, had inadvertently isolated the CO2 system to the LCSRs. The 
licensee entered the deficiency with the automatic carbon dioxide fire suppression system into their corrective action 
program and installed a modification to return the LCSR CO2 system to service. The finding was determined to be 
more than minor because the design control attribute of the mitigating systems cornerstone was impacted. The 
inspectors determined this finding to be of very low safety significance based on the Phase 2 SDP evaluation in 
accordance with IMC 0609, Appendix F, “Fire Protection SDP.” This finding is related to the cross-cutting area of 
Human Performance associated with the attribute of resources (H.2(c)).  
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Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE INSTALLATION OF ECCS THROTTLE VALVES 
A NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified by the inspectors for failure to 
install a modified Emergency Core Cooling System throttle valve design commensurate with the design control 
measures applicable to the original design. This resulted in the failure to select a material suitable to the application. 
Specifically, the licensee selected a design that included gas nitrided surfaces, contrary to the Westinghouse design 
specification for the original emergency core cooling system throttle valves that prohibited the use of nitrided surfaces 
in reactor coolant applications. Corrective actions included replacing the Emergency Core Cooling System throttling 
valve that showed worst flow degradation. Additionally the licensee re-performed the surveillance test and adjusted 
the throttle valves such that any future degradation of the flow area (caused by corrosion or brazing material loss) will 



not result in pump run-out. The finding was determined to be more than minor because it was similar to Example 5.a 
of IMC 0612, Appendix E, “Examples of Minor Issues,” in that a modification that did not meet design requirements 
was returned to service prior to discovery. The inspectors determined the issue did not result in the actual loss of a 
safety function and the issue screened out as having very low safety significance. This finding has a cross cutting 
aspect in the area of Problem Identification and Resolution associated with the corrective action program attribute, 
because the licensee did not thoroughly evaluate all aspects of the modification to the ECCS throttle valves. (P.1(c)) 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY IDENTIFY BRYOZOA INFESTATION CAUSED 2A SX SUBSYSTEM TO BE 
INOPERABLE 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action Program,” 
associated with the licensee's failure to promptly identify that the 2A Essential Service Water (SX) subsystem was 
inoperable and hence, entry into Braidwood Improved Technical Specification (TS) 3.7.8, “Essential Service Water 
(SX) System, Condition A was appropriate. Following the failure of the Unit 1A SX pump due to indications of 
discharge strainer fouling from Bryozoan infestation in the lake screenhouse the operators failed to properly evaluate 
possible common mode failures associated with the 2A SX subsystem. This resulted in an approximately 45 hour 
delay in recognizing that the 2A SX subsystem was inoperable and therefore delayed actions to recover the subsystem. 
The licensee entered this performance deficiency into their corrective action program. The finding is greater than 
minor because the lack of prompt identification of the common failure affected the Mitigating Systems Cornerstone 
objective of ensuring the availability, capability and reliability of the Unit 1 and Unit 2 SX trains to respond to 
initiating events to prevent undesirable consequences. The finding is of very low safety significance because based on 
the results of an analysis performed by the licensee, which concluded that, even under severely degraded flow 
conditions, the affected trains of SX would have provided sufficient cooling to components served by the SX system 
following a reactor trip, a loss of coolant accident, or a loss of offsite power. The primary cause of the finding was 
related to the cross-cutting element of Human Performance and the associated attribute of decision making (H.1(b)). 
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
BRYOZOAN INFESTATION AT THE LAKE SCREENHOUSE CIRCULATING WATER FOREBAYS 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action Program,” having 
very low safety significance, associated with the licensee's failure to identify a significant condition adverse to quality 
and to develop corrective actions to prevent recurrence. Specifically, the licensee failed to identify the October 2005 
bryozoa infestation as a significant condition adverse to quality and did not establish corrective actions to preclude 
recurrence. This was evidenced by the September 2008 accumulation of bryozoan colonies in the SX and Circulating 
Water System forebays that resulted in the SX system strainer plugging and hence represented a challenge to the 
reliability and operability of the SX system. The licensee entered this performance deficiency into their corrective 
action program. The finding is greater than minor because the failure to identify the significant condition adverse to 
quality and to develop corrective actions to prevent recurrence affected the Mitigating Systems Cornerstone objective 
of ensuring the availability, capability and reliability of the Unit 1 and Unit 2 SX trains to respond to initiating events 
to prevent undesirable consequences. The finding is of very low safety significance because based on the results of an 
analysis performed by the licensee, which concluded that, even under severely degraded flow conditions, the affected 
trains of SX would have provided sufficient cooling to components served by the SX system following a reactor trip, a 
loss of coolant accident, or a loss of offsite power. The primary cause of the finding was related to the cross-cutting 
element of Human Performance and the associated attribute of decision making (H.1(b)).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 06, 2009 



Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Validation for Safe Shutdown Manual Actions 
A finding of very low safety significance was identified by the inspectors for the failure to perform a validation of 
added safe shutdown manual actions. The failure to perform a validation resulted in less than adequate emergency 
lighting for the safe shutdown manual actions. The licensee subsequently entered the issue into their corrective action 
program and planned to relocate existing emergency lighting to provide adequate lighting at panel 1DC13J.  
 
The finding was determined to be more than minor because the failure to validate the safe shutdown manual actions 
adversely resulted in less than adequate emergency lighting for the actions. The less than adequate emergency lighting 
affected the reliability associated with performance of the manual action. The issue was of very low safety 
significance because the finding represented a low degradation because portable lighting was available. 
Inspection Report# : 2009006 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Control of High Pressure Gas Cylinders 
A finding of very low safety significance and an associated non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion III, Design Control, was identified by the inspectors for the failure to properly control high pressure gas 
cylinders in proximity to safety-related equipment. The licensee entered this into their CAP and made the restraint of 
the gas cylinders seismically qualified.  
The inspectors determined that the failure to properly evaluate the installation and storage of high pressure gas 
cylinders in plant area AB¬ 401 and AB 426 was contrary to the design basis and was a performance deficiency. The 
finding was more than minor because the finding was similar to IMC 0612, Appendix E, Example 4a, in that no 
engineering evaluation was performed to assess the seismic impact on the gas cylinders, where safety related 
equipment was potentially effected. Therefore, this performance deficiency also impacted the mitigating systems 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences. The inspectors performed a phase 1 significance determination process 
screening and the finding was determined to be potentially risk significant due to external initiating event core damage 
sequences. The regional SRA determined that the Phase 2 SDP pre solved tables/worksheets did not clearly address 
the inspection finding. Therefore, the SRA performed an SDP Phase 3 analysis and determined the issue was of very 
low safety significance.  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Containment Spray Add Tank Drain Drain Valve 
A Green finding and associated non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, was self-revealed 
when leak-by of valve 2CS023 led to a 100 gallon sodium hydroxide (NaOH) spill that leaked into the 2A RH pump 
room and rendered the 2A RH pump unavailable on September 30, 2008. The licensee failed to take adequate 
corrective actions to address previous leak-by of valve 2CS023. This finding has a cross-cutting aspect in the area of 
human performance (H.4(a)).  
 
The inspectors determined that the failure to properly verify the adequacy of lubricating the 2CS023 valve stem for 
better valve operation was a performance deficiency. The finding was more than minor because it impacted the 
mitigating systems cornerstone attribute to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. The inspectors performed a Phase 1 SDP review of this finding 
and determined the issue was of very low safety significance. (Section 1R15)  
 
Inspection Report# : 2008005 (pdf)  



Significance:  Oct 24, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to take timely corrective action for a previously identified NRC violation. 
The inspectors identified a Green NCV of 10 CFR 50, Appendix B, Criterion XVI, for failure to take timely corrective 
actions to address a previously issued NCV regarding the substitution of manual actions for automatic actions on the 
A train auxiliary feedwater pumps. Specifically, the licensee did not perform a full evaluation in accordance with 10 
CFR 50.59 for the addition of new Step, 2.c, in Revision 101 of Abnormal Operating Procedure 1/2BwOA-ELEC-4, 
“Loss of Offsite Power,” which instructed operators to place the A train auxiliary feedwater pumps in pull-out 
position. This violation was originally identified by NRC inspectors in January 2007. The inspection team identified 
that the licensee had not taken timely actions to correct the violation.  
 
This finding was considered to be more than minor because it impacted the procedure quality attribute of the 
mitigating systems cornerstone. As a result, the inspectors completed a Phase 1 Significance Determination Process 
Screening in accordance with IMC 0609, Appendix A, “Determining the Significance of Reactor Inspection Findings 
for At-Power Situations.” The inspectors answered ‘no’ to all of the Mitigating Systems Cornerstone questions in 
Table 4a of IMC 0609, Attachment 4, and determined the issue to be of very low safety significance, Green. This 
issue of untimely corrective actions was entered into the licensee’s corrective action program, and the licensee took 
immediate corrective actions by issuing Revision 104 to 1/2BwOA-ELEC-4, which removed Step 2.c until the full 
50.59 evaluation was completed.  
 
Inspection Report# : 2008009 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure of Fire Protection Valve Stroke Procedure Results in Trip of B Train of Main Control Room 
Ventilation. 
A NCV of 10 CFR 50, Appendix B, Criterion V, was self-revealed on September 22, 2009, when performance of a 
fire protection valve stroke procedure resulted in a trip of the B Train of the Main Control Room Ventilation System. 
Specifically, conflicting procedural guidance resulted in operators stroking the B Train Main Control Room 
Recirculation Charcoal Absorber deluge valve, which resulted in an unexpected trip of the safety-related B train of 
Main Control Room Ventilation and entry into Technical Specifications (TS) 3.7.10 and 3.7.11. The licensee 
conducted trainings and briefings to the operators to identify the potential error traps in procedures and entered this 
issue into the corrective action program (CAP) as IR 968717.  
 
The finding is more than minor because it affected the procedure quality attribute of the Barrier Integrity Cornerstone 
objective to maintain the radiological barrier functionality of the control room. The inspectors answered ‘No’ to all 
questions in the Containment Barrier Column of IMC 0604, Attachment 4, Table 4a, “Characterization Worksheet for 
IE, MS, and BI Cornerstones,” and the finding screened as having very low safety significance. This finding is 
associated with the cross-cutting attribute of decision making in the Human Performance cross-cutting component 
(H.1(a)). Specifically, when faced with uncertainty in procedural direction during performance of the fire protection 
valve surveillance, the licensee did not use a systematic process for decision making, which resulted in a trip of the B 
Train of Main Control Room Ventilation. (Section 1R05.1.b.(2)) 
Inspection Report# : 2009004 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Corrective Action for Failure to Promptly Correct Auxiliary Tunnel Feedwater tunnel Hatch 



Cover Design Deficiencies 
A finding of very low safety significance and associated non-cited violation (NCV) of 10 CFR Part 50, Appendix B, 
Criterion XVI, “Corrective Action,” was identified by the inspectors for failure to promptly identify and correct the 
auxiliary feedwater tunnel hatch cover design deficiencies. Specifically, upon finding a design deficiency, the licensee 
failed to evaluate and correct all deficiencies associated with the design calculation in a timely manner. The licensee 
has entered the issue into their corrective action program, implemented compensatory measures using temporary 
modifications, and plans to complete permanent modifications to restore design margins by December 31, 2008.  
 
The finding was more than minor because it was associated with the Barrier Integrity cornerstone attribute of SSC and 
Barrier Performance (Containment Isolation SSC Reliability) and affected the cornerstone objective of maintaining 
functionality of containment. The inspectors determined the finding to be of very low safety significance (Green) 
using the SDP Phase 1 screening worksheets as there was no actual open pathway in the physical integrity of the 
reactor containment. This finding has a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program (CAP), because the licensee did not thoroughly evaluate the problem immediately upon 
identification. (P.1(c).) (Section 1R15)  
 
Inspection Report# : 2008005 (pdf)  

Significance:  Dec 31, 2008 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Analyze Inlet Piping Loads and Establish an Adequate HUT Quench Volume 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance, associated with the licensee's failure to analyze and establish an adequate quench volume within 
the boron recycle system holdup tanks and failure to analyze the water hammer loads on boron recycle system holdup 
tank inlet piping induced by relief valve discharges. Insufficient holdup tank quench volume could result in an 
overpressure failure of the holdup tank and the water hammer induced piping loads could damage the boron recycle 
system holdup tank inlet piping system. The licensee corrective actions included changing procedures to maintain a 
minimum 40 percent boron recycle holdup tank level as a quench volume for system relief valves and initiating an 
action to perform an analysis to investigate the magnitude of the potential water hammer loads on the inlet piping.  
 
The finding was more than minor because the finding affected the Barrier Integrity Cornerstone objective for 
maintaining the Radiological Barrier Function of the Containment. The finding was associated with the design control 
and procedure quality attributes of the Barrier Integrity Cornerstone. The inspectors determined that the failure to 
establish an adequate boron recycle system holdup tank quench volume and analyze the magnitude of water hammer 
loads on boron recycle system holdup tank inlet piping degraded the Radiological Barrier Function of the 
Containment but did not represent an actual open pathway from containment; therefore, the finding screened as 
having very low safety significance (Green). The inspectors determined that the finding did not have a cross-cutting 
aspect. (Section 4OA2.5.b.1)  
 
Inspection Report# : 2008005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 



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

Miscellaneous 
Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
PI&R Report Summary 
The team concluded that the implementation of the Corrective Action Program (CAP) at Braidwood was generally 
good. The licensee had a low threshold for identifying problems and entering them in the CAP. Items entered into the 
CAP were screened and prioritized in a timely manner using established criteria; were properly evaluated 
commensurate with their safety significance; and corrective actions were generally implemented in a timely manner, 
commensurate with their safety significance. The team noted that the licensee was adequate at reviewing and applying 
industry operating experience lesson learned. Audits and self-assessments were also noted to be acceptable. On the 
basis of interviews conducted during the inspection, workers at the site expressed freedom to enter safety concerns 
into the CAP, exhibiting a good safety conscience work environment. 
Inspection Report# : 2008009 (pdf)  
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Braidwood 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FULLY IMPLEMENT ABNORMAL OPERATING PROCEDURES FOLLOWING A 
SEISMIC EVENT 
The inspectors identified a Green finding and an associated Non-Cited Violation of Technical Specification 5.4.1 for 
the failure to fully implement an abnormal procedure following a seismic event. Specifically, on April 18, 2008, 
following a seismic event, the licensee chose to perform field walkdowns to verify that sulfuric acid and sodium 
hypochlorite tanks were intact rather than to isolate control room ventilation as required by Procedure 0BwOA ENV-
4, “Earthquake.” As a corrective action, the licensee performed training activities to clarify when procedural 
deviations are allowed. The finding was determined to be more than minor because it impacted 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. The inspectors evaluated the 
finding in accordance with IMC 0612, Appendix B, “Issue Screening.” The inspectors performed a significance 
evaluation in accordance with IMC 0609, Attachment 4, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The inspectors answered ‘No’ to the external event initiators question in the 
Initiating Events Cornerstone column of Table 4a and the issue screened as one of very low safety significance. This 
finding is associated with the cross-cutting attribute of decision making in the Human Performance cross-cutting 
component (H.1(b)). Specifically, the licensee did not use conservative assumptions in the decision to send an 
operator to locally verify rather than perform a procedural step from the control room as written. In the event the 
sulfuric acid and sodium hypochlorite tanks were damaged, the control room operators could have been impacted with 
chlorine gas prior to receiving verification from the locally dispatched operator since the licensee elected not to isolate 
control room ventilation.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
FAILURE TO CONTROL AND SECURE MATERIAL ADJACENT TO UNIT 1 TRANSFORMER YARD 
WHICH COULD BECOME POTENTIAL MISSILES 
The inspector identified a Green finding associated with the failure to control or remove material adjacent to the Unit 
1 main power transformers, station auxiliary transformers and unit auxiliary transformers. Plant personnel failed to 
identify these discrepant conditions during the performance of a plant surveillance procedure with the purpose of 
identifying and removing potential missile hazards from areas where they could damage important plant electrical 
equipment during adverse weather conditions. The licensee entered this issue into their correction action program. 
Proposed corrective actions included relocating storage to an appropriate less vulnerable location and reemphasizing 
good practices related to housekeeping. The finding is greater than minor because the finding could be reasonably 
viewed as a precursor to a significant event, such as a loss of Technical Specification required power supplies or a loss 
of off-site power caused by missile damage to the auxiliary power system. The inspectors determined that because the 
finding did not contribute to the likelihood of a primary or secondary system loss of coolant accident initiator; the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions would not be available; and the finding did not increase the likelihood of a fire or internal or external 
flooding, it was of very low safety significance. The cause of the finding is related to the work practices attribute of 
the cross-cutting element of Human Performance (H.4(c)).  
 
Inspection Report# : 2009003 (pdf)  



Mitigating Systems 

Significance:  Nov 03, 2009 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE OF CONTAINMENT SUMP SUCTION VALVE 1SI8811B TO STROKE OPEN 
The inspectors identified a finding of substantial safety significance and an associated apparent violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” for the failure to prevent water from entering the motor operated 
valve actuator for valve 1SI8811B that resulted in corrosion of the torque switch. This resulted in the valve failing to 
stroke full open on June 24, 2009. The licensee determined that water entered the valve actuator through a flexible 
conduit penetration and pooled in the actuator limit switch box. This caused corrosion of the torque switch and minor 
corrosion of the limit switch. As part of the corrective actions for this event, the licensee sealed the susceptible 
conduit. Also, to address extent of condition, the licensee subsequently performed successful valve strokes of the 
1SI8811A and 2SI8811A/B valves as part of previously scheduled maintenance windows. Additionally, the licensee 
performed a walkdown of the other SI8811 valves on both Units. Open conduit terminations were identified on all 
three remaining valves. The 2SI8811B valve was found to have the same susceptible conduit/cable tray configuration 
while the 1SI8811A and 2SI8811A valves had horizontal conduit terminations that were less susceptible to water 
intrusion. As a result, the licensee sealed the 2SI8811B valve open conduit termination. The inspectors determined 
that the finding was more than minor due to impacting the Equipment Performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems the respond to initiating events 
to prevent undesirable consequences. The finding associated with this apparent violation was assessed using a Phase 3 
analysis in accordance with NRC Inspection Manual Chapter 0609 Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations,” and is preliminary determined to have substantial significant 
safety significance (Yellow). The inspectors determined that this issue is associated with the Corrective Action 
Program component of the Problem Identification and Resolution cross-cutting area. (P.1(a)) Specifically, licensee 
staff was aware for several years of water leakage from the overhead areas around the SI8811 valves. Several 
corrective action documents were generated previously but the licensee did not adequately evaluate the potential 
safety significance of the water leakage and did not correct the issue.  
 
Final Significance letter issued February 25, 2010 - characterized as WHITE. 
Inspection Report# : 2010008 (pdf)  
Inspection Report# : 2009007 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE CONTINUOUS MONITORING OF A FIRE DOOR 
tection Program,” for the licensee’s failure to take adequate compensatory measures following the failure of electronic 
supervision of a fire door. Specifically, when continuous electronic supervision of a fire door in an area with gaseous 
fire suppression failed, the licensee did not establish an hourly fire watch as required by Procedure BwAP 1110-1, 
“Fire Protection Program System Requirements.” The inspectors determined that the licensee failed to take 
procedurally required compensatory measures for the loss of electronic fire door monitoring. Upon notification of 
these requirements by the inspectors, the licensee restored power to the system and entered the issue into the CAP as 
Issue Report (IR) 945777.  
The inspectors determined the finding is more than minor because it is associated with the external events (fire) 
attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
category was Fire Prevention and Administrative Controls and assigned a low degradation rating. Therefore, the 
finding screened as of very low safety significance. The cause of the finding is related to the work practices attribute 
of the cross-cutting element of Human Performance (H.4(b)). Specifically, procedures were in place that directed the 
appropriate compensatory measures for the loss of electronic monitoring of fire doors; however, the licensee did not 
implement those procedures. 
Inspection Report# : 2009004 (pdf)  



Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE OF THE LICENSEE'S STAFF TO PROPERLY MANAGE ON-LINE RISK ASSOCIATED WITH 
TESTING OF THE 2A AUXILIARY FEEDWATER PUMP SLAVE RELAYS 
The inspectors identified a NCV of 10 CFR Part 50.65 (a)(4), due to the licensee’s failure to properly assess and 
manage the risk associated with scheduled slave relay testing for the 2A Auxiliary Feedwater (AF) system. 
Specifically, the licensee declared the system inoperable but available. However, the system at the time could neither 
automatically respond to an event, nor was an operator “dedicated” as defined in the NRC endorsed industry 
guidance, Nuclear Management and Resources Council (NUMARC) 93-01, to manually realign the system to perform 
its safety-related function for the system to be considered available. Corrective actions for this issue included 
assigning dedicated operators in accordance with NUMARC 93-01, Section 11. The inspectors did not identify a 
cross-cutting aspect for this issue. The finding is more than minor because there was elevated plant risk associated 
with the 2A AF pump being unavailable that would have required the implementation of additional risk management 
actions (i.e., assigning dedicated operators and/or maintenance personnel in accordance with NUMARC 93-01, 
Section 11). The inspectors assessed the safety significance of this finding using IMC 0609, Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” Using input from the 
licensee’s risk assessment engineer, the inspectors determined that the actual risk deficit was 1.5 x 10-7. The finding 
was determined to be of very low safety significance because the actual risk deficit was determined to be less than 1 x 
10-6.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
ISOLATION OF LOWER CABLE SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A Non-Cited Violation of License Condition 2.E, “Fire Protection Program,” was self-revealed when the automatic 
carbon dioxide (CO2) fire suppression system was isolated from the Unit 1 and Unit 2 Lower Cable Spreading Rooms 
from July 23, 2007, through August 11, 2008. Specifically, the licensee identified that a modification to the Upper 
Cable Spreading Room CO2 system, on July 23, 2007, had inadvertently isolated the CO2 system to the LCSRs. The 
licensee entered the deficiency with the automatic carbon dioxide fire suppression system into their corrective action 
program and installed a modification to return the LCSR CO2 system to service. The finding was determined to be 
more than minor because the design control attribute of the mitigating systems cornerstone was impacted. The 
inspectors determined this finding to be of very low safety significance based on the Phase 2 SDP evaluation in 
accordance with IMC 0609, Appendix F, “Fire Protection SDP.” This finding is related to the cross-cutting area of 
Human Performance associated with the attribute of resources (H.2(c)).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE INSTALLATION OF ECCS THROTTLE VALVES 
A NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified by the inspectors for failure to 
install a modified Emergency Core Cooling System throttle valve design commensurate with the design control 
measures applicable to the original design. This resulted in the failure to select a material suitable to the application. 
Specifically, the licensee selected a design that included gas nitrided surfaces, contrary to the Westinghouse design 
specification for the original emergency core cooling system throttle valves that prohibited the use of nitrided surfaces 
in reactor coolant applications. Corrective actions included replacing the Emergency Core Cooling System throttling 
valve that showed worst flow degradation. Additionally the licensee re-performed the surveillance test and adjusted 
the throttle valves such that any future degradation of the flow area (caused by corrosion or brazing material loss) will 
not result in pump run-out. The finding was determined to be more than minor because it was similar to Example 5.a 
of IMC 0612, Appendix E, “Examples of Minor Issues,” in that a modification that did not meet design requirements 



was returned to service prior to discovery. The inspectors determined the issue did not result in the actual loss of a 
safety function and the issue screened out as having very low safety significance. This finding has a cross cutting 
aspect in the area of Problem Identification and Resolution associated with the corrective action program attribute, 
because the licensee did not thoroughly evaluate all aspects of the modification to the ECCS throttle valves. (P.1(c)) 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
BRYOZOAN INFESTATION AT THE LAKE SCREENHOUSE CIRCULATING WATER FOREBAYS 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action Program,” having 
very low safety significance, associated with the licensee's failure to identify a significant condition adverse to quality 
and to develop corrective actions to prevent recurrence. Specifically, the licensee failed to identify the October 2005 
bryozoa infestation as a significant condition adverse to quality and did not establish corrective actions to preclude 
recurrence. This was evidenced by the September 2008 accumulation of bryozoan colonies in the SX and Circulating 
Water System forebays that resulted in the SX system strainer plugging and hence represented a challenge to the 
reliability and operability of the SX system. The licensee entered this performance deficiency into their corrective 
action program. The finding is greater than minor because the failure to identify the significant condition adverse to 
quality and to develop corrective actions to prevent recurrence affected the Mitigating Systems Cornerstone objective 
of ensuring the availability, capability and reliability of the Unit 1 and Unit 2 SX trains to respond to initiating events 
to prevent undesirable consequences. The finding is of very low safety significance because based on the results of an 
analysis performed by the licensee, which concluded that, even under severely degraded flow conditions, the affected 
trains of SX would have provided sufficient cooling to components served by the SX system following a reactor trip, a 
loss of coolant accident, or a loss of offsite power. The primary cause of the finding was related to the cross-cutting 
element of Human Performance and the associated attribute of decision making (H.1(b)).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Mar 06, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Perform Validation for Safe Shutdown Manual Actions 
A finding of very low safety significance was identified by the inspectors for the failure to perform a validation of 
added safe shutdown manual actions. The failure to perform a validation resulted in less than adequate emergency 
lighting for the safe shutdown manual actions. The licensee subsequently entered the issue into their corrective action 
program and planned to relocate existing emergency lighting to provide adequate lighting at panel 1DC13J.  
 
The finding was determined to be more than minor because the failure to validate the safe shutdown manual actions 
adversely resulted in less than adequate emergency lighting for the actions. The less than adequate emergency lighting 
affected the reliability associated with performance of the manual action. The issue was of very low safety 
significance because the finding represented a low degradation because portable lighting was available. 
Inspection Report# : 2009006 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE OF FIRE PROTECTION VALVE STROKE PROCEDURE RESULTS IN TRIP OF B TRAIN OF 
MAIN CONTROL ROOM VENTILATION 
A NCV of 10 CFR 50, Appendix B, Criterion V, was self-revealed on September 22, 2009, when performance of a 
fire protection valve stroke procedure resulted in a trip of the B Train of the Main Control Room Ventilation System. 



Specifically, conflicting procedural guidance resulted in operators stroking the B Train Main Control Room 
Recirculation Charcoal Absorber deluge valve, which resulted in an unexpected trip of the safety-related B train of 
Main Control Room Ventilation and entry into Technical Specifications (TS) 3.7.10 and 3.7.11. The licensee 
conducted trainings and briefings to the operators to identify the potential error traps in procedures and entered this 
issue into the corrective action program (CAP) as IR 968717. The finding is more than minor because it affected the 
procedure quality attribute of the Barrier Integrity Cornerstone objective to maintain the radiological barrier 
functionality of the control room. The inspectors answered ‘No’ to all questions in the Containment Barrier Column of 
IMC 0604, Attachment 4, Table 4a, “Characterization Worksheet for IE, MS, and BI Cornerstones,” and the finding 
screened as having very low safety significance. This finding is associated with the cross-cutting attribute of decision 
making in the Human Performance cross-cutting component (H.1(a)). Specifically, when faced with uncertainty in 
procedural direction during performance of the fire protection valve surveillance, the licensee did not use a systematic 
process for decision making, which resulted in a trip of the B Train of Main Control Room Ventilation. 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : March 01, 2010 



Braidwood 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FULLY IMPLEMENT ABNORMAL OPERATING PROCEDURES FOLLOWING A 
SEISMIC EVENT 
The inspectors identified a Green finding and an associated Non-Cited Violation of Technical Specification 5.4.1 for 
the failure to fully implement an abnormal procedure following a seismic event. Specifically, on April 18, 2008, 
following a seismic event, the licensee chose to perform field walkdowns to verify that sulfuric acid and sodium 
hypochlorite tanks were intact rather than to isolate control room ventilation as required by Procedure 0BwOA ENV-
4, “Earthquake.” As a corrective action, the licensee performed training activities to clarify when procedural 
deviations are allowed. The finding was determined to be more than minor because it impacted 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. The inspectors evaluated the 
finding in accordance with IMC 0612, Appendix B, “Issue Screening.” The inspectors performed a significance 
evaluation in accordance with IMC 0609, Attachment 4, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The inspectors answered ‘No’ to the external event initiators question in the 
Initiating Events Cornerstone column of Table 4a and the issue screened as one of very low safety significance. This 
finding is associated with the cross-cutting attribute of decision making in the Human Performance cross-cutting 
component (H.1(b)). Specifically, the licensee did not use conservative assumptions in the decision to send an 
operator to locally verify rather than perform a procedural step from the control room as written. In the event the 
sulfuric acid and sodium hypochlorite tanks were damaged, the control room operators could have been impacted with 
chlorine gas prior to receiving verification from the locally dispatched operator since the licensee elected not to isolate 
control room ventilation.  
 
Inspection Report# : 2009005 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: FIN Finding 
FAILURE TO CONTROL AND SECURE MATERIAL ADJACENT TO UNIT 1 TRANSFORMER YARD 
WHICH COULD BECOME POTENTIAL MISSILES 
The inspector identified a Green finding associated with the failure to control or remove material adjacent to the Unit 
1 main power transformers, station auxiliary transformers and unit auxiliary transformers. Plant personnel failed to 
identify these discrepant conditions during the performance of a plant surveillance procedure with the purpose of 
identifying and removing potential missile hazards from areas where they could damage important plant electrical 
equipment during adverse weather conditions. The licensee entered this issue into their correction action program. 
Proposed corrective actions included relocating storage to an appropriate less vulnerable location and reemphasizing 
good practices related to housekeeping. The finding is greater than minor because the finding could be reasonably 
viewed as a precursor to a significant event, such as a loss of Technical Specification required power supplies or a loss 
of off-site power caused by missile damage to the auxiliary power system. The inspectors determined that because the 
finding did not contribute to the likelihood of a primary or secondary system loss of coolant accident initiator; the 
finding did not contribute to both the likelihood of a reactor trip and the likelihood that mitigation equipment or 
functions would not be available; and the finding did not increase the likelihood of a fire or internal or external 
flooding, it was of very low safety significance. The cause of the finding is related to the work practices attribute of 
the cross-cutting element of Human Performance (H.4(c)).  
 
Inspection Report# : 2009003 (pdf)  



Mitigating Systems 

Significance:  Nov 03, 2009 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE OF CONTAINMENT SUMP SUCTION VALVE 1SI8811B TO STROKE OPEN 
The inspectors identified a finding of substantial safety significance and an associated apparent violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” for the failure to prevent water from entering the motor operated 
valve actuator for valve 1SI8811B that resulted in corrosion of the torque switch. This resulted in the valve failing to 
stroke full open on June 24, 2009. The licensee determined that water entered the valve actuator through a flexible 
conduit penetration and pooled in the actuator limit switch box. This caused corrosion of the torque switch and minor 
corrosion of the limit switch. As part of the corrective actions for this event, the licensee sealed the susceptible 
conduit. Also, to address extent of condition, the licensee subsequently performed successful valve strokes of the 
1SI8811A and 2SI8811A/B valves as part of previously scheduled maintenance windows. Additionally, the licensee 
performed a walkdown of the other SI8811 valves on both Units. Open conduit terminations were identified on all 
three remaining valves. The 2SI8811B valve was found to have the same susceptible conduit/cable tray configuration 
while the 1SI8811A and 2SI8811A valves had horizontal conduit terminations that were less susceptible to water 
intrusion. As a result, the licensee sealed the 2SI8811B valve open conduit termination. The inspectors determined 
that the finding was more than minor due to impacting the Equipment Performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems the respond to initiating events 
to prevent undesirable consequences. The finding associated with this apparent violation was assessed using a Phase 3 
analysis in accordance with NRC Inspection Manual Chapter 0609 Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations,” and is preliminary determined to have substantial significant 
safety significance (Yellow). The inspectors determined that this issue is associated with the Corrective Action 
Program component of the Problem Identification and Resolution cross-cutting area. (P.1(a)) Specifically, licensee 
staff was aware for several years of water leakage from the overhead areas around the SI8811 valves. Several 
corrective action documents were generated previously but the licensee did not adequately evaluate the potential 
safety significance of the water leakage and did not correct the issue.  
 
Final Significance letter issued February 25, 2010 - characterized as WHITE. 
Inspection Report# : 2010008 (pdf)  
Inspection Report# : 2009007 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE CONTINUOUS MONITORING OF A FIRE DOOR 
tection Program,” for the licensee’s failure to take adequate compensatory measures following the failure of electronic 
supervision of a fire door. Specifically, when continuous electronic supervision of a fire door in an area with gaseous 
fire suppression failed, the licensee did not establish an hourly fire watch as required by Procedure BwAP 1110-1, 
“Fire Protection Program System Requirements.” The inspectors determined that the licensee failed to take 
procedurally required compensatory measures for the loss of electronic fire door monitoring. Upon notification of 
these requirements by the inspectors, the licensee restored power to the system and entered the issue into the CAP as 
Issue Report (IR) 945777.  
The inspectors determined the finding is more than minor because it is associated with the external events (fire) 
attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
category was Fire Prevention and Administrative Controls and assigned a low degradation rating. Therefore, the 
finding screened as of very low safety significance. The cause of the finding is related to the work practices attribute 
of the cross-cutting element of Human Performance (H.4(b)). Specifically, procedures were in place that directed the 
appropriate compensatory measures for the loss of electronic monitoring of fire doors; however, the licensee did not 
implement those procedures. 
Inspection Report# : 2009004 (pdf)  



Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE OF THE LICENSEE'S STAFF TO PROPERLY MANAGE ON-LINE RISK ASSOCIATED WITH 
TESTING OF THE 2A AUXILIARY FEEDWATER PUMP SLAVE RELAYS 
The inspectors identified a NCV of 10 CFR Part 50.65 (a)(4), due to the licensee’s failure to properly assess and 
manage the risk associated with scheduled slave relay testing for the 2A Auxiliary Feedwater (AF) system. 
Specifically, the licensee declared the system inoperable but available. However, the system at the time could neither 
automatically respond to an event, nor was an operator “dedicated” as defined in the NRC endorsed industry 
guidance, Nuclear Management and Resources Council (NUMARC) 93-01, to manually realign the system to perform 
its safety-related function for the system to be considered available. Corrective actions for this issue included 
assigning dedicated operators in accordance with NUMARC 93-01, Section 11. The inspectors did not identify a 
cross-cutting aspect for this issue. The finding is more than minor because there was elevated plant risk associated 
with the 2A AF pump being unavailable that would have required the implementation of additional risk management 
actions (i.e., assigning dedicated operators and/or maintenance personnel in accordance with NUMARC 93-01, 
Section 11). The inspectors assessed the safety significance of this finding using IMC 0609, Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” Using input from the 
licensee’s risk assessment engineer, the inspectors determined that the actual risk deficit was 1.5 x 10-7. The finding 
was determined to be of very low safety significance because the actual risk deficit was determined to be less than 1 x 
10-6.  
 
Inspection Report# : 2009004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
ISOLATION OF LOWER CABLE SPREADING ROOM CARBON DIOXIDE FIRE SUPPRESSION 
A Non-Cited Violation of License Condition 2.E, “Fire Protection Program,” was self-revealed when the automatic 
carbon dioxide (CO2) fire suppression system was isolated from the Unit 1 and Unit 2 Lower Cable Spreading Rooms 
from July 23, 2007, through August 11, 2008. Specifically, the licensee identified that a modification to the Upper 
Cable Spreading Room CO2 system, on July 23, 2007, had inadvertently isolated the CO2 system to the LCSRs. The 
licensee entered the deficiency with the automatic carbon dioxide fire suppression system into their corrective action 
program and installed a modification to return the LCSR CO2 system to service. The finding was determined to be 
more than minor because the design control attribute of the mitigating systems cornerstone was impacted. The 
inspectors determined this finding to be of very low safety significance based on the Phase 2 SDP evaluation in 
accordance with IMC 0609, Appendix F, “Fire Protection SDP.” This finding is related to the cross-cutting area of 
Human Performance associated with the attribute of resources (H.2(c)).  
 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROPERLY EVALUATE INSTALLATION OF ECCS THROTTLE VALVES 
A NCV of 10 CFR 50, Appendix B, Criterion III, “Design Control,” was identified by the inspectors for failure to 
install a modified Emergency Core Cooling System throttle valve design commensurate with the design control 
measures applicable to the original design. This resulted in the failure to select a material suitable to the application. 
Specifically, the licensee selected a design that included gas nitrided surfaces, contrary to the Westinghouse design 
specification for the original emergency core cooling system throttle valves that prohibited the use of nitrided surfaces 
in reactor coolant applications. Corrective actions included replacing the Emergency Core Cooling System throttling 
valve that showed worst flow degradation. Additionally the licensee re-performed the surveillance test and adjusted 
the throttle valves such that any future degradation of the flow area (caused by corrosion or brazing material loss) will 
not result in pump run-out. The finding was determined to be more than minor because it was similar to Example 5.a 
of IMC 0612, Appendix E, “Examples of Minor Issues,” in that a modification that did not meet design requirements 



was returned to service prior to discovery. The inspectors determined the issue did not result in the actual loss of a 
safety function and the issue screened out as having very low safety significance. This finding has a cross cutting 
aspect in the area of Problem Identification and Resolution associated with the corrective action program attribute, 
because the licensee did not thoroughly evaluate all aspects of the modification to the ECCS throttle valves. (P.1(c)) 
Inspection Report# : 2009003 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
BRYOZOAN INFESTATION AT THE LAKE SCREENHOUSE CIRCULATING WATER FOREBAYS 
The inspectors identified a NCV of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action Program,” having 
very low safety significance, associated with the licensee's failure to identify a significant condition adverse to quality 
and to develop corrective actions to prevent recurrence. Specifically, the licensee failed to identify the October 2005 
bryozoa infestation as a significant condition adverse to quality and did not establish corrective actions to preclude 
recurrence. This was evidenced by the September 2008 accumulation of bryozoan colonies in the SX and Circulating 
Water System forebays that resulted in the SX system strainer plugging and hence represented a challenge to the 
reliability and operability of the SX system. The licensee entered this performance deficiency into their corrective 
action program. The finding is greater than minor because the failure to identify the significant condition adverse to 
quality and to develop corrective actions to prevent recurrence affected the Mitigating Systems Cornerstone objective 
of ensuring the availability, capability and reliability of the Unit 1 and Unit 2 SX trains to respond to initiating events 
to prevent undesirable consequences. The finding is of very low safety significance because based on the results of an 
analysis performed by the licensee, which concluded that, even under severely degraded flow conditions, the affected 
trains of SX would have provided sufficient cooling to components served by the SX system following a reactor trip, a 
loss of coolant accident, or a loss of offsite power. The primary cause of the finding was related to the cross-cutting 
element of Human Performance and the associated attribute of decision making (H.1(b)).  
 
Inspection Report# : 2009003 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
PERFORMANCE OF TROUBLESHOOTING LEADS TO AUXILIARY BUILDING VENTILATION FAN 
FIRE 
A finding of very low safety significance and an associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion 
V, “Procedures,” was self-revealed when, on January 9, 2010, auxiliary building ventilation fan 0VA01CC caught 
fire, resulting in the declaration of an Unusual Event. Specifically, troubleshooting performed on the inboard fan 
bearing in Spring 2009 changed the bearing oil level without proper limits established, which led to bearing failure 
due to lack of lubrication. The licensee’s corrective actions included an evaluation of the oil consumption trends for 
other auxiliary building ventilation fans, additional training on work package quality, and a revision to other existing 
work orders that are intended to adjust auxiliary building ventilation fan oil levels. The finding was more than minor 
because it impacted the Systems, Structures, and Components and Barrier Performance attribute of the Barrier 
Integrity cornerstone objective to provide reasonable assurance that physical design barriers (fuel cladding, reactor 
coolant system, and containment) protect the public from radionuclide releases caused by accidents or events. Because 
the finding only represented degradation, rather than loss, of the radiological barrier function provided for the 
auxiliary building it screened as an issue of very low safety significance (Green). This finding is associated with the 
cross-cutting area component of resources in the human performance cross-cutting area. Specifically, the work 
instructions for troubleshooting did not contain adequate guidance to adjust the oil bubbler without causing an adverse 
equipment impact (H.2(c)). 
Inspection Report# : 2010002 (pdf)  



Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE OF FIRE PROTECTION VALVE STROKE PROCEDURE RESULTS IN TRIP OF B TRAIN OF 
MAIN CONTROL ROOM VENTILATION 
A NCV of 10 CFR 50, Appendix B, Criterion V, was self-revealed on September 22, 2009, when performance of a 
fire protection valve stroke procedure resulted in a trip of the B Train of the Main Control Room Ventilation System. 
Specifically, conflicting procedural guidance resulted in operators stroking the B Train Main Control Room 
Recirculation Charcoal Absorber deluge valve, which resulted in an unexpected trip of the safety-related B train of 
Main Control Room Ventilation and entry into Technical Specifications (TS) 3.7.10 and 3.7.11. The licensee 
conducted trainings and briefings to the operators to identify the potential error traps in procedures and entered this 
issue into the corrective action program (CAP) as IR 968717. The finding is more than minor because it affected the 
procedure quality attribute of the Barrier Integrity Cornerstone objective to maintain the radiological barrier 
functionality of the control room. The inspectors answered ‘No’ to all questions in the Containment Barrier Column of 
IMC 0604, Attachment 4, Table 4a, “Characterization Worksheet for IE, MS, and BI Cornerstones,” and the finding 
screened as having very low safety significance. This finding is associated with the cross-cutting attribute of decision 
making in the Human Performance cross-cutting component (H.1(a)). Specifically, when faced with uncertainty in 
procedural direction during performance of the fire protection valve surveillance, the licensee did not use a systematic 
process for decision making, which resulted in a trip of the B Train of Main Control Room Ventilation. 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed. 
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Braidwood 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FULLY IMPLEMENT ABNORMAL OPERATING PROCEDURES FOLLOWING A 
SEISMIC EVENT 
The inspectors identified a Green finding and an associated Non-Cited Violation of Technical Specification 5.4.1 for 
the failure to fully implement an abnormal procedure following a seismic event. Specifically, on April 18, 2008, 
following a seismic event, the licensee chose to perform field walkdowns to verify that sulfuric acid and sodium 
hypochlorite tanks were intact rather than to isolate control room ventilation as required by Procedure 0BwOA ENV-
4, “Earthquake.” As a corrective action, the licensee performed training activities to clarify when procedural 
deviations are allowed. The finding was determined to be more than minor because it impacted 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. The inspectors evaluated the 
finding in accordance with IMC 0612, Appendix B, “Issue Screening.” The inspectors performed a significance 
evaluation in accordance with IMC 0609, Attachment 4, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The inspectors answered ‘No’ to the external event initiators question in the 
Initiating Events Cornerstone column of Table 4a and the issue screened as one of very low safety significance. This 
finding is associated with the cross-cutting attribute of decision making in the Human Performance cross-cutting 
component (H.1(b)). Specifically, the licensee did not use conservative assumptions in the decision to send an 
operator to locally verify rather than perform a procedural step from the control room as written. In the event the 
sulfuric acid and sodium hypochlorite tanks were damaged, the control room operators could have been impacted with 
chlorine gas prior to receiving verification from the locally dispatched operator since the licensee elected not to isolate 
control room ventilation.  
 
Inspection Report# : 2009005 (pdf)  

Mitigating Systems 

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DDAFW Pump Battery Racks were not restored to their Design Basis Seismic Category I 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to restore the Diesel Driven Auxiliary Feedwater (DDAFW) battery racks 
to their design basis qualification, Seismic Category I. Specifically, although the licensee identified the existence of 
gaps between the wooden spacer blocks, batteries and end of racks in 2004 the licensee failed to provide adequate 
justification to demonstrate that the existing condition still met the Seismic Category I Design Basis requirements as 
specified in their design documents. The gaps between the wooden spacer blocks could affect the reliability of the 
DDAFW DC safety-related batteries being that this component was outside its design basis for over a period of six 
years. The licensee subsequently entered the issue into their corrective action program and restored the batteries racks 
to their design requirements.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of DDAFW batteries to 



perform their safety function in external events to prevent undesirable consequences. Specifically, the licensee did not 
assure that the wooden spacer blocks including the gap would provide adequate support to ensure that the seismically 
qualified battery rack will perform its safety function. This finding is of very low safety significance (Green) because 
the qualification deficiency was confirmed not to result in loss of operability or functionality. The inspectors 
determined that there was no cross-cutting aspect associated with this finding because the gaps between the wooden 
spacers and the DDAFW batteries were initially identified in 2004; therefore, the finding was not indicative of the 
plant’s current performance. 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Calculation for the DDAFW Minimum Fuel oil Tank Setpoint Level 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance related to the licensee’s failure to develop a calculation for the DDAFW pump minimum fuel oil 
tank level setpoint. Specifically, the licensee failed to perform a calculation specific to the DDAFW pump day tank to 
verify the 74 percent level indication was equivalent to the 420 gallons of usable fuel volume that was required by the 
Technical Specifications (TS). The licensee subsequently entered the issue into their corrective action program to 
develop design basis documentations.  
 
This finding is more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
design control and affected the cornerstone objective of ensuring the capability of the safety-related system to respond 
to initiating events to prevent undesirable consequences. Specifically, the licensee failure to verify that 74 percent tank 
level exceeded the TS value did not assure the pump was capable of performing its safety function for the entire seven 
hours mission time. This finding is of very low safety significance (Green) because subsequent calculation/evaluation 
determined the volume of the tank at 74 percent level was slightly above the minimum required TS limit. The 
inspectors determined there was no cross-cutting aspect associated with this finding because the deficiency was a 
legacy design issue and, therefore, was not indicative of the plant’s current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Potential Clogging of Essential Service Water (SX) Throttle Valves for Pump Room Coolers 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” having very low safety significance for the licensee’s failure to include appropriate quantitative or 
qualitative acceptance criteria for determining that important activities have been satisfactorily accomplished. 
Specifically, the licensee’s procedures for flow balancing Essential Service Water (SX) supply to safety-related pump 
room coolers did not include any precautionary statements to limit the degree to which branch loop throttle valves 
could be throttled down without introducing concerns about potential clogging from particulate in the service water 
and resultant flow reduction. The licensee subsequently entered the issue into their corrective action program and 
performed immediate corrective actions included, engineering evaluation to determine current operability, 
repositioned all throttle valves to at least ¾ turns open and revised the valve throttling procedure to prevent any valve 
from being throttled to less than ¾ turns open in the future.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
procedure quality and affected the cornerstone objective of ensuring the capability of the system to respond to 
initiating events to prevent undesirable consequences. Specifically, under accident conditions, the position of these 
throttle valves could have led to a potential degradation of the ability of the room coolers to perform their safety-
related function of protecting the emergency core cooling system (ECCS) pumps from elevated environmental 
temperatures. The finding is of very low safety significance (Green) because the design deficiency did not contribute 
to the likelihood that mitigating equipment or functions would not be available. The inspectors determined there was 
no cross-cutting aspect associated with this finding because the deficiency was a legacy procedural issue and, 
therefore, was not indicative of the plant’s current performance. 



 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Adverse Impact of Flood Drain Strainer Design Modification on Flooding Analysis 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to fully verify the adequacy of a design modification important to safety. 
Specifically, the licensee failed to recognize that bag-type strainers back fitted into floor drains in the Auxiliary 
Building for the purpose of preventing debris from blocking the floor drain piping were designed in such a way that 
they actually increased the potential for blockage, thus negatively impacting the analysis of record for internal 
flooding. The licensee subsequently entered the issue into their corrective action program, performed preliminary 
evaluation of the affected areas and demonstrated operability. Additional action was initiated to revise the internal 
flooding calculation and safe shutdown analysis to address the impact of the floor drain strainers.  
 
The finding was more than minor because it was associated with the Mitigation Systems Cornerstone attribute of 
protection against external events such as flooding and affected the cornerstone objective of ensuring the availability 
of systems that respond to initiating events to prevent undesirable consequences. Specifically, the floor drain strainer 
bags were inadequately designed such that they would have increased the possibility of drain plugging. The finding is 
of very low safety significance (Green) because the licensee was able to demonstrate that, in the event the drains 
became plugged in any room, a flood in the affected room would have not affected the alternate shutdown equipment. 
The inspectors determined there was no cross-cutting aspect associated with this finding because these bag-type 
strainers were installed in 1996; therefore, the finding was not reflective of current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Acceptance Criteria for CS Pump Performance Testing 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” having very low 
safety significance for the licensee’s failure to ensure adequate acceptance limits were incorporated into test 
procedures. Specifically, the licensee failed to consider instrument loop uncertainties when determining the alert and 
required action values used in the IST procedure for testing of the containment spray (CS) pumps. Consequently, the 
acceptance criteria for both the upper and lower limits on total developed head (TDH) were non-conservative. As a 
result, the licensee subsequently entered the issue into their corrective action program, performed an operability 
evaluation and concluded equipment were operable. Additional corrective actions were assigned to investigate and 
correct the cause of the apparent degradation of the 2B CS pump.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
equipment performance and affected the cornerstone objective of ensuring the capability of the system to respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to consider instrument uncertainties in 
the development of IST acceptance criteria resulted in the creation of acceptance criteria values that did not ensure 
that the CS pump could meet its intended safety function. This finding is of very low safety significance (Green) 
because the licensee was able to demonstrate pumps operability; therefore, there was no loss of safety function. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
the licensee failed to implement relevant information relating to failure to appropriately account for instrument 
uncertainties identified in Information Notice 2008-02 through changes to station procedures.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
EDGs Fuel Oil Consumption Calculation Failed to Account for Frequency Variations 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to translate the allowable frequency variations, for the emergency diesel 
generators (EDGs), into the fuel consumption calculation. Specifically, the fuel oil consumption calculation for the 
EDGs did not assure that TS minimum required fuel limit of 44,000 gallons was adequate to support the EDGs 
operating at frequency higher than 60 Hertz (Hz) for the seven days mission time. As a result of the inspectors’ 
questions, the licensee subsequently added an action item to an existing condition report to address frequency 
variation on fuel consumption.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
design control and affected the cornerstone objective of ensuring the capability of the system to respond to initiating 
events to prevent undesirable consequences. Specifically, the licensee failed to ensure that the minimum fuel required 
by TS of 44,000 gallons was adequate to support the EDGs mission time when operating at higher frequency than 60 
Hz. This finding is of very low safety significance (Green) because the licensee was able to demonstrate that adequate 
fuel oil in the storage tanks would be available to support the EDGs when operating within the frequency variation 
band established by the administrative limits. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not thoroughly evaluate problems 
associated with safety nuclear safety.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Nov 03, 2009 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE OF CONTAINMENT SUMP SUCTION VALVE 1SI8811B TO STROKE OPEN 
The inspectors identified a finding of substantial safety significance and an associated apparent violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” for the failure to prevent water from entering the motor operated 
valve actuator for valve 1SI8811B that resulted in corrosion of the torque switch. This resulted in the valve failing to 
stroke full open on June 24, 2009. The licensee determined that water entered the valve actuator through a flexible 
conduit penetration and pooled in the actuator limit switch box. This caused corrosion of the torque switch and minor 
corrosion of the limit switch. As part of the corrective actions for this event, the licensee sealed the susceptible 
conduit. Also, to address extent of condition, the licensee subsequently performed successful valve strokes of the 
1SI8811A and 2SI8811A/B valves as part of previously scheduled maintenance windows. Additionally, the licensee 
performed a walkdown of the other SI8811 valves on both Units. Open conduit terminations were identified on all 
three remaining valves. The 2SI8811B valve was found to have the same susceptible conduit/cable tray configuration 
while the 1SI8811A and 2SI8811A valves had horizontal conduit terminations that were less susceptible to water 
intrusion. As a result, the licensee sealed the 2SI8811B valve open conduit termination. The inspectors determined 
that the finding was more than minor due to impacting the Equipment Performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems the respond to initiating events 
to prevent undesirable consequences. The finding associated with this apparent violation was assessed using a Phase 3 
analysis in accordance with NRC Inspection Manual Chapter 0609 Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations,” and is preliminary determined to have substantial significant 
safety significance (Yellow). The inspectors determined that this issue is associated with the Corrective Action 
Program component of the Problem Identification and Resolution cross-cutting area. (P.1(a)) Specifically, licensee 
staff was aware for several years of water leakage from the overhead areas around the SI8811 valves. Several 
corrective action documents were generated previously but the licensee did not adequately evaluate the potential 
safety significance of the water leakage and did not correct the issue.  
 
Final Significance letter issued February 25, 2010 - characterized as WHITE. 
Inspection Report# : 2009007 (pdf)  
Inspection Report# : 2010008 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 



Item Type: NCV NonCited Violation 
FAILURE TO PROVIDE CONTINUOUS MONITORING OF A FIRE DOOR 
tection Program,” for the licensee’s failure to take adequate compensatory measures following the failure of electronic 
supervision of a fire door. Specifically, when continuous electronic supervision of a fire door in an area with gaseous 
fire suppression failed, the licensee did not establish an hourly fire watch as required by Procedure BwAP 1110-1, 
“Fire Protection Program System Requirements.” The inspectors determined that the licensee failed to take 
procedurally required compensatory measures for the loss of electronic fire door monitoring. Upon notification of 
these requirements by the inspectors, the licensee restored power to the system and entered the issue into the CAP as 
Issue Report (IR) 945777.  
The inspectors determined the finding is more than minor because it is associated with the external events (fire) 
attribute of the Mitigating Systems Cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. The inspectors determined the finding 
category was Fire Prevention and Administrative Controls and assigned a low degradation rating. Therefore, the 
finding screened as of very low safety significance. The cause of the finding is related to the work practices attribute 
of the cross-cutting element of Human Performance (H.4(b)). Specifically, procedures were in place that directed the 
appropriate compensatory measures for the loss of electronic monitoring of fire doors; however, the licensee did not 
implement those procedures. 
Inspection Report# : 2009004 (pdf)  

Significance:  Sep 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE OF THE LICENSEE'S STAFF TO PROPERLY MANAGE ON-LINE RISK ASSOCIATED WITH 
TESTING OF THE 2A AUXILIARY FEEDWATER PUMP SLAVE RELAYS 
The inspectors identified a NCV of 10 CFR Part 50.65 (a)(4), due to the licensee’s failure to properly assess and 
manage the risk associated with scheduled slave relay testing for the 2A Auxiliary Feedwater (AF) system. 
Specifically, the licensee declared the system inoperable but available. However, the system at the time could neither 
automatically respond to an event, nor was an operator “dedicated” as defined in the NRC endorsed industry 
guidance, Nuclear Management and Resources Council (NUMARC) 93-01, to manually realign the system to perform 
its safety-related function for the system to be considered available. Corrective actions for this issue included 
assigning dedicated operators in accordance with NUMARC 93-01, Section 11. The inspectors did not identify a 
cross-cutting aspect for this issue. The finding is more than minor because there was elevated plant risk associated 
with the 2A AF pump being unavailable that would have required the implementation of additional risk management 
actions (i.e., assigning dedicated operators and/or maintenance personnel in accordance with NUMARC 93-01, 
Section 11). The inspectors assessed the safety significance of this finding using IMC 0609, Appendix K, 
“Maintenance Risk Assessment and Risk Management Significance Determination Process.” Using input from the 
licensee’s risk assessment engineer, the inspectors determined that the actual risk deficit was 1.5 x 10-7. The finding 
was determined to be of very low safety significance because the actual risk deficit was determined to be less than 1 x 
10-6.  
 
Inspection Report# : 2009004 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
PERFORMANCE OF TROUBLESHOOTING LEADS TO AUXILIARY BUILDING VENTILATION FAN 
FIRE 
A finding of very low safety significance and an associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion 
V, “Procedures,” was self-revealed when, on January 9, 2010, auxiliary building ventilation fan 0VA01CC caught 
fire, resulting in the declaration of an Unusual Event. Specifically, troubleshooting performed on the inboard fan 
bearing in Spring 2009 changed the bearing oil level without proper limits established, which led to bearing failure 



due to lack of lubrication. The licensee’s corrective actions included an evaluation of the oil consumption trends for 
other auxiliary building ventilation fans, additional training on work package quality, and a revision to other existing 
work orders that are intended to adjust auxiliary building ventilation fan oil levels.  
The finding was more than minor because it impacted the Systems, Structures, and Components and Barrier 
Performance attribute of the Barrier Integrity cornerstone objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. Because the finding only represented degradation, rather than loss, of the radiological 
barrier function provided for the auxiliary building it screened as an issue of very low safety significance (Green). 
This finding is associated with the cross-cutting area component of resources in the human performance cross-cutting 
area. Specifically, the work instructions for troubleshooting did not contain adequate guidance to adjust the oil bubbler 
without causing an adverse equipment impact (H.2(c)). 
Inspection Report# : 2010002 (pdf)  

Significance:  Sep 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE OF FIRE PROTECTION VALVE STROKE PROCEDURE RESULTS IN TRIP OF B TRAIN OF 
MAIN CONTROL ROOM VENTILATION 
A NCV of 10 CFR 50, Appendix B, Criterion V, was self-revealed on September 22, 2009, when performance of a 
fire protection valve stroke procedure resulted in a trip of the B Train of the Main Control Room Ventilation System. 
Specifically, conflicting procedural guidance resulted in operators stroking the B Train Main Control Room 
Recirculation Charcoal Absorber deluge valve, which resulted in an unexpected trip of the safety-related B train of 
Main Control Room Ventilation and entry into Technical Specifications (TS) 3.7.10 and 3.7.11. The licensee 
conducted trainings and briefings to the operators to identify the potential error traps in procedures and entered this 
issue into the corrective action program (CAP) as IR 968717. The finding is more than minor because it affected the 
procedure quality attribute of the Barrier Integrity Cornerstone objective to maintain the radiological barrier 
functionality of the control room. The inspectors answered ‘No’ to all questions in the Containment Barrier Column of 
IMC 0604, Attachment 4, Table 4a, “Characterization Worksheet for IE, MS, and BI Cornerstones,” and the finding 
screened as having very low safety significance. This finding is associated with the cross-cutting attribute of decision 
making in the Human Performance cross-cutting component (H.1(a)). Specifically, when faced with uncertainty in 
procedural direction during performance of the fire protection valve surveillance, the licensee did not use a systematic 
process for decision making, which resulted in a trip of the B Train of Main Control Room Ventilation. 
Inspection Report# : 2009004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Physical Protection 
Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings 
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not 
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.
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Braidwood 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FULLY IMPLEMENT ABNORMAL OPERATING PROCEDURES FOLLOWING A 
SEISMIC EVENT 
The inspectors identified a Green finding and an associated Non-Cited Violation of Technical Specification 5.4.1 for 
the failure to fully implement an abnormal procedure following a seismic event. Specifically, on April 18, 2008, 
following a seismic event, the licensee chose to perform field walkdowns to verify that sulfuric acid and sodium 
hypochlorite tanks were intact rather than to isolate control room ventilation as required by Procedure 0BwOA ENV-
4, “Earthquake.” As a corrective action, the licensee performed training activities to clarify when procedural 
deviations are allowed. The finding was determined to be more than minor because it impacted 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. The inspectors evaluated the 
finding in accordance with IMC 0612, Appendix B, “Issue Screening.” The inspectors performed a significance 
evaluation in accordance with IMC 0609, Attachment 4, “Determining the Significance of Reactor Inspection 
Findings for At-Power Situations.” The inspectors answered ‘No’ to the external event initiators question in the 
Initiating Events Cornerstone column of Table 4a and the issue screened as one of very low safety significance. This 
finding is associated with the cross-cutting attribute of decision making in the Human Performance cross-cutting 
component (H.1(b)). Specifically, the licensee did not use conservative assumptions in the decision to send an 
operator to locally verify rather than perform a procedural step from the control room as written. In the event the 
sulfuric acid and sodium hypochlorite tanks were damaged, the control room operators could have been impacted with 
chlorine gas prior to receiving verification from the locally dispatched operator since the licensee elected not to isolate 
control room ventilation.  
 
Inspection Report# : 2009005 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES FOR TEMPORARY SCAFFOLDS 
The inspectors identified a Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” related to the control of temporary scaffolds. Specifically, the 
licensee’s procedure for the installation, modification, and removal of scaffolds was not followed on a routine basis 
for temporary scaffolds that remained in the plant for greater than 90 days. The licensee entered this issue into the 
Corrective Action Program as Issue Report 1095900. Corrective actions for this issue included walk downs of 
temporary scaffolds that had been in place for greater than 90 days utilizing the permanent scaffold checklist, and an 
assignment to ensure the procedure was followed in the future. The inspectors determined that this issue was more 
than minor in accordance with IMC 0612, Appendix E, “Examples of Minor Issues.” Specifically, this issue was 
similar to the more than minor criteria in Example 4.a, “Insignificant Procedural Errors,” in that the licensee failed to 
perform engineering evaluations on similar issues, or if the later evaluation determined that safety-related equipment 
was adversely affected. The finding was of very low safety significance because there was not a confirmed loss of 
operability of any mitigating system component. This finding was associated with the cross-cutting aspect of 



Decision-Making in the Human Performance cross-cutting area. Specifically, the licensee had not made safety-
significant or risk significant decisions by utilizing the systematic scaffolding construction process to ensure adequate 
quality and therefore adequate safety was maintained (H.1(a)).  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED COOLING WATER FLOW REDUCTION DURING SX IST SURVEILLANCE TEST 
A self-revealed Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was identified after the licensee failed to follow procedures during an 
essential service water inservice test on August 24, 2010. Specifically, during the section of the procedure utilized to 
establish testing conditions, the licensee throttled the wrong valve resulting in an unplanned reduction in flow to 
safety-related structures, systems, and components. This flow reduction resulted in the Train “B” equipment being 
declared inoperable for approximately 5 minutes. The licensee entered this issue into the CAP as IR 1105448. 
Corrective actions for this issue included returning the Unit 2 essential service water system to operable status by 
restoring the required valve lineup and a corrective action assignment to provide additional training to the operating 
crews on the use of human error prevention techniques. The inspectors determined that this finding was more than 
minor, because it was associated with the Human Performance attribute of the Mitigating Systems Cornerstone and 
impacted the cornerstone objective of ensuring the availability of systems that respond to initiating events to prevent 
undesirable consequences. This finding was determined to be of very low safety significance based on a Phase 3 
Significance Determination Process analysis that conservatively bounded the risk of this event to be less than 1.0E-
7/yr. The inspectors concluded that this finding was associated with the cross-cutting aspect of Work Practices in the 
Human Performance cross-cutting area because adequate human error prevention techniques were not effectively used 
to ensure that the surveillance activity was performed properly (H.4(a)). 
Inspection Report# : 2010004 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DDAFW Pump Battery Racks were not restored to their Design Basis Seismic Category I 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to restore the Diesel Driven Auxiliary Feedwater (DDAFW) battery racks 
to their design basis qualification, Seismic Category I. Specifically, although the licensee identified the existence of 
gaps between the wooden spacer blocks, batteries and end of racks in 2004 the licensee failed to provide adequate 
justification to demonstrate that the existing condition still met the Seismic Category I Design Basis requirements as 
specified in their design documents. The gaps between the wooden spacer blocks could affect the reliability of the 
DDAFW DC safety-related batteries being that this component was outside its design basis for over a period of six 
years. The licensee subsequently entered the issue into their corrective action program and restored the batteries racks 
to their design requirements.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of DDAFW batteries to 
perform their safety function in external events to prevent undesirable consequences. Specifically, the licensee did not 
assure that the wooden spacer blocks including the gap would provide adequate support to ensure that the seismically 
qualified battery rack will perform its safety function. This finding is of very low safety significance (Green) because 
the qualification deficiency was confirmed not to result in loss of operability or functionality. The inspectors 
determined that there was no cross-cutting aspect associated with this finding because the gaps between the wooden 
spacers and the DDAFW batteries were initially identified in 2004; therefore, the finding was not indicative of the 
plant’s current performance. 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 



Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Calculation for the DDAFW Minimum Fuel oil Tank Setpoint Level 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance related to the licensee’s failure to develop a calculation for the DDAFW pump minimum fuel oil 
tank level setpoint. Specifically, the licensee failed to perform a calculation specific to the DDAFW pump day tank to 
verify the 74 percent level indication was equivalent to the 420 gallons of usable fuel volume that was required by the 
Technical Specifications (TS). The licensee subsequently entered the issue into their corrective action program to 
develop design basis documentations.  
 
This finding is more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
design control and affected the cornerstone objective of ensuring the capability of the safety-related system to respond 
to initiating events to prevent undesirable consequences. Specifically, the licensee failure to verify that 74 percent tank 
level exceeded the TS value did not assure the pump was capable of performing its safety function for the entire seven 
hours mission time. This finding is of very low safety significance (Green) because subsequent calculation/evaluation 
determined the volume of the tank at 74 percent level was slightly above the minimum required TS limit. The 
inspectors determined there was no cross-cutting aspect associated with this finding because the deficiency was a 
legacy design issue and, therefore, was not indicative of the plant’s current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Potential Clogging of Essential Service Water (SX) Throttle Valves for Pump Room Coolers 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” having very low safety significance for the licensee’s failure to include appropriate quantitative or 
qualitative acceptance criteria for determining that important activities have been satisfactorily accomplished. 
Specifically, the licensee’s procedures for flow balancing Essential Service Water (SX) supply to safety-related pump 
room coolers did not include any precautionary statements to limit the degree to which branch loop throttle valves 
could be throttled down without introducing concerns about potential clogging from particulate in the service water 
and resultant flow reduction. The licensee subsequently entered the issue into their corrective action program and 
performed immediate corrective actions included, engineering evaluation to determine current operability, 
repositioned all throttle valves to at least ¾ turns open and revised the valve throttling procedure to prevent any valve 
from being throttled to less than ¾ turns open in the future.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
procedure quality and affected the cornerstone objective of ensuring the capability of the system to respond to 
initiating events to prevent undesirable consequences. Specifically, under accident conditions, the position of these 
throttle valves could have led to a potential degradation of the ability of the room coolers to perform their safety-
related function of protecting the emergency core cooling system (ECCS) pumps from elevated environmental 
temperatures. The finding is of very low safety significance (Green) because the design deficiency did not contribute 
to the likelihood that mitigating equipment or functions would not be available. The inspectors determined there was 
no cross-cutting aspect associated with this finding because the deficiency was a legacy procedural issue and, 
therefore, was not indicative of the plant’s current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Adverse Impact of Flood Drain Strainer Design Modification on Flooding Analysis 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to fully verify the adequacy of a design modification important to safety. 
Specifically, the licensee failed to recognize that bag-type strainers back fitted into floor drains in the Auxiliary 



Building for the purpose of preventing debris from blocking the floor drain piping were designed in such a way that 
they actually increased the potential for blockage, thus negatively impacting the analysis of record for internal 
flooding. The licensee subsequently entered the issue into their corrective action program, performed preliminary 
evaluation of the affected areas and demonstrated operability. Additional action was initiated to revise the internal 
flooding calculation and safe shutdown analysis to address the impact of the floor drain strainers.  
 
The finding was more than minor because it was associated with the Mitigation Systems Cornerstone attribute of 
protection against external events such as flooding and affected the cornerstone objective of ensuring the availability 
of systems that respond to initiating events to prevent undesirable consequences. Specifically, the floor drain strainer 
bags were inadequately designed such that they would have increased the possibility of drain plugging. The finding is 
of very low safety significance (Green) because the licensee was able to demonstrate that, in the event the drains 
became plugged in any room, a flood in the affected room would have not affected the alternate shutdown equipment. 
The inspectors determined there was no cross-cutting aspect associated with this finding because these bag-type 
strainers were installed in 1996; therefore, the finding was not reflective of current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Acceptance Criteria for CS Pump Performance Testing 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” having very low 
safety significance for the licensee’s failure to ensure adequate acceptance limits were incorporated into test 
procedures. Specifically, the licensee failed to consider instrument loop uncertainties when determining the alert and 
required action values used in the IST procedure for testing of the containment spray (CS) pumps. Consequently, the 
acceptance criteria for both the upper and lower limits on total developed head (TDH) were non-conservative. As a 
result, the licensee subsequently entered the issue into their corrective action program, performed an operability 
evaluation and concluded equipment were operable. Additional corrective actions were assigned to investigate and 
correct the cause of the apparent degradation of the 2B CS pump.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
equipment performance and affected the cornerstone objective of ensuring the capability of the system to respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to consider instrument uncertainties in 
the development of IST acceptance criteria resulted in the creation of acceptance criteria values that did not ensure 
that the CS pump could meet its intended safety function. This finding is of very low safety significance (Green) 
because the licensee was able to demonstrate pumps operability; therefore, there was no loss of safety function. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
the licensee failed to implement relevant information relating to failure to appropriately account for instrument 
uncertainties identified in Information Notice 2008-02 through changes to station procedures.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDGs Fuel Oil Consumption Calculation Failed to Account for Frequency Variations 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to translate the allowable frequency variations, for the emergency diesel 
generators (EDGs), into the fuel consumption calculation. Specifically, the fuel oil consumption calculation for the 
EDGs did not assure that TS minimum required fuel limit of 44,000 gallons was adequate to support the EDGs 
operating at frequency higher than 60 Hertz (Hz) for the seven days mission time. As a result of the inspectors’ 
questions, the licensee subsequently added an action item to an existing condition report to address frequency 
variation on fuel consumption.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 



design control and affected the cornerstone objective of ensuring the capability of the system to respond to initiating 
events to prevent undesirable consequences. Specifically, the licensee failed to ensure that the minimum fuel required 
by TS of 44,000 gallons was adequate to support the EDGs mission time when operating at higher frequency than 60 
Hz. This finding is of very low safety significance (Green) because the licensee was able to demonstrate that adequate 
fuel oil in the storage tanks would be available to support the EDGs when operating within the frequency variation 
band established by the administrative limits. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not thoroughly evaluate problems 
associated with safety nuclear safety.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Nov 03, 2009 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE OF CONTAINMENT SUMP SUCTION VALVE 1SI8811B TO STROKE OPEN 
The inspectors identified a finding of substantial safety significance and an associated apparent violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” for the failure to prevent water from entering the motor operated 
valve actuator for valve 1SI8811B that resulted in corrosion of the torque switch. This resulted in the valve failing to 
stroke full open on June 24, 2009. The licensee determined that water entered the valve actuator through a flexible 
conduit penetration and pooled in the actuator limit switch box. This caused corrosion of the torque switch and minor 
corrosion of the limit switch. As part of the corrective actions for this event, the licensee sealed the susceptible 
conduit. Also, to address extent of condition, the licensee subsequently performed successful valve strokes of the 
1SI8811A and 2SI8811A/B valves as part of previously scheduled maintenance windows. Additionally, the licensee 
performed a walkdown of the other SI8811 valves on both Units. Open conduit terminations were identified on all 
three remaining valves. The 2SI8811B valve was found to have the same susceptible conduit/cable tray configuration 
while the 1SI8811A and 2SI8811A valves had horizontal conduit terminations that were less susceptible to water 
intrusion. As a result, the licensee sealed the 2SI8811B valve open conduit termination. The inspectors determined 
that the finding was more than minor due to impacting the Equipment Performance attribute of the Mitigating Systems 
Cornerstone objective to ensure the availability, reliability, and capability of systems the respond to initiating events 
to prevent undesirable consequences. The finding associated with this apparent violation was assessed using a Phase 3 
analysis in accordance with NRC Inspection Manual Chapter 0609 Appendix A, “Determining the Significance of 
Reactor Inspection Findings for At-Power Situations,” and is preliminary determined to have substantial significant 
safety significance (Yellow). The inspectors determined that this issue is associated with the Corrective Action 
Program component of the Problem Identification and Resolution cross-cutting area. (P.1(a)) Specifically, licensee 
staff was aware for several years of water leakage from the overhead areas around the SI8811 valves. Several 
corrective action documents were generated previously but the licensee did not adequately evaluate the potential 
safety significance of the water leakage and did not correct the issue.  
 
Final Significance letter issued February 25, 2010 - characterized as WHITE. 
Inspection Report# : 2009007 (pdf)  
Inspection Report# : 2010008 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
PERFORMANCE OF TROUBLESHOOTING LEADS TO AUXILIARY BUILDING VENTILATION FAN 
FIRE 
A finding of very low safety significance and an associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion 
V, “Procedures,” was self-revealed when, on January 9, 2010, auxiliary building ventilation fan 0VA01CC caught 
fire, resulting in the declaration of an Unusual Event. Specifically, troubleshooting performed on the inboard fan 
bearing in Spring 2009 changed the bearing oil level without proper limits established, which led to bearing failure 



due to lack of lubrication. The licensee’s corrective actions included an evaluation of the oil consumption trends for 
other auxiliary building ventilation fans, additional training on work package quality, and a revision to other existing 
work orders that are intended to adjust auxiliary building ventilation fan oil levels.  
The finding was more than minor because it impacted the Systems, Structures, and Components and Barrier 
Performance attribute of the Barrier Integrity cornerstone objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. Because the finding only represented degradation, rather than loss, of the radiological 
barrier function provided for the auxiliary building it screened as an issue of very low safety significance (Green). 
This finding is associated with the cross-cutting area component of resources in the human performance cross-cutting 
area. Specifically, the work instructions for troubleshooting did not contain adequate guidance to adjust the oil bubbler 
without causing an adverse equipment impact (H.2(c)). 
Inspection Report# : 2010002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : November 29, 2010 



Braidwood 1 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
FAILURE TO IDENTIFY AND CORRECT WATER DISCHARGED TO THE TURBINE BUILDING 
FLOOR DURING CONDENSATE REJECT 
A self-revealed finding of very low safety significance (Green) was identified for the failure to correct a condition that 
resulted in water being discharged to the turbine building floor during the reject of condensate from the condenser 
hotwell. Specifically, water had been observed to overflow to the turbine building floor in multiple instances in the 
past during hotwell condensate reject. However, the licensee did not implement corrective actions to correct this 
condition or evaluate its impact on plant equipment as required by the licensee’s corrective action program. The water 
discharged from the condensate hotwell reject during the Unit 2 trip caused a reactor trip of Unit 1 on August 16, 
2010. The licensee entered this issue into its corrective action program and changed the operation of the condensate 
reject from an automated action to a manual action controlled by the operators.  
 
The finding was determined to be more than minor because it was associated with the Initiating Events Cornerstone 
attribute of configuration control, and affected the cornerstone objective of limiting the likelihood of those events that 
upset plant stability. The finding screened as very low safety significance (Green) because a Phase 3 evaluation 
determined that it resulted in a delta core damage frequency of 5.6E-7/year with Large Early Release Frequency 
(LERF) not being a risk contributor. No violation of NRC requirements was identified because the deficiencies that 
contributed to the reactor trip were associated with nonsafety-related components. The inspectors determined that this 
finding had a cross-cutting aspect in the area of problem identification and resolution, corrective action program 
component, because the licensee did not have a low threshold for identifying issues and did not identify issues 
completely. [P.1(a)] (Section 4OA5.3) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
EVALUATION OF OPERATING EXPERIENCE CONCERNING REACTOR BUILDING FLASHING 
A self-revealed finding of very low safety significance was identified for the inadequate evaluation of operating 
experience done in accordance with the station procedure. Specifically, the licensee evaluated an event at another 
plant where building material was dislodged during a steam release resulting in a loss of off-site power and concluded 
the event was not applicable to Braidwood station. The evaluation did not address a previous event at Braidwood 
where the reactor building flashing was dislodged during a steam release. It did conclude, however, that off-site power 
could be adversely affected by debris. During the dual unit trip on August 16, 2010, reactor building flashing was 
dislodged during a steam release and was found on power lines and in the vicinity of the off-site power supplies. The 
licensee entered this issue into its corrective action program and structurally restrained the flashing left on the reactor 
building.  
 
The finding was determined to be more than minor because the finding was associated with the Initiating Events 
Cornerstone attribute of protection against external factors and affected the cornerstone objective of limiting the 
likelihood of those events that challenge critical safety functions during shutdown. Specifically, not protecting the off-
site power supplies from flashing falling from the reactor building could result in a loss of off-site power and would 
challenge the emergency diesel generators to supply alternating current power to safety-related equipment during the 
plant shutdown. The finding screened as very low safety significance (Green) because it was determined not be a loss 
of cooling accident or External Event initiator and would not contribute to both a plant trip and the likelihood that 
mitigation equipment or functions would not be available. There is no cross-cutting aspect because the 2007 



evaluation completed on the operating experience is not reflective of current performance. (Section 4OA5.4)
Inspection Report# : 2010010 (pdf)  

Mitigating Systems 
Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Submit a Licensee Event Report per 10 CFR 73(a)(2)(v) (Section 4OA3.5) 
A Severity Level IV NCV of 10 CFR 50.73(a)(2)(v) was identified by the inspectors when licensee personnel failed to 
report known conditions that could have prevented the fulfillment of the Residual Heat Removal (RHR) system to 
perform its designed emergency core cooling safety function while operating in the shutdown cooling mode of 
operation, within 60 days of discovery. Specifically, upon receipt of Westinghouse Nuclear Safety Advisory Letter 
(NSAL) 0904, “Presence of Vapor in Emergency Core Cooling System/Residual Heat Removal System in Modes 3 or 
4 Loss of Coolant Accident Conditions,” the licensee determined that a loss of RHR system safety function occurred 
when both trains of the RHR system were placed into the shutdown cooling mode of operation above 200 degrees 
Fahrenheit (°F). The station identified four instances in which both trains of RHR were operated in the shutdown 
cooling mode of operation above 200°F over the previous 3 year period. The licensee, however, failed to report to the 
NRC within 60 days that the RHR safety function had been lost. The station entered this issue into the CAP as IR 
1155372. Corrective actions included the issuance of Licensee Event Report (LER) 05000456/457/2010-007-00 on 
January 18, 2010.  
 
The inspectors determined that the failure to report this LER in accordance with NRC regulations was a performance 
deficiency since this issue had the potential to impact the regulatory process. Therefore, this violation was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based on a similar example referenced in NRC Enforcement Policy Supplement I, Example D.4. 
The inspectors evaluated this issue under the Reactor Oversight Process (ROP) and did not identify a performance 
deficiency that could be assessed under the SDP. (Section 4OA2.2). 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES FOR TEMPORARY SCAFFOLDS 
The inspectors identified a Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” related to the control of temporary scaffolds. Specifically, the 
licensee’s procedure for the installation, modification, and removal of scaffolds was not followed on a routine basis 
for temporary scaffolds that remained in the plant for greater than 90 days. The licensee entered this issue into the 
Corrective Action Program as Issue Report 1095900. Corrective actions for this issue included walk downs of 
temporary scaffolds that had been in place for greater than 90 days utilizing the permanent scaffold checklist, and an 
assignment to ensure the procedure was followed in the future.  
 
The inspectors determined that this issue was more than minor in accordance with IMC 0612, Appendix E, “Examples 
of Minor Issues.” Specifically, this issue was similar to the more than minor criteria in Example 4.a, “Insignificant 
Procedural Errors,” in that the licensee failed to perform engineering evaluations on similar issues, or if the later 
evaluation determined that safety-related equipment was adversely affected. The finding was of very low safety 
significance because there was not a confirmed loss of operability of any mitigating system component. This finding 
was associated with the cross-cutting aspect of Decision-Making in the Human Performance cross-cutting area. 
Specifically, the licensee had not made safety-significant or risk significant decisions by utilizing the systematic 
scaffolding construction process to ensure adequate quality and therefore adequate safety was maintained (H.1(a)). 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 



Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED COOLING WATER FLOW REDUCTION DURING SX IST SURVEILLANCE TEST 
A self-revealed Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was identified after the licensee failed to follow procedures during an 
essential service water inservice test on August 24, 2010. Specifically, during the section of the procedure utilized to 
establish testing conditions, the licensee throttled the wrong valve resulting in an unplanned reduction in flow to 
safety-related structures, systems, and components. This flow reduction resulted in the Train “B” equipment being 
declared inoperable for approximately 5 minutes. The licensee entered this issue into the CAP as IR 1105448. 
Corrective actions for this issue included returning the Unit 2 essential service water system to operable status by 
restoring the required valve lineup and a corrective action assignment to provide additional training to the operating 
crews on the use of human error prevention techniques.  
 
The inspectors determined that this finding was more than minor, because it was associated with the Human 
Performance attribute of the Mitigating Systems Cornerstone and impacted the cornerstone objective of ensuring the 
availability of systems that respond to initiating events to prevent undesirable consequences. This finding was 
determined to be of very low safety significance based on a Phase 3 Significance Determination Process analysis that 
conservatively bounded the risk of this event to be less than 1.0E-7/yr. The inspectors concluded that this finding was 
associated with the cross-cutting aspect of Work Practices in the Human Performance cross-cutting area because 
adequate human error prevention techniques were not effectively used to ensure that the surveillance activity was 
performed properly (H.4(a)). 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FOREBAY INSPECT-AND-CLEAN ACTIVITIES DID NOT ENSURE THAT SSCs WILL BE CAPABLE 
OF ERFORMING THEIR SAFETY FUNCTION 
The inspectors identified a Green finding and an associated non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” for the failure to establish adequate controls to ensure that 
forebay inspect-and-clean activities provided assurance that systems, structures, and components would be capable of 
performing their safety function during inspect-and-clean intervals. Specifically, the inspectors noted that during the 
event on August 16, 2010, the operability margin of one train of the essential service water system decreased to zero 
under forebay fouling conditions that were less than the pre-established limiting conditions. The licensee entered this 
issue into its corrective action program (CAP).  
 
The finding was determined to be more than minor because, if left uncorrected, it would have the potential to lead to a 
more significant safety concern. Specifically, forebay conditions would have been allowed to degrade between 
inspect-and-clean intervals and the potential adverse impact to the essential service water system and its supported 
equipment was not evaluated. The finding screened as very low safety significance because it was a design deficiency 
that was confirmed not to result in an actual loss of operability or functionality. The inspectors determined that this 
finding had a cross cutting aspect in the area of human performance, decision-making component, because the 
licensee did not make safety-significant or risk-significant decisions using a systematic process, especially when faced 
with uncertain or unexpected plant conditions, to ensure safety was maintained. [H.1(a)] (Section 4OA5.1) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO REPLACE LOW MARGIN FUSES IN MCC131X1 
A self-revealed finding of very low safety significance and an associated non cited violation of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” was identified for the failure to establish measures for the selection and 
review for suitability of equipment essential to the safety–related function of the component. In 2008, the safety-
related 1.5 ampere (amp) control power fuses in motor control center (MCC) 131X1 were specified to be replaced 
with 3.0 amp fuses due to failures of other similar 1.5 amp fuses. In 2009, these fuses failed and were replaced with 



the same sized 1.5 amp fuses, even though the licensee’s review for suitability concluded the fuses were adequate, but 
marginally sized. They were then scheduled to be replaced with 3.0 amp fuses in 2015. During the event on August 
16, 2010, these fuses failed again at which time they were replaced with 3.0 amp fuses.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
Cornerstone attribute of equipment performance and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the failure of these fuses resulted in the loss of function for eight safety injection valves. This caused a 
train of emergency core cooling and containment isolation for the safety injection system to be inoperable. The 
inspectors answered "no" to the Mitigating Systems questions and screened the finding as having very low 
significance (Green). This finding has a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee did not implement corrective actions to address safety 
issues in a timely manner, commensurate with their safety significance. Specifically, in 2008 these 1.5 amp fuses were 
specified to be replaced with 3.0 amp fuses, they failed in 2009 and were replaced with 1.5 amp fuses. They were then 
scheduled for replacement with the higher amp fuses in 2015. [(P.1(d)] (Section 4OA5.2) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Operability Determination Procedure 
The inspectors identified a Green finding and an associated NCV of 10 CFR 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to Operability Determination 
Procedure OP AA 108-115 after identifying a potential auxiliary feedwater (AFW) system design vulnerability. 
Specifically, since May 15, 2007, the licensee had questioned the motor-driven AFW system’s capability to 
effectively transfer its water source from the Condensate Storage Tank (CST) to the essential service water system 
during a hypothetical catastrophic failure of the non-seismic CST. The lack of involvement in bringing this issue to 
the attention of the operating crew, lack of quality in evaluating the issue, and length of time the questions had been 
unanswered were not consistent with the Operability Determination process. The licensee entered this issue into their 
CAP as Issue Report (IR) 1114604. Corrective actions planned included performing an Operability Evaluation and a 
corrective action assignment to ensure a rigorous evaluation was performed on the motor-driven AFW pump’s motor 
and breaker.  
 
The inspectors determined that this issue was more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” because the issue was associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the AFW pump operability was not 
fully evaluated by the licensee. The finding was of very low safety significance because the issue was not a confirmed 
loss of operability and did not represent a risk significant issue based on the plant’s design backup capability to 
remove decay heat via the primary feed and bleed method. This finding had a cross-cutting aspect in the area of 
Human Performance for Decision-Making (H.1(a)). Specifically, the licensee did not make a safety-significant or risk-
significant decision using the Operability Evaluation systematic process, especially when faced with uncertain or 
unexpected plant conditions involving a potential design vulnerability to the plant to ensure safety was maintained. 
(Section 4OA2.1.b.2.c) 
Inspection Report# : 2010006 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DDAFW Pump Battery Racks were not restored to their Design Basis Seismic Category I 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to restore the Diesel Driven Auxiliary Feedwater (DDAFW) battery racks 
to their design basis qualification, Seismic Category I. Specifically, although the licensee identified the existence of 
gaps between the wooden spacer blocks, batteries and end of racks in 2004 the licensee failed to provide adequate 
justification to demonstrate that the existing condition still met the Seismic Category I Design Basis requirements as 



specified in their design documents. The gaps between the wooden spacer blocks could affect the reliability of the 
DDAFW DC safety-related batteries being that this component was outside its design basis for over a period of six 
years. The licensee subsequently entered the issue into their corrective action program and restored the batteries racks 
to their design requirements.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of DDAFW batteries to 
perform their safety function in external events to prevent undesirable consequences. Specifically, the licensee did not 
assure that the wooden spacer blocks including the gap would provide adequate support to ensure that the seismically 
qualified battery rack will perform its safety function. This finding is of very low safety significance (Green) because 
the qualification deficiency was confirmed not to result in loss of operability or functionality. The inspectors 
determined that there was no cross-cutting aspect associated with this finding because the gaps between the wooden 
spacers and the DDAFW batteries were initially identified in 2004; therefore, the finding was not indicative of the 
plant’s current performance. 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Calculation for the DDAFW Minimum Fuel oil Tank Setpoint Level 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance related to the licensee’s failure to develop a calculation for the DDAFW pump minimum fuel oil 
tank level setpoint. Specifically, the licensee failed to perform a calculation specific to the DDAFW pump day tank to 
verify the 74 percent level indication was equivalent to the 420 gallons of usable fuel volume that was required by the 
Technical Specifications (TS). The licensee subsequently entered the issue into their corrective action program to 
develop design basis documentations.  
 
This finding is more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
design control and affected the cornerstone objective of ensuring the capability of the safety-related system to respond 
to initiating events to prevent undesirable consequences. Specifically, the licensee failure to verify that 74 percent tank 
level exceeded the TS value did not assure the pump was capable of performing its safety function for the entire seven 
hours mission time. This finding is of very low safety significance (Green) because subsequent calculation/evaluation 
determined the volume of the tank at 74 percent level was slightly above the minimum required TS limit. The 
inspectors determined there was no cross-cutting aspect associated with this finding because the deficiency was a 
legacy design issue and, therefore, was not indicative of the plant’s current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Potential Clogging of Essential Service Water (SX) Throttle Valves for Pump Room Coolers 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” having very low safety significance for the licensee’s failure to include appropriate quantitative or 
qualitative acceptance criteria for determining that important activities have been satisfactorily accomplished. 
Specifically, the licensee’s procedures for flow balancing Essential Service Water (SX) supply to safety-related pump 
room coolers did not include any precautionary statements to limit the degree to which branch loop throttle valves 
could be throttled down without introducing concerns about potential clogging from particulate in the service water 
and resultant flow reduction. The licensee subsequently entered the issue into their corrective action program and 
performed immediate corrective actions included, engineering evaluation to determine current operability, 
repositioned all throttle valves to at least ¾ turns open and revised the valve throttling procedure to prevent any valve 
from being throttled to less than ¾ turns open in the future.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
procedure quality and affected the cornerstone objective of ensuring the capability of the system to respond to 



initiating events to prevent undesirable consequences. Specifically, under accident conditions, the position of these 
throttle valves could have led to a potential degradation of the ability of the room coolers to perform their safety-
related function of protecting the emergency core cooling system (ECCS) pumps from elevated environmental 
temperatures. The finding is of very low safety significance (Green) because the design deficiency did not contribute 
to the likelihood that mitigating equipment or functions would not be available. The inspectors determined there was 
no cross-cutting aspect associated with this finding because the deficiency was a legacy procedural issue and, 
therefore, was not indicative of the plant’s current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Adverse Impact of Flood Drain Strainer Design Modification on Flooding Analysis 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to fully verify the adequacy of a design modification important to safety. 
Specifically, the licensee failed to recognize that bag-type strainers back fitted into floor drains in the Auxiliary 
Building for the purpose of preventing debris from blocking the floor drain piping were designed in such a way that 
they actually increased the potential for blockage, thus negatively impacting the analysis of record for internal 
flooding. The licensee subsequently entered the issue into their corrective action program, performed preliminary 
evaluation of the affected areas and demonstrated operability. Additional action was initiated to revise the internal 
flooding calculation and safe shutdown analysis to address the impact of the floor drain strainers.  
 
The finding was more than minor because it was associated with the Mitigation Systems Cornerstone attribute of 
protection against external events such as flooding and affected the cornerstone objective of ensuring the availability 
of systems that respond to initiating events to prevent undesirable consequences. Specifically, the floor drain strainer 
bags were inadequately designed such that they would have increased the possibility of drain plugging. The finding is 
of very low safety significance (Green) because the licensee was able to demonstrate that, in the event the drains 
became plugged in any room, a flood in the affected room would have not affected the alternate shutdown equipment. 
The inspectors determined there was no cross-cutting aspect associated with this finding because these bag-type 
strainers were installed in 1996; therefore, the finding was not reflective of current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Acceptance Criteria for CS Pump Performance Testing 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” having very low 
safety significance for the licensee’s failure to ensure adequate acceptance limits were incorporated into test 
procedures. Specifically, the licensee failed to consider instrument loop uncertainties when determining the alert and 
required action values used in the IST procedure for testing of the containment spray (CS) pumps. Consequently, the 
acceptance criteria for both the upper and lower limits on total developed head (TDH) were non-conservative. As a 
result, the licensee subsequently entered the issue into their corrective action program, performed an operability 
evaluation and concluded equipment were operable. Additional corrective actions were assigned to investigate and 
correct the cause of the apparent degradation of the 2B CS pump.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
equipment performance and affected the cornerstone objective of ensuring the capability of the system to respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to consider instrument uncertainties in 
the development of IST acceptance criteria resulted in the creation of acceptance criteria values that did not ensure 
that the CS pump could meet its intended safety function. This finding is of very low safety significance (Green) 
because the licensee was able to demonstrate pumps operability; therefore, there was no loss of safety function. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
the licensee failed to implement relevant information relating to failure to appropriately account for instrument 



uncertainties identified in Information Notice 2008-02 through changes to station procedures.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDGs Fuel Oil Consumption Calculation Failed to Account for Frequency Variations 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to translate the allowable frequency variations, for the emergency diesel 
generators (EDGs), into the fuel consumption calculation. Specifically, the fuel oil consumption calculation for the 
EDGs did not assure that TS minimum required fuel limit of 44,000 gallons was adequate to support the EDGs 
operating at frequency higher than 60 Hertz (Hz) for the seven days mission time. As a result of the inspectors’ 
questions, the licensee subsequently added an action item to an existing condition report to address frequency 
variation on fuel consumption.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
design control and affected the cornerstone objective of ensuring the capability of the system to respond to initiating 
events to prevent undesirable consequences. Specifically, the licensee failed to ensure that the minimum fuel required 
by TS of 44,000 gallons was adequate to support the EDGs mission time when operating at higher frequency than 60 
Hz. This finding is of very low safety significance (Green) because the licensee was able to demonstrate that adequate 
fuel oil in the storage tanks would be available to support the EDGs when operating within the frequency variation 
band established by the administrative limits. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not thoroughly evaluate problems 
associated with safety nuclear safety.  
 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action for Lack of Water Hammer Analysis on the Recycle Hodup tank. 
The inspectors identified a Green finding and an associated NCV of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” when licensee personnel failed to promptly correct a previously identified NCV regarding the 
lack of analysis for water hammer loads on the Recycle Holdup Tank (RHUT) inlet piping induced by Residual Heat 
Removal (RHR) system relief valve discharges. Specifically, the licensee failed to complete the necessary piping 
analysis to address potential water hammer effects since the issue was initially identified in June 2007 and 
documented as a NCV in February 2009. The licensee entered this issue into the CAP as IR 1117296 and planned to 
accelerate the completion schedule for the analysis.  
 
The finding was more than minor because it was associated with the design control attribute of the Barrier Integrity 
Cornerstone and affected the cornerstone objective of maintaining the radiological barrier function of the containment. 
The finding was of very low safety significance because it did not represent an actual open pathway from 
containment. This finding has a cross-cutting aspect in the area of Human Performance for Resources (H.2(a)) 
because the licensee failed to maintain long-term plant safety by completing the necessary piping load calculations in 
a timely manner. (Section 4OA2.1.b.3.b) 
Inspection Report# : 2010006 (pdf)  

Significance:  Mar 31, 2010 
Identified By: Self-Revealing 



Item Type: NCV NonCited Violation 
PERFORMANCE OF TROUBLESHOOTING LEADS TO AUXILIARY BUILDING VENTILATION FAN 
FIRE 
A finding of very low safety significance and an associated Non-Cited Violation of 10 CFR 50, Appendix B, Criterion 
V, “Procedures,” was self-revealed when, on January 9, 2010, auxiliary building ventilation fan 0VA01CC caught 
fire, resulting in the declaration of an Unusual Event. Specifically, troubleshooting performed on the inboard fan 
bearing in Spring 2009 changed the bearing oil level without proper limits established, which led to bearing failure 
due to lack of lubrication. The licensee’s corrective actions included an evaluation of the oil consumption trends for 
other auxiliary building ventilation fans, additional training on work package quality, and a revision to other existing 
work orders that are intended to adjust auxiliary building ventilation fan oil levels.  
The finding was more than minor because it impacted the Systems, Structures, and Components and Barrier 
Performance attribute of the Barrier Integrity cornerstone objective to provide reasonable assurance that physical 
design barriers (fuel cladding, reactor coolant system, and containment) protect the public from radionuclide releases 
caused by accidents or events. Because the finding only represented degradation, rather than loss, of the radiological 
barrier function provided for the auxiliary building it screened as an issue of very low safety significance (Green). 
This finding is associated with the cross-cutting area component of resources in the human performance cross-cutting 
area. Specifically, the work instructions for troubleshooting did not contain adequate guidance to adjust the oil bubbler 
without causing an adverse equipment impact (H.2(c)). 
Inspection Report# : 2010002 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
FAILURE TO IDENTIFY AND CORRECT WATER DISCHARGED TO THE TURBINE BUILDING 
FLOOR DURING CONDENSATE REJECT 
A self-revealed finding of very low safety significance (Green) was identified for the failure to correct a condition that 
resulted in water being discharged to the turbine building floor during the reject of condensate from the condenser 
hotwell. Specifically, water had been observed to overflow to the turbine building floor in multiple instances in the 
past during hotwell condensate reject. However, the licensee did not implement corrective actions to correct this 
condition or evaluate its impact on plant equipment as required by the licensee’s corrective action program. The water 
discharged from the condensate hotwell reject during the Unit 2 trip caused a reactor trip of Unit 1 on August 16, 
2010. The licensee entered this issue into its corrective action program and changed the operation of the condensate 
reject from an automated action to a manual action controlled by the operators.  
 
The finding was determined to be more than minor because it was associated with the Initiating Events Cornerstone 
attribute of configuration control, and affected the cornerstone objective of limiting the likelihood of those events that 
upset plant stability. The finding screened as very low safety significance (Green) because a Phase 3 evaluation 
determined that it resulted in a delta core damage frequency of 5.6E-7/year with Large Early Release Frequency 
(LERF) not being a risk contributor. No violation of NRC requirements was identified because the deficiencies that 
contributed to the reactor trip were associated with nonsafety-related components. The inspectors determined that this 
finding had a cross-cutting aspect in the area of problem identification and resolution, corrective action program 
component, because the licensee did not have a low threshold for identifying issues and did not identify issues 
completely. [P.1(a)] (Section 4OA5.3) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
EVALUATION OF OPERATING EXPERIENCE CONCERNING REACTOR BUILDING FLASHING 
A self-revealed finding of very low safety significance was identified for the inadequate evaluation of operating 
experience done in accordance with the station procedure. Specifically, the licensee evaluated an event at another 
plant where building material was dislodged during a steam release resulting in a loss of off-site power and concluded 
the event was not applicable to Braidwood station. The evaluation did not address a previous event at Braidwood 
where the reactor building flashing was dislodged during a steam release. It did conclude, however, that off-site power 
could be adversely affected by debris. During the dual unit trip on August 16, 2010, reactor building flashing was 
dislodged during a steam release and was found on power lines and in the vicinity of the off-site power supplies. The 
licensee entered this issue into its corrective action program and structurally restrained the flashing left on the reactor 
building.  
 
The finding was determined to be more than minor because the finding was associated with the Initiating Events 
Cornerstone attribute of protection against external factors and affected the cornerstone objective of limiting the 
likelihood of those events that challenge critical safety functions during shutdown. Specifically, not protecting the off-
site power supplies from flashing falling from the reactor building could result in a loss of off-site power and would 
challenge the emergency diesel generators to supply alternating current power to safety-related equipment during the 
plant shutdown. The finding screened as very low safety significance (Green) because it was determined not be a loss 
of cooling accident or External Event initiator and would not contribute to both a plant trip and the likelihood that 
mitigation equipment or functions would not be available. There is no cross-cutting aspect because the 2007 



evaluation completed on the operating experience is not reflective of current performance. (Section 4OA5.4)
Inspection Report# : 2010010 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE INSTRUCTIONS FOR MEASURING ECCS VOIDS 
A finding of very low safety significance and associated Non Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” was identified by the inspectors for the licensee’s failure to 
establish instructions for measuring pipe voids detected during surveillances of the emergency core cooling systems 
for gas accumulation. Specifically, instructions to measure the size of gas voids detected during venting at each safety 
injection and residual heat removal system vent location were not provided so that the effect of the void on system 
operability could be evaluated. The licensee entered this issue into the corrective action system and initiated procedure 
revisions to provide additional guidance for recording data to size voids identified during venting operations. The 
performance deficiency was determined to be more than minor because if left uncorrected it would have the potential 
to lead a more significant safety concern. The finding screened as of very low safety significance because it was a 
qualification deficiency confirmed not to result in loss of operability or functionality. Specifically, a qualitative 
assessment of the voids detected by venting since the implementation of the licensee’s resolution of GL 2008 01 
established reasonable assurance that they did not represent loss of operability. The inspectors did not find an 
applicable cross cutting aspect which represented the underlying cause of this performance deficiency; therefore, no 
cross cutting aspect was not assigned.  
 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Submit a Licensee Event Report per 10 CFR 73(a)(2)(v) (Section 4OA3.5) 
A Severity Level IV NCV of 10 CFR 50.73(a)(2)(v) was identified by the inspectors when licensee personnel failed to 
report known conditions that could have prevented the fulfillment of the Residual Heat Removal (RHR) system to 
perform its designed emergency core cooling safety function while operating in the shutdown cooling mode of 
operation, within 60 days of discovery. Specifically, upon receipt of Westinghouse Nuclear Safety Advisory Letter 
(NSAL) 0904, “Presence of Vapor in Emergency Core Cooling System/Residual Heat Removal System in Modes 3 or 
4 Loss of Coolant Accident Conditions,” the licensee determined that a loss of RHR system safety function occurred 
when both trains of the RHR system were placed into the shutdown cooling mode of operation above 200 degrees 
Fahrenheit (°F). The station identified four instances in which both trains of RHR were operated in the shutdown 
cooling mode of operation above 200°F over the previous 3 year period. The licensee, however, failed to report to the 
NRC within 60 days that the RHR safety function had been lost. The station entered this issue into the CAP as IR 
1155372. Corrective actions included the issuance of Licensee Event Report (LER) 05000456/457/2010-007-00 on 
January 18, 2010.  
 
The inspectors determined that the failure to report this LER in accordance with NRC regulations was a performance 
deficiency since this issue had the potential to impact the regulatory process. Therefore, this violation was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based on a similar example referenced in NRC Enforcement Policy Supplement I, Example D.4. 
The inspectors evaluated this issue under the Reactor Oversight Process (ROP) and did not identify a performance 
deficiency that could be assessed under the SDP. (Section 4OA2.2). 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 



Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES FOR TEMPORARY SCAFFOLDS 
The inspectors identified a Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” related to the control of temporary scaffolds. Specifically, the 
licensee’s procedure for the installation, modification, and removal of scaffolds was not followed on a routine basis 
for temporary scaffolds that remained in the plant for greater than 90 days. The licensee entered this issue into the 
Corrective Action Program as Issue Report 1095900. Corrective actions for this issue included walk downs of 
temporary scaffolds that had been in place for greater than 90 days utilizing the permanent scaffold checklist, and an 
assignment to ensure the procedure was followed in the future.  
 
The inspectors determined that this issue was more than minor in accordance with IMC 0612, Appendix E, “Examples 
of Minor Issues.” Specifically, this issue was similar to the more than minor criteria in Example 4.a, “Insignificant 
Procedural Errors,” in that the licensee failed to perform engineering evaluations on similar issues, or if the later 
evaluation determined that safety-related equipment was adversely affected. The finding was of very low safety 
significance because there was not a confirmed loss of operability of any mitigating system component. This finding 
was associated with the cross-cutting aspect of Decision-Making in the Human Performance cross-cutting area. 
Specifically, the licensee had not made safety-significant or risk significant decisions by utilizing the systematic 
scaffolding construction process to ensure adequate quality and therefore adequate safety was maintained (H.1(a)). 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED COOLING WATER FLOW REDUCTION DURING SX IST SURVEILLANCE TEST 
A self-revealed Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was identified after the licensee failed to follow procedures during an 
essential service water inservice test on August 24, 2010. Specifically, during the section of the procedure utilized to 
establish testing conditions, the licensee throttled the wrong valve resulting in an unplanned reduction in flow to 
safety-related structures, systems, and components. This flow reduction resulted in the Train “B” equipment being 
declared inoperable for approximately 5 minutes. The licensee entered this issue into the CAP as IR 1105448. 
Corrective actions for this issue included returning the Unit 2 essential service water system to operable status by 
restoring the required valve lineup and a corrective action assignment to provide additional training to the operating 
crews on the use of human error prevention techniques.  
 
The inspectors determined that this finding was more than minor, because it was associated with the Human 
Performance attribute of the Mitigating Systems Cornerstone and impacted the cornerstone objective of ensuring the 
availability of systems that respond to initiating events to prevent undesirable consequences. This finding was 
determined to be of very low safety significance based on a Phase 3 Significance Determination Process analysis that 
conservatively bounded the risk of this event to be less than 1.0E-7/yr. The inspectors concluded that this finding was 
associated with the cross-cutting aspect of Work Practices in the Human Performance cross-cutting area because 
adequate human error prevention techniques were not effectively used to ensure that the surveillance activity was 
performed properly (H.4(a)).  
 
This links to traditional enforcement item 2011-002-01 - SL IV. 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FOREBAY INSPECT-AND-CLEAN ACTIVITIES DID NOT ENSURE THAT SSCs WILL BE CAPABLE 
OF ERFORMING THEIR SAFETY FUNCTION 
The inspectors identified a Green finding and an associated non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” for the failure to establish adequate controls to ensure that 
forebay inspect-and-clean activities provided assurance that systems, structures, and components would be capable of 
performing their safety function during inspect-and-clean intervals. Specifically, the inspectors noted that during the 



event on August 16, 2010, the operability margin of one train of the essential service water system decreased to zero 
under forebay fouling conditions that were less than the pre-established limiting conditions. The licensee entered this 
issue into its corrective action program (CAP).  
 
The finding was determined to be more than minor because, if left uncorrected, it would have the potential to lead to a 
more significant safety concern. Specifically, forebay conditions would have been allowed to degrade between 
inspect-and-clean intervals and the potential adverse impact to the essential service water system and its supported 
equipment was not evaluated. The finding screened as very low safety significance because it was a design deficiency 
that was confirmed not to result in an actual loss of operability or functionality. The inspectors determined that this 
finding had a cross cutting aspect in the area of human performance, decision-making component, because the 
licensee did not make safety-significant or risk-significant decisions using a systematic process, especially when faced 
with uncertain or unexpected plant conditions, to ensure safety was maintained. [H.1(a)] (Section 4OA5.1) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO REPLACE LOW MARGIN FUSES IN MCC131X1 
A self-revealed finding of very low safety significance and an associated non cited violation of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” was identified for the failure to establish measures for the selection and 
review for suitability of equipment essential to the safety–related function of the component. In 2008, the safety-
related 1.5 ampere (amp) control power fuses in motor control center (MCC) 131X1 were specified to be replaced 
with 3.0 amp fuses due to failures of other similar 1.5 amp fuses. In 2009, these fuses failed and were replaced with 
the same sized 1.5 amp fuses, even though the licensee’s review for suitability concluded the fuses were adequate, but 
marginally sized. They were then scheduled to be replaced with 3.0 amp fuses in 2015. During the event on August 
16, 2010, these fuses failed again at which time they were replaced with 3.0 amp fuses.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
Cornerstone attribute of equipment performance and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the failure of these fuses resulted in the loss of function for eight safety injection valves. This caused a 
train of emergency core cooling and containment isolation for the safety injection system to be inoperable. The 
inspectors answered "no" to the Mitigating Systems questions and screened the finding as having very low 
significance (Green). This finding has a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee did not implement corrective actions to address safety 
issues in a timely manner, commensurate with their safety significance. Specifically, in 2008 these 1.5 amp fuses were 
specified to be replaced with 3.0 amp fuses, they failed in 2009 and were replaced with 1.5 amp fuses. They were then 
scheduled for replacement with the higher amp fuses in 2015. [(P.1(d)] (Section 4OA5.2) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Operability Determination Procedure 
The inspectors identified a Green finding and an associated NCV of 10 CFR 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to Operability Determination 
Procedure OP AA 108-115 after identifying a potential auxiliary feedwater (AFW) system design vulnerability. 
Specifically, since May 15, 2007, the licensee had questioned the motor-driven AFW system’s capability to 
effectively transfer its water source from the Condensate Storage Tank (CST) to the essential service water system 
during a hypothetical catastrophic failure of the non-seismic CST. The lack of involvement in bringing this issue to 
the attention of the operating crew, lack of quality in evaluating the issue, and length of time the questions had been 
unanswered were not consistent with the Operability Determination process. The licensee entered this issue into their 
CAP as Issue Report (IR) 1114604. Corrective actions planned included performing an Operability Evaluation and a 
corrective action assignment to ensure a rigorous evaluation was performed on the motor-driven AFW pump’s motor 
and breaker.  



 
The inspectors determined that this issue was more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” because the issue was associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the AFW pump operability was not 
fully evaluated by the licensee. The finding was of very low safety significance because the issue was not a confirmed 
loss of operability and did not represent a risk significant issue based on the plant’s design backup capability to 
remove decay heat via the primary feed and bleed method. This finding had a cross-cutting aspect in the area of 
Human Performance for Decision-Making (H.1(a)). Specifically, the licensee did not make a safety-significant or risk-
significant decision using the Operability Evaluation systematic process, especially when faced with uncertain or 
unexpected plant conditions involving a potential design vulnerability to the plant to ensure safety was maintained. 
(Section 4OA2.1.b.2.c) 
Inspection Report# : 2010006 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DDAFW Pump Battery Racks were not restored to their Design Basis Seismic Category I 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to restore the Diesel Driven Auxiliary Feedwater (DDAFW) battery racks 
to their design basis qualification, Seismic Category I. Specifically, although the licensee identified the existence of 
gaps between the wooden spacer blocks, batteries and end of racks in 2004 the licensee failed to provide adequate 
justification to demonstrate that the existing condition still met the Seismic Category I Design Basis requirements as 
specified in their design documents. The gaps between the wooden spacer blocks could affect the reliability of the 
DDAFW DC safety-related batteries being that this component was outside its design basis for over a period of six 
years. The licensee subsequently entered the issue into their corrective action program and restored the batteries racks 
to their design requirements.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of DDAFW batteries to 
perform their safety function in external events to prevent undesirable consequences. Specifically, the licensee did not 
assure that the wooden spacer blocks including the gap would provide adequate support to ensure that the seismically 
qualified battery rack will perform its safety function. This finding is of very low safety significance (Green) because 
the qualification deficiency was confirmed not to result in loss of operability or functionality. The inspectors 
determined that there was no cross-cutting aspect associated with this finding because the gaps between the wooden 
spacers and the DDAFW batteries were initially identified in 2004; therefore, the finding was not indicative of the 
plant’s current performance. 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Lack of Calculation for the DDAFW Minimum Fuel oil Tank Setpoint Level 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance related to the licensee’s failure to develop a calculation for the DDAFW pump minimum fuel oil 
tank level setpoint. Specifically, the licensee failed to perform a calculation specific to the DDAFW pump day tank to 
verify the 74 percent level indication was equivalent to the 420 gallons of usable fuel volume that was required by the 
Technical Specifications (TS). The licensee subsequently entered the issue into their corrective action program to 
develop design basis documentations.  
 
This finding is more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
design control and affected the cornerstone objective of ensuring the capability of the safety-related system to respond 
to initiating events to prevent undesirable consequences. Specifically, the licensee failure to verify that 74 percent tank 
level exceeded the TS value did not assure the pump was capable of performing its safety function for the entire seven 
hours mission time. This finding is of very low safety significance (Green) because subsequent calculation/evaluation 



determined the volume of the tank at 74 percent level was slightly above the minimum required TS limit. The 
inspectors determined there was no cross-cutting aspect associated with this finding because the deficiency was a 
legacy design issue and, therefore, was not indicative of the plant’s current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Potential Clogging of Essential Service Water (SX) Throttle Valves for Pump Room Coolers 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” having very low safety significance for the licensee’s failure to include appropriate quantitative or 
qualitative acceptance criteria for determining that important activities have been satisfactorily accomplished. 
Specifically, the licensee’s procedures for flow balancing Essential Service Water (SX) supply to safety-related pump 
room coolers did not include any precautionary statements to limit the degree to which branch loop throttle valves 
could be throttled down without introducing concerns about potential clogging from particulate in the service water 
and resultant flow reduction. The licensee subsequently entered the issue into their corrective action program and 
performed immediate corrective actions included, engineering evaluation to determine current operability, 
repositioned all throttle valves to at least ¾ turns open and revised the valve throttling procedure to prevent any valve 
from being throttled to less than ¾ turns open in the future.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
procedure quality and affected the cornerstone objective of ensuring the capability of the system to respond to 
initiating events to prevent undesirable consequences. Specifically, under accident conditions, the position of these 
throttle valves could have led to a potential degradation of the ability of the room coolers to perform their safety-
related function of protecting the emergency core cooling system (ECCS) pumps from elevated environmental 
temperatures. The finding is of very low safety significance (Green) because the design deficiency did not contribute 
to the likelihood that mitigating equipment or functions would not be available. The inspectors determined there was 
no cross-cutting aspect associated with this finding because the deficiency was a legacy procedural issue and, 
therefore, was not indicative of the plant’s current performance.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Adverse Impact of Flood Drain Strainer Design Modification on Flooding Analysis 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to fully verify the adequacy of a design modification important to safety. 
Specifically, the licensee failed to recognize that bag-type strainers back fitted into floor drains in the Auxiliary 
Building for the purpose of preventing debris from blocking the floor drain piping were designed in such a way that 
they actually increased the potential for blockage, thus negatively impacting the analysis of record for internal 
flooding. The licensee subsequently entered the issue into their corrective action program, performed preliminary 
evaluation of the affected areas and demonstrated operability. Additional action was initiated to revise the internal 
flooding calculation and safe shutdown analysis to address the impact of the floor drain strainers.  
 
The finding was more than minor because it was associated with the Mitigation Systems Cornerstone attribute of 
protection against external events such as flooding and affected the cornerstone objective of ensuring the availability 
of systems that respond to initiating events to prevent undesirable consequences. Specifically, the floor drain strainer 
bags were inadequately designed such that they would have increased the possibility of drain plugging. The finding is 
of very low safety significance (Green) because the licensee was able to demonstrate that, in the event the drains 
became plugged in any room, a flood in the affected room would have not affected the alternate shutdown equipment. 
The inspectors determined there was no cross-cutting aspect associated with this finding because these bag-type 
strainers were installed in 1996; therefore, the finding was not reflective of current performance.  
 



Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Non-Conservative Acceptance Criteria for CS Pump Performance Testing 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” having very low 
safety significance for the licensee’s failure to ensure adequate acceptance limits were incorporated into test 
procedures. Specifically, the licensee failed to consider instrument loop uncertainties when determining the alert and 
required action values used in the IST procedure for testing of the containment spray (CS) pumps. Consequently, the 
acceptance criteria for both the upper and lower limits on total developed head (TDH) were non-conservative. As a 
result, the licensee subsequently entered the issue into their corrective action program, performed an operability 
evaluation and concluded equipment were operable. Additional corrective actions were assigned to investigate and 
correct the cause of the apparent degradation of the 2B CS pump.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
equipment performance and affected the cornerstone objective of ensuring the capability of the system to respond to 
initiating events to prevent undesirable consequences. Specifically, the failure to consider instrument uncertainties in 
the development of IST acceptance criteria resulted in the creation of acceptance criteria values that did not ensure 
that the CS pump could meet its intended safety function. This finding is of very low safety significance (Green) 
because the licensee was able to demonstrate pumps operability; therefore, there was no loss of safety function. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience, because 
the licensee failed to implement relevant information relating to failure to appropriately account for instrument 
uncertainties identified in Information Notice 2008-02 through changes to station procedures.  
 
Inspection Report# : 2010007 (pdf)  

Significance:  Apr 02, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
EDGs Fuel Oil Consumption Calculation Failed to Account for Frequency Variations 
The inspectors identified an NCV of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” having very low 
safety significance for the licensee’s failure to translate the allowable frequency variations, for the emergency diesel 
generators (EDGs), into the fuel consumption calculation. Specifically, the fuel oil consumption calculation for the 
EDGs did not assure that TS minimum required fuel limit of 44,000 gallons was adequate to support the EDGs 
operating at frequency higher than 60 Hertz (Hz) for the seven days mission time. As a result of the inspectors’ 
questions, the licensee subsequently added an action item to an existing condition report to address frequency 
variation on fuel consumption.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstones attribute of 
design control and affected the cornerstone objective of ensuring the capability of the system to respond to initiating 
events to prevent undesirable consequences. Specifically, the licensee failed to ensure that the minimum fuel required 
by TS of 44,000 gallons was adequate to support the EDGs mission time when operating at higher frequency than 60 
Hz. This finding is of very low safety significance (Green) because the licensee was able to demonstrate that adequate 
fuel oil in the storage tanks would be available to support the EDGs when operating within the frequency variation 
band established by the administrative limits. This finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not thoroughly evaluate problems 
associated with safety nuclear safety.  
 
Inspection Report# : 2010007 (pdf)  

Barrier Integrity 



Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR VORTEXING WHEN CALCULATING THE MAXIMUM AVAILABLE 
TIME TO SECURE THE CONTAINMENT SPRAY ADDITIVE TANK 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to account for vortexing when determining the maximum 
available time to secure the containment spray additive tank. Specifically, the applicable calculation assumed that 
nitrogen would enter the system when the tank was completely drained. The licensee entered this issue into the 
corrective action program and, at the time of the inspection, planned to revise the applicable calculation. The 
performance deficiency was determined to be more than minor because it was associated with the Containment 
Barrier cornerstone attribute of Structures, Systems, Components, and Barrier Performance and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The finding screened as of very low safety significance because it 
was a design deficiency of the physical integrity of the reactor containment that did not: (1) affect the barrier function 
of the control room against smoke or a toxic atmosphere; (2) represent an actual open pathway in the physical 
integrity of reactor containment; and (3) involve an actual reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined that this finding had a cross cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not thoroughly evaluate external operating experience. [P.2(a)]
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE THE EFFECTS OF DYNAMIC LOADS AT THE CONTAINMENT SPRAY 
DISCHARGE PIPING 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to evaluate the effects of dynamic loads at the 
containment spray discharge piping. The inspectors were concerned because portions of the containment spray 
discharge piping are normally voided by design and neither the structural design nor operation of the system 
addressed the dynamic loads that would result when the voided piping is rapidly filled following system initiation. 
The licensee entered this issue into the corrective action program and, at the time of the inspection, planned to review 
the design to ensure compliance. The performance deficiency was determined to be more than minor because it was 
associated with the Containment Barrier cornerstone attribute of Structures, Systems, Components, and Barrier 
Performance and affected the cornerstone objective of providing reasonable assurance that physical design barriers 
protect the public from radionuclide releases caused by accidents or events. The finding screened as Green because it 
did not affect either core damage frequency or large early release frequency. The inspectors determined that this 
finding had a cross cutting aspect in the area of Problem Identification and Resolution because the licensee did not 
thoroughly evaluate external operating experience. [P.2(a)]  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action for Lack of Water Hammer Analysis on the Recycle Hodup tank. 
The inspectors identified a Green finding and an associated NCV of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” when licensee personnel failed to promptly correct a previously identified NCV regarding the 
lack of analysis for water hammer loads on the Recycle Holdup Tank (RHUT) inlet piping induced by Residual Heat 
Removal (RHR) system relief valve discharges. Specifically, the licensee failed to complete the necessary piping 
analysis to address potential water hammer effects since the issue was initially identified in June 2007 and 
documented as a NCV in February 2009. The licensee entered this issue into the CAP as IR 1117296 and planned to 
accelerate the completion schedule for the analysis.  
 



The finding was more than minor because it was associated with the design control attribute of the Barrier Integrity 
Cornerstone and affected the cornerstone objective of maintaining the radiological barrier function of the containment. 
The finding was of very low safety significance because it did not represent an actual open pathway from 
containment. This finding has a cross-cutting aspect in the area of Human Performance for Resources (H.2(a)) 
because the licensee failed to maintain long-term plant safety by completing the necessary piping load calculations in 
a timely manner. (Section 4OA2.1.b.3.b) 
Inspection Report# : 2010006 (pdf)  

Emergency Preparedness 
Significance: SL-IV Feb 10, 2011 
Identified By: NRC 
Item Type: VIO Violation 
(Traditional Enforcement) Changes to EAL Basis Decreases the Effectiveness of the Plan without Prior NRC 
Approval (1EP4.1) 
A Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector for the licensee’s change to 
the emergency plan which decreased the effectiveness of the plan without NRC approval. Specifically, the licensee 
modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 15 minute classification 
time by the dispatching of personnel, reporting the notification of a fire from the field, and extinguishing the fire. As a 
result, this change indefinitely extends the start of the 15 minute emergency classification clock beyond a credible 
notification that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the 
effectiveness of the emergency plan by reducing the capability to perform a risk significant planning function in a 
timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC Commission approval. Therefore, this issue was 
evaluated using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due 
to the reduction of the capability to perform a risk significant planning standard function in a timely manner. The 
violation is cited because no corrective action had been taken to restore compliance since the issue was entered in the 
licensee’s corrective action program in December 2009. (Section 1EP4)  
 
The associated Performance Deficiency is tracked as item 2010503-02.  
 
Inspection Report# : 2010503 (pdf)  

Significance:  Feb 10, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes Made to EAL Basis that Decreased the Effectiveness (1EP4.1) 
A Green finding involving a Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector 
for the licensee’s change to the emergency plan which decreased the effectiveness of the plan without NRC approval. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 
15 minute classification time by the dispatching of personnel, reporting the notification of a fire from the field, and 
extinguishing the fire. As a result, this change indefinitely extends the start of the 15 minute emergency classification 
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner.  
 
The performance deficiency was more than minor and of very low safety-significance using Manual Chapter (MC) 
0612 and MC 0609, Appendix B, because it is associated with the emergency preparedness cornerstone attribute of 
procedure quality for EAL and emergency plan changes, and it adversely affected the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. Therefore, the performance deficiency was a finding. Using MC 0609, 
Appendix B, the inspector determined that the finding had a very low safety significance. The inspectors also 



determined that the finding had a cross-cutting aspect in the area of Human Performance, decision making because the 
licensee did not recognize that the change made to the EAL basis document decreased the effectiveness of the 
emergency plan. (H.1.(b)) (Section 1EP4)  
 
The associated Traditional Enforcement violation is tracked as item 2010503-01 
Inspection Report# : 2010503 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : June 07, 2011 



Braidwood 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO FOLLOW PROCEDURAL STANDARDS RELATED TO THE STORAGE OF OUTSIDE 
MATERIAL THAT COULD IMPACT OFSITE POWER AVAILABILITY 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
housekeeping and severe weather abnormal operating procedures to ensure specified materials were not stored in the 
vicinity of the station offsite power transformers. The licensee had implemented these standards to reduce the 
possibility of material impacting offsite power during severe weather conditions, such as high winds. Corrective 
actions included the immediate removal of the material from the prohibited areas, reinforcement of the procedural 
standards to the licensee’s staff, and entering the issue into the corrective action program as Issue Reports (IRs) 
1221226 and 1221435. The inspectors determined that the failure to adhere to procedural standards was a performance 
deficiency. This issue was determined to be more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” 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 determined the finding could be 
evaluated using the SDP in accordance with IMC 0609, Attachment 4, “Phase 1 – Initial Screening and 
Characterization of Findings.” Using IMC 0609, Attachment 4, and because this finding was associated with the 
Transient Initiator area of the Initiating Events Cornerstone and 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 was determined to be 
of very low safety significance (Green). The inspectors determined that this finding had a cross cutting aspect in the 
Work Practices component of the Human Performance cross cutting area (H.4(c)) because the licensee did not ensure 
adequate supervisory and management oversight of work activities such that nuclear safety was supported. 
Inspection Report# : 2011003 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
FAILURE TO IDENTIFY AND CORRECT WATER DISCHARGED TO THE TURBINE BUILDING 
FLOOR DURING CONDENSATE REJECT 
A self-revealed finding of very low safety significance (Green) was identified for the failure to correct a condition that 
resulted in water being discharged to the turbine building floor during the reject of condensate from the condenser 
hotwell. Specifically, water had been observed to overflow to the turbine building floor in multiple instances in the 
past during hotwell condensate reject. However, the licensee did not implement corrective actions to correct this 
condition or evaluate its impact on plant equipment as required by the licensee’s corrective action program. The water 
discharged from the condensate hotwell reject during the Unit 2 trip caused a reactor trip of Unit 1 on August 16, 
2010. The licensee entered this issue into its corrective action program and changed the operation of the condensate 
reject from an automated action to a manual action controlled by the operators.  
 
The finding was determined to be more than minor because it was associated with the Initiating Events Cornerstone 
attribute of configuration control, and affected the cornerstone objective of limiting the likelihood of those events that 
upset plant stability. The finding screened as very low safety significance (Green) because a Phase 3 evaluation 
determined that it resulted in a delta core damage frequency of 5.6E-7/year with Large Early Release Frequency 
(LERF) not being a risk contributor. No violation of NRC requirements was identified because the deficiencies that 
contributed to the reactor trip were associated with nonsafety-related components. The inspectors determined that this 
finding had a cross-cutting aspect in the area of problem identification and resolution, corrective action program 
component, because the licensee did not have a low threshold for identifying issues and did not identify issues 



completely. [P.1(a)] (Section 4OA5.3) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: FIN Finding 
EVALUATION OF OPERATING EXPERIENCE CONCERNING REACTOR BUILDING FLASHING 
A self-revealed finding of very low safety significance was identified for the inadequate evaluation of operating 
experience done in accordance with the station procedure. Specifically, the licensee evaluated an event at another 
plant where building material was dislodged during a steam release resulting in a loss of off-site power and concluded 
the event was not applicable to Braidwood station. The evaluation did not address a previous event at Braidwood 
where the reactor building flashing was dislodged during a steam release. It did conclude, however, that off-site power 
could be adversely affected by debris. During the dual unit trip on August 16, 2010, reactor building flashing was 
dislodged during a steam release and was found on power lines and in the vicinity of the off-site power supplies. The 
licensee entered this issue into its corrective action program and structurally restrained the flashing left on the reactor 
building.  
 
The finding was determined to be more than minor because the finding was associated with the Initiating Events 
Cornerstone attribute of protection against external factors and affected the cornerstone objective of limiting the 
likelihood of those events that challenge critical safety functions during shutdown. Specifically, not protecting the off-
site power supplies from flashing falling from the reactor building could result in a loss of off-site power and would 
challenge the emergency diesel generators to supply alternating current power to safety-related equipment during the 
plant shutdown. The finding screened as very low safety significance (Green) because it was determined not be a loss 
of cooling accident or External Event initiator and would not contribute to both a plant trip and the likelihood that 
mitigation equipment or functions would not be available. There is no cross-cutting aspect because the 2007 
evaluation completed on the operating experience is not reflective of current performance. (Section 4OA5.4) 
Inspection Report# : 2010010 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
STRUCTURAL STEEL BEAM MISSING FIRE PROOFING MATERIALS 
The inspectors identified a finding of very low safety significance and an associated NCV of Braidwood Operating 
License Condition 2.E when licensee personnel failed to fireproof a structural steel beam to achieve a required 3 hour 
fire rating. Specifically, the lack of fireproofing on the structural steel beam degraded a 3-hour rated fire barrier 
between the auxiliary building laundry room and the Unit 1 lower cable spreading room. The licensee implemented 
compensatory measures that included hourly fire watches and entered this issue into the corrective action program as 
IR 1209808. The inspectors determined that the failure to fireproof the structural steel beam in the auxiliary building 
laundry room as specified in the Fire Protection Report was a performance deficiency. This issue was determined to 
be more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Appendix F, “Fire Protection Significance 
Determination Process,” because this finding was associated with or involved the impairment or degradation of a fire 
protection barrier. This finding was determined to be of very low safety significance (Green) because there were no 
fire ignition source scenarios that would have caused the structural steel beam to weaken and collapse the ceiling. The 
inspectors determined there was no cross cutting aspect associated with this finding because it did not reflect current 
performance due to the age of the performance deficiency. 
Inspection Report# : 2011003 (pdf)  



Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE THAT THE DESIGN OF THE AUXILIARY FEEDWATER SUCTION PIPING 
WAS ADEQUATE TO PREVENT AIR ENTRAINMENT FOLLOWING A SEISMIC OR TORNADO 
EVENT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to analyze whether the design of the 
auxiliary feedwater (AF) system ensured that air entrained into the system following a postulated seismic or tornado 
event did not prevent the system from performing its safety function. Specifically, licensee personnel failed to 
evaluate the failure of non-seismically qualified condensate storage tank suction piping during an earthquake or 
tornado that would cause the operating auxiliary feedwater pumps to draw air from the break location, potentially air-
binding the pumps. The licensee entered this issue into their corrective action program as 1202772 to identify any 
required changes to the design of the system and performed an operability evaluation. The inspectors determined that 
the failure to analyze whether air entrained into the AF system following a postulated seismic or tornado event would 
prevent the system from performing its safety function was a performance deficiency. This issue was determined to be 
more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of Findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that there was no cross-cutting aspect associated with this finding because it did not reflect 
current performance due to the age of the performance deficiency. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE QUALITY REVIEW OF TEMPORARY CONSTRUCTED SCAFFOLDS INSTALLED 
THROUGHOUT THE PLANT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to an inadequate quality review of 
temporarily constructed scaffolds installed throughout the plant. Specifically, the licensee failed to adhere to 
procedural requirements associated with installed temporary scaffolds prior to reaching 90 days in service. The 
procedural action required that the temporary scaffold be converted to a permanent scaffold or that a 10 CFR Part 
50.59 evaluation be performed for the specific scaffold to ensure that the temporary scaffold did not adversely affect 
structures, system and components (SSCs) before reaching 90 days in service. Corrective actions included 
implementing the procedural requirements for the identified scaffolds and entering the issue into the corrective action 
program as IR 1206426. The inspectors determined that the failure to adhere to the standards of a quality procedure 
was a performance deficiency. This issue was determined to be more that minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because the performance deficiency, if left uncorrected, would have the potential to 
become a more a more significant safety concern. Specifically, by not taking the actions prescribed by procedure, the 
temporary structures would not have an adequate qualification if left in the plant for greater than 90 days and may not 
meet all standards of the station’s licensing basis. The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that this finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area (P.1(d)) because the licensee did not take appropriate correct 
actions to address safety issues and adverse trends in a timely manner, commensurate with their safety significance 
and complexity. Specifically, the licensee did not take appropriate corrective actions to address a very similar issue 



identified as NRC inspection finding 05000456/2010004 01; 05000457/2010004 01, “Failure to Follow Procedures 
for Temporary Scaffolds.” 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
INCORRECT EQUIPMENT USED DURING AN AUXILIARY FEEDWATER SUCTION PIPING FLUSH 
SURVEILLANCE 
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was self revealed when incorrect equipment was used during an AF suction 
piping flush surveillance. Specifically, the use of an incorrect and unqualified drain hose resulted in the hose rupturing 
and spraying water onto nearby safety related equipment, rendering the equipment inoperable until equipment tests 
could be performed. The licensee immediately terminated the flushing operation and entered this issue into the 
corrective action program as IR 1226235. The licensee also initiated a root cause evaluation to identify additional 
corrective actions. The inspectors determined that the use of an improper hose during an AF suction piping flush 
surveillance was a performance deficiency. This issue was determined to be more than minor in accordance with IMC 
0612, Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings.” Using Table 2 of IMC 0609, Attachment 4, the 
inspectors determined that the finding affected the secondary short-term decay heat removal function of the Mitigating 
Systems Cornerstone. The inspectors answered “No” to all Mitigating Systems Cornerstone questions in Table 4a, 
“Characterization Worksheet for Initiating Events, Mitigating Systems, and Barrier Integrity Cornerstone,” and, as a 
result, the finding was determined to be of very low safety significance (Green). The inspectors determined that this 
finding had a cross cutting aspect in the Work Practices component of the Human Performance cross cutting area (H.4
(a)) because when faced with the choice between two different hoses for a flushing activity, workers proceeded with 
the evolution in the face of uncertainty. 
Inspection Report# : 2011003 (pdf)  

Significance:  May 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Document and Justify Continued Operability of the Auxiliary Feedwater System. 
A finding of very low safety significance was identified at the Braidwood and Byron Stations by the inspectors when 
licensee personnel failed to adequately document and justify continued operability of the auxiliary feedwater (AF) 
system. Specifically, licensee evaluations of known voids in the AF alternate source suction piping did not provide an 
adequate technical basis to support operability of the AF pumps during a suction swap-over scenario. Subsequently, 
the licensee filled the voids and a Root Cause Evaluation (RCE) was initiated under Issue Report (IR) 1194196 
(Braidwood) and IR 1194324 (Byron). The RCE was initiated to determine why prior opportunities for discovery of 
the inadequate void acceptance basis were missed and to develop associated corrective actions.  
 
The inspectors determined the finding was more than minor because, if left uncorrected, the failure to recognize 
conditions that could render equipment inoperable had the potential to lead to a more significant safety concern. 
Because the finding was not a design deficiency, did not result in a loss of safety function, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that 
the finding was of very low safety significance (Green). This finding was associated with a cross-cutting aspect in the 
Decision-Making component of the Human Performance cross-cutting area because the licensee did not use 
conservative assumptions and did not verify the validity of underlying assumptions in their evaluations of the AF 
suction piping voids. (H.1(b)) (Section 4OA5.1.7.b) 
Inspection Report# : 2011012 (pdf)  

Significance:  May 04, 2011 



Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Installation of Annunciator System Wiring. 
A finding of very low safety significance was self-revealed at Braidwood Station when licensee personnel failed to 
properly install portions of the annunciator system circuitry in accordance with design specifications. Specifically, 
wiring in the annunciator system clock circuitry (the portion of the circuitry that allows annunciators to change status) 
was incorrectly installed, which resulted in an unexpected loss of all Braidwood Unit 2 control room annunciators on 
March 24, 2011. The licensee entered the issue into the corrective action program (CAP) as IR 1192465, corrected the 
wiring to provide the intended function, and revised procedures used to energize and de-energize the system.  
 
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, annunciator system redundancy was adversely affected and when the annunciator panels were de-
energized, the ability of operators to identify and respond to abnormal plant conditions was degraded. Because the 
finding was not a design deficiency, did not result in a loss of safety function, and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that the finding was 
of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because it was not indicative of current performance. (Section 4OA5.2.3.b) 
Inspection Report# : 2011012 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE INSTRUCTIONS FOR MEASURING ECCS VOIDS 
A finding of very low safety significance and associated Non Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” was identified by the inspectors for the licensee’s failure to 
establish instructions for measuring pipe voids detected during surveillances of the emergency core cooling systems 
for gas accumulation. Specifically, instructions to measure the size of gas voids detected during venting at each safety 
injection and residual heat removal system vent location were not provided so that the effect of the void on system 
operability could be evaluated. The licensee entered this issue into the corrective action system and initiated procedure 
revisions to provide additional guidance for recording data to size voids identified during venting operations. The 
performance deficiency was determined to be more than minor because if left uncorrected it would have the potential 
to lead a more significant safety concern. The finding screened as of very low safety significance because it was a 
qualification deficiency confirmed not to result in loss of operability or functionality. Specifically, a qualitative 
assessment of the voids detected by venting since the implementation of the licensee’s resolution of GL 2008 01 
established reasonable assurance that they did not represent loss of operability. The inspectors did not find an 
applicable cross cutting aspect which represented the underlying cause of this performance deficiency; therefore, no 
cross cutting aspect was not assigned.  
 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Submit a Licensee Event Report per 10 CFR 73(a)(2)(v) (Section 4OA3.5) 
A Severity Level IV NCV of 10 CFR 50.73(a)(2)(v) was identified by the inspectors when licensee personnel failed to 
report known conditions that could have prevented the fulfillment of the Residual Heat Removal (RHR) system to 
perform its designed emergency core cooling safety function while operating in the shutdown cooling mode of 
operation, within 60 days of discovery. Specifically, upon receipt of Westinghouse Nuclear Safety Advisory Letter 
(NSAL) 0904, “Presence of Vapor in Emergency Core Cooling System/Residual Heat Removal System in Modes 3 or 
4 Loss of Coolant Accident Conditions,” the licensee determined that a loss of RHR system safety function occurred 
when both trains of the RHR system were placed into the shutdown cooling mode of operation above 200 degrees 
Fahrenheit (°F). The station identified four instances in which both trains of RHR were operated in the shutdown 
cooling mode of operation above 200°F over the previous 3 year period. The licensee, however, failed to report to the 
NRC within 60 days that the RHR safety function had been lost. The station entered this issue into the CAP as IR 



1155372. Corrective actions included the issuance of Licensee Event Report (LER) 05000456/457/2010-007-00 on 
January 18, 2010.  
 
The inspectors determined that the failure to report this LER in accordance with NRC regulations was a performance 
deficiency since this issue had the potential to impact the regulatory process. Therefore, this violation was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based on a similar example referenced in NRC Enforcement Policy Supplement I, Example D.4. 
The inspectors evaluated this issue under the Reactor Oversight Process (ROP) and did not identify a performance 
deficiency that could be assessed under the SDP. (Section 4OA2.2). 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES FOR TEMPORARY SCAFFOLDS 
The inspectors identified a Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” related to the control of temporary scaffolds. Specifically, the 
licensee’s procedure for the installation, modification, and removal of scaffolds was not followed on a routine basis 
for temporary scaffolds that remained in the plant for greater than 90 days. The licensee entered this issue into the 
Corrective Action Program as Issue Report 1095900. Corrective actions for this issue included walk downs of 
temporary scaffolds that had been in place for greater than 90 days utilizing the permanent scaffold checklist, and an 
assignment to ensure the procedure was followed in the future.  
 
The inspectors determined that this issue was more than minor in accordance with IMC 0612, Appendix E, “Examples 
of Minor Issues.” Specifically, this issue was similar to the more than minor criteria in Example 4.a, “Insignificant 
Procedural Errors,” in that the licensee failed to perform engineering evaluations on similar issues, or if the later 
evaluation determined that safety-related equipment was adversely affected. The finding was of very low safety 
significance because there was not a confirmed loss of operability of any mitigating system component. This finding 
was associated with the cross-cutting aspect of Decision-Making in the Human Performance cross-cutting area. 
Specifically, the licensee had not made safety-significant or risk significant decisions by utilizing the systematic 
scaffolding construction process to ensure adequate quality and therefore adequate safety was maintained (H.1(a)). 
Inspection Report# : 2010004 (pdf)  
Inspection Report# : 2011003 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
UNPLANNED COOLING WATER FLOW REDUCTION DURING SX IST SURVEILLANCE TEST 
A self-revealed Green finding and an associated Non-Cited Violation of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was identified after the licensee failed to follow procedures during an 
essential service water inservice test on August 24, 2010. Specifically, during the section of the procedure utilized to 
establish testing conditions, the licensee throttled the wrong valve resulting in an unplanned reduction in flow to 
safety-related structures, systems, and components. This flow reduction resulted in the Train “B” equipment being 
declared inoperable for approximately 5 minutes. The licensee entered this issue into the CAP as IR 1105448. 
Corrective actions for this issue included returning the Unit 2 essential service water system to operable status by 
restoring the required valve lineup and a corrective action assignment to provide additional training to the operating 
crews on the use of human error prevention techniques.  
 
The inspectors determined that this finding was more than minor, because it was associated with the Human 
Performance attribute of the Mitigating Systems Cornerstone and impacted the cornerstone objective of ensuring the 
availability of systems that respond to initiating events to prevent undesirable consequences. This finding was 
determined to be of very low safety significance based on a Phase 3 Significance Determination Process analysis that 
conservatively bounded the risk of this event to be less than 1.0E-7/yr. The inspectors concluded that this finding was 
associated with the cross-cutting aspect of Work Practices in the Human Performance cross-cutting area because 
adequate human error prevention techniques were not effectively used to ensure that the surveillance activity was 



performed properly (H.4(a)).  
 
This links to traditional enforcement item 2011-002-01 - SL IV. 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FOREBAY INSPECT-AND-CLEAN ACTIVITIES DID NOT ENSURE THAT SSCs WILL BE CAPABLE 
OF ERFORMING THEIR SAFETY FUNCTION 
The inspectors identified a Green finding and an associated non-cited violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” for the failure to establish adequate controls to ensure that 
forebay inspect-and-clean activities provided assurance that systems, structures, and components would be capable of 
performing their safety function during inspect-and-clean intervals. Specifically, the inspectors noted that during the 
event on August 16, 2010, the operability margin of one train of the essential service water system decreased to zero 
under forebay fouling conditions that were less than the pre-established limiting conditions. The licensee entered this 
issue into its corrective action program (CAP).  
 
The finding was determined to be more than minor because, if left uncorrected, it would have the potential to lead to a 
more significant safety concern. Specifically, forebay conditions would have been allowed to degrade between 
inspect-and-clean intervals and the potential adverse impact to the essential service water system and its supported 
equipment was not evaluated. The finding screened as very low safety significance because it was a design deficiency 
that was confirmed not to result in an actual loss of operability or functionality. The inspectors determined that this 
finding had a cross cutting aspect in the area of human performance, decision-making component, because the 
licensee did not make safety-significant or risk-significant decisions using a systematic process, especially when faced 
with uncertain or unexpected plant conditions, to ensure safety was maintained. [H.1(a)] (Section 4OA5.1) 
Inspection Report# : 2010010 (pdf)  

Significance:  Sep 30, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO REPLACE LOW MARGIN FUSES IN MCC131X1 
A self-revealed finding of very low safety significance and an associated non cited violation of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” was identified for the failure to establish measures for the selection and 
review for suitability of equipment essential to the safety–related function of the component. In 2008, the safety-
related 1.5 ampere (amp) control power fuses in motor control center (MCC) 131X1 were specified to be replaced 
with 3.0 amp fuses due to failures of other similar 1.5 amp fuses. In 2009, these fuses failed and were replaced with 
the same sized 1.5 amp fuses, even though the licensee’s review for suitability concluded the fuses were adequate, but 
marginally sized. They were then scheduled to be replaced with 3.0 amp fuses in 2015. During the event on August 
16, 2010, these fuses failed again at which time they were replaced with 3.0 amp fuses.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
Cornerstone attribute of equipment performance and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, the failure of these fuses resulted in the loss of function for eight safety injection valves. This caused a 
train of emergency core cooling and containment isolation for the safety injection system to be inoperable. The 
inspectors answered "no" to the Mitigating Systems questions and screened the finding as having very low 
significance (Green). This finding has a cross-cutting aspect in the area of problem identification and resolution, 
corrective action program component, because the licensee did not implement corrective actions to address safety 
issues in a timely manner, commensurate with their safety significance. Specifically, in 2008 these 1.5 amp fuses were 
specified to be replaced with 3.0 amp fuses, they failed in 2009 and were replaced with 1.5 amp fuses. They were then 
scheduled for replacement with the higher amp fuses in 2015. [(P.1(d)] (Section 4OA5.2) 
Inspection Report# : 2010010 (pdf)  



Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Follow the Operability Determination Procedure 
The inspectors identified a Green finding and an associated NCV of 10 CFR 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to Operability Determination 
Procedure OP AA 108-115 after identifying a potential auxiliary feedwater (AFW) system design vulnerability. 
Specifically, since May 15, 2007, the licensee had questioned the motor-driven AFW system’s capability to 
effectively transfer its water source from the Condensate Storage Tank (CST) to the essential service water system 
during a hypothetical catastrophic failure of the non-seismic CST. The lack of involvement in bringing this issue to 
the attention of the operating crew, lack of quality in evaluating the issue, and length of time the questions had been 
unanswered were not consistent with the Operability Determination process. The licensee entered this issue into their 
CAP as Issue Report (IR) 1114604. Corrective actions planned included performing an Operability Evaluation and a 
corrective action assignment to ensure a rigorous evaluation was performed on the motor-driven AFW pump’s motor 
and breaker.  
 
The inspectors determined that this issue was more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” because the issue was associated with the equipment performance attribute of the Mitigating Systems 
Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, the AFW pump operability was not 
fully evaluated by the licensee. The finding was of very low safety significance because the issue was not a confirmed 
loss of operability and did not represent a risk significant issue based on the plant’s design backup capability to 
remove decay heat via the primary feed and bleed method. This finding had a cross-cutting aspect in the area of 
Human Performance for Decision-Making (H.1(a)). Specifically, the licensee did not make a safety-significant or risk-
significant decision using the Operability Evaluation systematic process, especially when faced with uncertain or 
unexpected plant conditions involving a potential design vulnerability to the plant to ensure safety was maintained. 
(Section 4OA2.1.b.2.c) 
Inspection Report# : 2010006 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR VORTEXING WHEN CALCULATING THE MAXIMUM AVAILABLE 
TIME TO SECURE THE CONTAINMENT SPRAY ADDITIVE TANK 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to account for vortexing when determining the maximum 
available time to secure the containment spray additive tank. Specifically, the applicable calculation assumed that 
nitrogen would enter the system when the tank was completely drained. The licensee entered this issue into the 
corrective action program and, at the time of the inspection, planned to revise the applicable calculation. The 
performance deficiency was determined to be more than minor because it was associated with the Containment 
Barrier cornerstone attribute of Structures, Systems, Components, and Barrier Performance and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The finding screened as of very low safety significance because it 
was a design deficiency of the physical integrity of the reactor containment that did not: (1) affect the barrier function 
of the control room against smoke or a toxic atmosphere; (2) represent an actual open pathway in the physical 
integrity of reactor containment; and (3) involve an actual reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined that this finding had a cross cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not thoroughly evaluate external operating experience. [P.2(a)]
Inspection Report# : 2011002 (pdf)  



Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE THE EFFECTS OF DYNAMIC LOADS AT THE CONTAINMENT SPRAY 
DISCHARGE PIPING 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to evaluate the effects of dynamic loads at the 
containment spray discharge piping. The inspectors were concerned because portions of the containment spray 
discharge piping are normally voided by design and neither the structural design nor operation of the system 
addressed the dynamic loads that would result when the voided piping is rapidly filled following system initiation. 
The licensee entered this issue into the corrective action program and, at the time of the inspection, planned to review 
the design to ensure compliance. The performance deficiency was determined to be more than minor because it was 
associated with the Containment Barrier cornerstone attribute of Structures, Systems, Components, and Barrier 
Performance and affected the cornerstone objective of providing reasonable assurance that physical design barriers 
protect the public from radionuclide releases caused by accidents or events. The finding screened as Green because it 
did not affect either core damage frequency or large early release frequency. The inspectors determined that this 
finding had a cross cutting aspect in the area of Problem Identification and Resolution because the licensee did not 
thoroughly evaluate external operating experience. [P.2(a)]  
 
Inspection Report# : 2011002 (pdf)  

Significance:  Sep 17, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Action for Lack of Water Hammer Analysis on the Recycle Hodup tank. 
The inspectors identified a Green finding and an associated NCV of 10 CFR 50, Appendix B, Criterion XVI, 
“Corrective Action,” when licensee personnel failed to promptly correct a previously identified NCV regarding the 
lack of analysis for water hammer loads on the Recycle Holdup Tank (RHUT) inlet piping induced by Residual Heat 
Removal (RHR) system relief valve discharges. Specifically, the licensee failed to complete the necessary piping 
analysis to address potential water hammer effects since the issue was initially identified in June 2007 and 
documented as a NCV in February 2009. The licensee entered this issue into the CAP as IR 1117296 and planned to 
accelerate the completion schedule for the analysis.  
 
The finding was more than minor because it was associated with the design control attribute of the Barrier Integrity 
Cornerstone and affected the cornerstone objective of maintaining the radiological barrier function of the containment. 
The finding was of very low safety significance because it did not represent an actual open pathway from 
containment. This finding has a cross-cutting aspect in the area of Human Performance for Resources (H.2(a)) 
because the licensee failed to maintain long-term plant safety by completing the necessary piping load calculations in 
a timely manner. (Section 4OA2.1.b.3.b) 
Inspection Report# : 2010006 (pdf)  

Emergency Preparedness 

Significance:  May 04, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of a Notice of Unusual Event 
The inspectors identified a finding of very low safety significance (Green) and an associated non-cited violation of 10 
CFR 50.54(q) at Braidwood Station after licensee personnel failed to promptly declare a Notice of Unusual Event in 
accordance with the Braidwood Emergency Plan. Specifically, on March 24, 2011, contrary to the Braidwood Station 
Radiological Emergency Plan Annex, the licensee did not declare Emergency Action Level (EAL) MU6 (Unusual 
Event) within 15 minutes of indications of a loss of greater than 75 percent of Unit 2 main control room annunciators. 



Corrective actions included implementation of Standing Order 11-007; additional training; and procedures revisions, 
which were all intended to clarify the function of the annunciator test push buttons in determining whether a loss of 
annunciators has occurred.  
 
The finding was more than minor because it was associated with the Emergency Response Organization Performance 
attribute of the Emergency Preparedness cornerstone, and affected the cornerstone objective of implementing 
adequate measures to protect the health and safety of the public in the event of a radiological emergency. Using the 
emergency preparedness significance determination process, Sheet 2, "Actual Event Implementation Problem," the 
inspectors determined the finding was of very low safety significance (Green) because the licensee failed to 
implement a risk significant planning standard (10 CFR 50.47(b)(4)) during an actual Notice of Unusual Event. This 
finding was associated with a cross-cutting aspect in the Resources component of the Human Performance cross-
cutting area because the licensee did not ensure that procedures were accurate and adequate to assure nuclear safety. 
Specifically, when provided with sufficient evidence that the annunciators were not properly responding, licensee 
personnel delayed implementation of the Emergency Plan until further information was obtained. This was due to 
inaccurate and conflicting procedures and a lack of knowledge of the annunciator system. (H.2(c)) (Section 
4OA5.2.5.b) 
Inspection Report# : 2011012 (pdf)  

Significance: SL-IV Feb 10, 2011 
Identified By: NRC 
Item Type: VIO Violation 
(Traditional Enforcement) Changes to EAL Basis Decreases the Effectiveness of the Plan without Prior NRC 
Approval (1EP4.1) 
A Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector for the licensee’s change to 
the emergency plan which decreased the effectiveness of the plan without NRC approval. Specifically, the licensee 
modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 15 minute classification 
time by the dispatching of personnel, reporting the notification of a fire from the field, and extinguishing the fire. As a 
result, this change indefinitely extends the start of the 15 minute emergency classification clock beyond a credible 
notification that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the 
effectiveness of the emergency plan by reducing the capability to perform a risk significant planning function in a 
timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC Commission approval. Therefore, this issue was 
evaluated using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due 
to the reduction of the capability to perform a risk significant planning standard function in a timely manner. The 
violation is cited because no corrective action had been taken to restore compliance since the issue was entered in the 
licensee’s corrective action program in December 2009. (Section 1EP4)  
 
The associated Performance Deficiency is tracked as item 2010503-02. Response letter received 03/30/2011, 
Acknowledgement letter sent back on 07/21/2011. 
Inspection Report# : 2010503 (pdf)  

Significance:  Feb 10, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes Made to EAL Basis that Decreased the Effectiveness (1EP4.1) 
A Green finding involving a Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector 
for the licensee’s change to the emergency plan which decreased the effectiveness of the plan without NRC approval. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 
15 minute classification time by the dispatching of personnel, reporting the notification of a fire from the field, and 
extinguishing the fire. As a result, this change indefinitely extends the start of the 15 minute emergency classification 
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner.  
 



The performance deficiency was more than minor and of very low safety-significance using Manual Chapter (MC) 
0612 and MC 0609, Appendix B, because it is associated with the emergency preparedness cornerstone attribute of 
procedure quality for EAL and emergency plan changes, and it adversely affected the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. Therefore, the performance deficiency was a finding. Using MC 0609, 
Appendix B, the inspector determined that the finding had a very low safety significance. The inspectors also 
determined that the finding had a cross-cutting aspect in the area of Human Performance, decision making because the 
licensee did not recognize that the change made to the EAL basis document decreased the effectiveness of the 
emergency plan. (H.1.(b)) (Section 1EP4)  
 
The associated Traditional Enforcement violation is tracked as item 2010503-01 
Inspection Report# : 2010503 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO STANDARDS OF OUTDOOR SECURED MATERIAL ZONES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to station 
housekeeping procedures to ensure materials that could become missile hazards during high winds or tornado 
conditions were not stored in the vicinity of the station’s offsite power transformers. Specifically, the licensee failed to 
remove or secure three boards and a tarp within the secured material zone that were intended for work scheduled the 
next day. No violation of regulatory requirements was identified. The licensee entered this issue into their corrective 
action program as Issue Report (IR) 1243186 and IR 1246870. Corrective actions included plans to brief licensee staff 
and supervisors on the procedural requirements to ensure materials that could become missile hazards during high 
winds or tornado conditions were not stored in the vicinity of the station’s offsite power transformers, a daily 
walkdown of outdoor areas to identify inappropriately stored material, reduction in the size of the secured material 
zone to credit buildings as a barrier, and painting to identify the boundaries of the secured material zone. The 
performance deficiency was determined to be more than minor because it was associated with the Human 
Performance attribute of the Initiating Events Cornerstone and adversely 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, controls prescribed by station procedures to limit the likelihood of losing offsite 
power during adverse weather conditions were not adhered to by station personnel. The inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Initiating Events 
Cornerstone. Specifically, the inspectors answered ‘No’ to all of the Transient Initiator questions in IMC 0609.04, 
Table 4a, and therefore the finding screened as having very low safety significance (Green). This finding had a cross 
cutting aspect in the Work Practices component of the Human Performance cross cutting area [H.4(c)] since the 
licensee failed to provide supervisory and management oversight of work activities to ensure that nuclear safety was 
supported.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO FOLLOW PROCEDURAL STANDARDS RELATED TO THE STORAGE OF OUTSIDE 
MATERIAL THAT COULD IMPACT OFSITE POWER AVAILABILITY 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
housekeeping and severe weather abnormal operating procedures to ensure specified materials were not stored in the 
vicinity of the station offsite power transformers. The licensee had implemented these standards to reduce the 
possibility of material impacting offsite power during severe weather conditions, such as high winds. Corrective 
actions included the immediate removal of the material from the prohibited areas, reinforcement of the procedural 
standards to the licensee’s staff, and entering the issue into the corrective action program as Issue Reports (IRs) 
1221226 and 1221435. The inspectors determined that the failure to adhere to procedural standards was a performance 
deficiency. This issue was determined to be more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” 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 determined the finding could be 
evaluated using the SDP in accordance with IMC 0609, Attachment 4, “Phase 1 – Initial Screening and 
Characterization of Findings.” Using IMC 0609, Attachment 4, and because this finding was associated with the 



Transient Initiator area of the Initiating Events Cornerstone and 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 was determined to be 
of very low safety significance (Green). The inspectors determined that this finding had a cross cutting aspect in the 
Work Practices component of the Human Performance cross cutting area (H.4(c)) because the licensee did not ensure 
adequate supervisory and management oversight of work activities such that nuclear safety was supported. 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL HIGH ENERGY LINE BREAK BARRIER DOORS 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to ensure that Unit 1 and Unit 2 boundary 
doors credited as shut in design basis High Energy Line Break (HELB) room heat-up calculations were effectively 
controlled in station procedures. Specifically, doors separating divisions for the Unit 1 and Unit 2 Engineered Safety 
Feature (ESF) Switchgear Rooms and Miscellaneous Electrical Equipment Rooms (MEERs) were not considered 
HELB boundaries in the station’s Plant Barrier Impairment (PBI) procedure as required. Therefore, these doors could 
have been impaired for various reasons (e.g., maintenance) without the licensee ensuring that regulatory requirements 
were maintained, including those contained in the Technical Specifications (TSs) and 10 CFR 50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants.” The licensee entered this issue into their 
corrective action program as IR 1242942. Corrective actions included a revision to the station’s PBI procedure to 
ensure that these barrier doors were considered HELB boundaries. The performance deficiency was determined to be 
more than minor because it was associated with the Protection Against External Events attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, if these doors had been impaired during a design basis turbine building HELB event with an active single 
failure of a HELB isolation damper, both electrical divisions in the ESF Switchgear Rooms or MEERs could have 
been adversely affected by the harsh steam environment. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 
Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04 and, 
as a result, the finding screened as having very low safety significance (Green). Due to the age of this issue, it was not 
reflective of current licensee performance and therefore the inspectors did not assign a cross-cutting aspect to this 
finding.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” when 
licensee personnel failed to obtain a license amendment prior to implementing a proposed change to the plant that 
resulted in a more than minimal increase in the likelihood of occurrence of a malfunction of a structure, system or 
component important to safety previously evaluated in the Updated Final Safety Analysis Report (UFSAR). 
Specifically, the licensee performed a modification to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to 
be shared between units and the 10 CFR 50.59 evaluation that was performed reached the erroneous conclusion that 
prior NRC approval was not required. The licensee entered this issue into the corrective action program as IR 
1258017 and planned to submit a License Amendment Request (LAR) to the NRC for this design change. The 
violation was determined to be more than minor because the inspectors determined that the change required prior 
NRC approval. Violations of 10 CFR 50.59 are dispositioned using the traditional enforcement process because they 
are considered to be violations that potentially impede or impact the regulatory process. In accordance with Section 



6.1.d.2 of the NRC Enforcement Policy, this violation is categorized as Severity Level IV because the resulting 
changes were evaluated by the SDP as having very low safety significance.  
 
The associated Performance Deficiency is tracked as item 2011-004-07. 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a finding of very low safety significance when licensee personnel failed to obtain a license 
amendment prior to implementing a proposed change to the plant that resulted in a more than minimal increase in the 
likelihood of occurrence of a malfunction of a structure, system or component important to safety previously 
evaluated in the Updated Final Safety Analysis Report (UFSAR). Specifically, the licensee performed a modification 
to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to be shared between units and the 10 CFR 50.59 
evaluation that was performed reached the erroneous conclusion that prior NRC approval was not required. The 
licensee entered this issue into the corrective action program as IR 1258017 and planned to submit a License 
Amendment Request (LAR) to the NRC for this design change. The violation was determined to be more than minor 
because the inspectors determined that the change required prior NRC approval. The underlying technical issue was 
evaluated through the SDP to determine the severity of the violation. In this case, the inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. Specifically, the inspectors answered “Yes” to Question 1 of the Mitigating Systems 
Cornerstone column of the Phase 1 worksheet because the inspectors concluded that this was a change confirmed not 
to result in the loss of operability. Based upon this Phase 1 screening, the inspectors concluded that the issue was of 
very low safety significance (Green). This finding had a cross-cutting aspect in the Operating Experience component 
of the Problem Identification and Resolution (PI&R) cross-cutting area [P.2.(b)] because the licensee failed to make 
adequate use of known industry operating experience in the screening of a modification prior to installation.  
 
The associated Traditional Enforcement Item is tracked as item 2011-004-06. 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW MAINTENANCE RULE PROCEDURE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
licensee procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, the licensee failed to adhere 
to the requirements of procedure ER AA 310 when crediting availability of the Unit 1 and Unit 2 ‘B’ train AF pumps 
by not having documented restoration actions (i.e. Risk Management Actions (RMAs)) during quarterly in service 
testing surveillances that involved the manual cycling of cooling water valves. The licensee entered the issue into the 
corrective action program as IR 1251652 and took immediate corrective actions to revise the applicable portion of the 
Excel spreadsheet that documented restoration actions. The licensee was also considering a more robust process for 
the documentation of restoration actions to credit equipment availability. The performance deficiency was determined 
to be more than minor because it was associated with the Procedure Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
system that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
procedural requirements to credit the availability of the ‘B’ train AF pumps were not met. The inspectors determined 
the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase - 1 Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 
4a of IMC 0609.04 and, as a result, the finding screened as having very low safety significance (Green). This finding 
had a cross cutting aspect in the Work Control component of the Human Performance cross cutting area [H.2(c)] since 
during performance of the 1B and 2B AF pump surveillances that involved the manual cycling of cooling water 



valves, the licensee did not have complete and accurate documentation related to the implementation of RMAs for 
these surveillances.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN OF AUXILIARY FEEDWATER SYSTEM INCLUDED VOIDS IN SAFETY-RELATED 
ALTERNATE SUCTION FLOWPATHS 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to properly analyze the configuration of 
the SX connections to the AF pumps. Specifically, a section of the piping was intentionally maintained empty 
(voided), but was not previously analyzed. This condition existed since initial plant construction. The issue was 
entered into the licensee’s corrective action program as IR 1173517. Additionally, the licensee filled the voided 
sections of pipe, restoring compliance with the licensed design basis. The performance deficiency was determined to 
be more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Design Control 
and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the unverified configuration 
might have rendered each of the AF pumps inoperable. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 
Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘Yes’ to Question 1 of the Mitigating Systems Cornerstone column of the Phase 1 worksheet 
because the inspectors concluded that this finding was confirmed not to result in a loss of operability. This conclusion 
was reached after reviewing tests performed by the licensee. The tests demonstrated there was reasonable assurance 
that the AF system would perform its safety function in the installed configuration. Based on this Phase 1 screening, 
the inspectors concluded that the issue was of very low safety significance (Green). Due to the age of this issue, the 
inspectors did not identify a cross cutting aspect associated with this finding because it was not indicative of current 
licensee performance.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Embedment Plate Design Deficiencies 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the structural steel 
embedment plate which supports Safety Injection (SI) pipe supports 1SI06025V and 1SI06030S. Specifically, the 
licensee failed to demonstrate compliance with the American Institute of Steel Construction (AISC) and Seismic 
Category I linear elastic requirements. The licensee entered this issue into their corrective action program and planned 
calculation revisions and modifications as needed to restore design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of the SI piping and pipe supports. Specifically, the licensee used the actual material yield stress to ensure 
the structural steel embedment plate would maintain structural integrity when subjected to design loads. This is 
contrary to the AISC and Seismic Category I linear elastic requirements to use the specified minimum yield stress of 
the material. The inspectors determined that the finding was of very low safety significance because the finding did 
not result in loss of operability or functionality. The inspectors did not identify a cross-cutting aspect associated with 
this finding because it was associated with a calculation from the 1980s and was not reflective of current performance. 
(Section 1R17.2.b.(1)) 
Inspection Report# : 2011008 (pdf)  



Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Permanent Lead Shielding Added to Safety Injection and Chemical Volume and Control System Piping. 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the Unit 1 SI subsystem 
1SI06 and the Unit 1 Chemical Volume and Control System (CVCS) subsystem 1CV18 piping and pipe supports. 
Specifically, the licensee failed to demonstrate compliance with the AISC and the American Society of Mechanical 
Engineers (ASME) Boiler and Pressure Vessel Code for the 1SI06 and 1CV18 piping and pipe supports. The licensee 
entered this  
issue into their corrective action program and planned calculation revisions and modifications as needed to restore 
design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of SI piping and pipe supports and CVCS piping and pipe supports. Specifically, the licensee did not 
perform an analysis to ensure compliance with AISC and ASME Section III requirements with the addition of 
permanent lead shielding to ensure the 1SI06 and 1CV18 piping and pipe supports would maintain structural integrity 
when subjected to design basis loads. The inspectors determined that the underlying finding was of very low safety 
significance because the finding did not result in loss of operability or functionality. The inspectors did not identify a 
cross-cutting aspect associated with this finding because this was a calculational deficiency that did not occur within 
the past three years and was not reflective of current performance. (Section 1R17.2.b.(2)) 
Inspection Report# : 2011008 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
STRUCTURAL STEEL BEAM MISSING FIRE PROOFING MATERIALS 
The inspectors identified a finding of very low safety significance and an associated NCV of Braidwood Operating 
License Condition 2.E when licensee personnel failed to fireproof a structural steel beam to achieve a required 3 hour 
fire rating. Specifically, the lack of fireproofing on the structural steel beam degraded a 3-hour rated fire barrier 
between the auxiliary building laundry room and the Unit 1 lower cable spreading room. The licensee implemented 
compensatory measures that included hourly fire watches and entered this issue into the corrective action program as 
IR 1209808. The inspectors determined that the failure to fireproof the structural steel beam in the auxiliary building 
laundry room as specified in the Fire Protection Report was a performance deficiency. This issue was determined to 
be more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Appendix F, “Fire Protection Significance 
Determination Process,” because this finding was associated with or involved the impairment or degradation of a fire 
protection barrier. This finding was determined to be of very low safety significance (Green) because there were no 
fire ignition source scenarios that would have caused the structural steel beam to weaken and collapse the ceiling. The 
inspectors determined there was no cross cutting aspect associated with this finding because it did not reflect current 
performance due to the age of the performance deficiency. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE THAT THE DESIGN OF THE AUXILIARY FEEDWATER SUCTION PIPING 
WAS ADEQUATE TO PREVENT AIR ENTRAINMENT FOLLOWING A SEISMIC OR TORNADO 
EVENT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 



Appendix B, Criterion III, “Design Control,” when licensee personnel failed to analyze whether the design of the 
auxiliary feedwater (AF) system ensured that air entrained into the system following a postulated seismic or tornado 
event did not prevent the system from performing its safety function. Specifically, licensee personnel failed to 
evaluate the failure of non-seismically qualified condensate storage tank suction piping during an earthquake or 
tornado that would cause the operating auxiliary feedwater pumps to draw air from the break location, potentially air-
binding the pumps. The licensee entered this issue into their corrective action program as 1202772 to identify any 
required changes to the design of the system and performed an operability evaluation. The inspectors determined that 
the failure to analyze whether air entrained into the AF system following a postulated seismic or tornado event would 
prevent the system from performing its safety function was a performance deficiency. This issue was determined to be 
more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of Findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that there was no cross-cutting aspect associated with this finding because it did not reflect 
current performance due to the age of the performance deficiency. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE QUALITY REVIEW OF TEMPORARY CONSTRUCTED SCAFFOLDS INSTALLED 
THROUGHOUT THE PLANT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to an inadequate quality review of 
temporarily constructed scaffolds installed throughout the plant. Specifically, the licensee failed to adhere to 
procedural requirements associated with installed temporary scaffolds prior to reaching 90 days in service. The 
procedural action required that the temporary scaffold be converted to a permanent scaffold or that a 10 CFR Part 
50.59 evaluation be performed for the specific scaffold to ensure that the temporary scaffold did not adversely affect 
structures, system and components (SSCs) before reaching 90 days in service. Corrective actions included 
implementing the procedural requirements for the identified scaffolds and entering the issue into the corrective action 
program as IR 1206426. The inspectors determined that the failure to adhere to the standards of a quality procedure 
was a performance deficiency. This issue was determined to be more that minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because the performance deficiency, if left uncorrected, would have the potential to 
become a more a more significant safety concern. Specifically, by not taking the actions prescribed by procedure, the 
temporary structures would not have an adequate qualification if left in the plant for greater than 90 days and may not 
meet all standards of the station’s licensing basis. The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that this finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area (P.1(d)) because the licensee did not take appropriate correct 
actions to address safety issues and adverse trends in a timely manner, commensurate with their safety significance 
and complexity. Specifically, the licensee did not take appropriate corrective actions to address a very similar issue 
identified as NRC inspection finding 05000456/2010004 01; 05000457/2010004 01, “Failure to Follow Procedures 
for Temporary Scaffolds.” 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 



INCORRECT EQUIPMENT USED DURING AN AUXILIARY FEEDWATER SUCTION PIPING FLUSH 
SURVEILLANCE 
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was self revealed when incorrect equipment was used during an AF suction 
piping flush surveillance. Specifically, the use of an incorrect and unqualified drain hose resulted in the hose rupturing 
and spraying water onto nearby safety related equipment, rendering the equipment inoperable until equipment tests 
could be performed. The licensee immediately terminated the flushing operation and entered this issue into the 
corrective action program as IR 1226235. The licensee also initiated a root cause evaluation to identify additional 
corrective actions. The inspectors determined that the use of an improper hose during an AF suction piping flush 
surveillance was a performance deficiency. This issue was determined to be more than minor in accordance with IMC 
0612, Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings.” Using Table 2 of IMC 0609, Attachment 4, the 
inspectors determined that the finding affected the secondary short-term decay heat removal function of the Mitigating 
Systems Cornerstone. The inspectors answered “No” to all Mitigating Systems Cornerstone questions in Table 4a, 
“Characterization Worksheet for Initiating Events, Mitigating Systems, and Barrier Integrity Cornerstone,” and, as a 
result, the finding was determined to be of very low safety significance (Green). The inspectors determined that this 
finding had a cross cutting aspect in the Work Practices component of the Human Performance cross cutting area (H.4
(a)) because when faced with the choice between two different hoses for a flushing activity, workers proceeded with 
the evolution in the face of uncertainty. 
Inspection Report# : 2011003 (pdf)  

Significance:  May 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Document and Justify Continued Operability of the Auxiliary Feedwater System. 
A finding of very low safety significance was identified at the Braidwood and Byron Stations by the inspectors when 
licensee personnel failed to adequately document and justify continued operability of the auxiliary feedwater (AF) 
system. Specifically, licensee evaluations of known voids in the AF alternate source suction piping did not provide an 
adequate technical basis to support operability of the AF pumps during a suction swap-over scenario. Subsequently, 
the licensee filled the voids and a Root Cause Evaluation (RCE) was initiated under Issue Report (IR) 1194196 
(Braidwood) and IR 1194324 (Byron). The RCE was initiated to determine why prior opportunities for discovery of 
the inadequate void acceptance basis were missed and to develop associated corrective actions.  
 
The inspectors determined the finding was more than minor because, if left uncorrected, the failure to recognize 
conditions that could render equipment inoperable had the potential to lead to a more significant safety concern. 
Because the finding was not a design deficiency, did not result in a loss of safety function, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that 
the finding was of very low safety significance (Green). This finding was associated with a cross-cutting aspect in the 
Decision-Making component of the Human Performance cross-cutting area because the licensee did not use 
conservative assumptions and did not verify the validity of underlying assumptions in their evaluations of the AF 
suction piping voids. (H.1(b)) (Section 4OA5.1.7.b) 
Inspection Report# : 2011012 (pdf)  

Significance:  May 04, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Installation of Annunciator System Wiring. 
A finding of very low safety significance was self-revealed at Braidwood Station when licensee personnel failed to 
properly install portions of the annunciator system circuitry in accordance with design specifications. Specifically, 
wiring in the annunciator system clock circuitry (the portion of the circuitry that allows annunciators to change status) 
was incorrectly installed, which resulted in an unexpected loss of all Braidwood Unit 2 control room annunciators on 
March 24, 2011. The licensee entered the issue into the corrective action program (CAP) as IR 1192465, corrected the 



wiring to provide the intended function, and revised procedures used to energize and de-energize the system. 
 
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, annunciator system redundancy was adversely affected and when the annunciator panels were de-
energized, the ability of operators to identify and respond to abnormal plant conditions was degraded. Because the 
finding was not a design deficiency, did not result in a loss of safety function, and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that the finding was 
of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because it was not indicative of current performance. (Section 4OA5.2.3.b) 
Inspection Report# : 2011012 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE INSTRUCTIONS FOR MEASURING ECCS VOIDS 
A finding of very low safety significance and associated Non Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” was identified by the inspectors for the licensee’s failure to 
establish instructions for measuring pipe voids detected during surveillances of the emergency core cooling systems 
for gas accumulation. Specifically, instructions to measure the size of gas voids detected during venting at each safety 
injection and residual heat removal system vent location were not provided so that the effect of the void on system 
operability could be evaluated. The licensee entered this issue into the corrective action system and initiated procedure 
revisions to provide additional guidance for recording data to size voids identified during venting operations. The 
performance deficiency was determined to be more than minor because if left uncorrected it would have the potential 
to lead a more significant safety concern. The finding screened as of very low safety significance because it was a 
qualification deficiency confirmed not to result in loss of operability or functionality. Specifically, a qualitative 
assessment of the voids detected by venting since the implementation of the licensee’s resolution of GL 2008 01 
established reasonable assurance that they did not represent loss of operability. The inspectors did not find an 
applicable cross cutting aspect which represented the underlying cause of this performance deficiency; therefore, no 
cross cutting aspect was not assigned.  
 
Inspection Report# : 2011002 (pdf)  

Significance: SL-IV Dec 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Submit a Licensee Event Report per 10 CFR 73(a)(2)(v) (Section 4OA3.5) 
A Severity Level IV NCV of 10 CFR 50.73(a)(2)(v) was identified by the inspectors when licensee personnel failed to 
report known conditions that could have prevented the fulfillment of the Residual Heat Removal (RHR) system to 
perform its designed emergency core cooling safety function while operating in the shutdown cooling mode of 
operation, within 60 days of discovery. Specifically, upon receipt of Westinghouse Nuclear Safety Advisory Letter 
(NSAL) 0904, “Presence of Vapor in Emergency Core Cooling System/Residual Heat Removal System in Modes 3 or 
4 Loss of Coolant Accident Conditions,” the licensee determined that a loss of RHR system safety function occurred 
when both trains of the RHR system were placed into the shutdown cooling mode of operation above 200 degrees 
Fahrenheit (°F). The station identified four instances in which both trains of RHR were operated in the shutdown 
cooling mode of operation above 200°F over the previous 3 year period. The licensee, however, failed to report to the 
NRC within 60 days that the RHR safety function had been lost. The station entered this issue into the CAP as IR 
1155372. Corrective actions included the issuance of Licensee Event Report (LER) 05000456/457/2010-007-00 on 
January 18, 2010.  
 
The inspectors determined that the failure to report this LER in accordance with NRC regulations was a performance 
deficiency since this issue had the potential to impact the regulatory process. Therefore, this violation was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based on a similar example referenced in NRC Enforcement Policy Supplement I, Example D.4. 
The inspectors evaluated this issue under the Reactor Oversight Process (ROP) and did not identify a performance 



deficiency that could be assessed under the SDP. (Section 4OA2.2).
Inspection Report# : 2010005 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR VORTEXING WHEN CALCULATING THE MAXIMUM AVAILABLE 
TIME TO SECURE THE CONTAINMENT SPRAY ADDITIVE TANK 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to account for vortexing when determining the maximum 
available time to secure the containment spray additive tank. Specifically, the applicable calculation assumed that 
nitrogen would enter the system when the tank was completely drained. The licensee entered this issue into the 
corrective action program and, at the time of the inspection, planned to revise the applicable calculation. The 
performance deficiency was determined to be more than minor because it was associated with the Containment 
Barrier cornerstone attribute of Structures, Systems, Components, and Barrier Performance and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The finding screened as of very low safety significance because it 
was a design deficiency of the physical integrity of the reactor containment that did not: (1) affect the barrier function 
of the control room against smoke or a toxic atmosphere; (2) represent an actual open pathway in the physical 
integrity of reactor containment; and (3) involve an actual reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined that this finding had a cross cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not thoroughly evaluate external operating experience. [P.2(a)]
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE THE EFFECTS OF DYNAMIC LOADS AT THE CONTAINMENT SPRAY 
DISCHARGE PIPING 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to evaluate the effects of dynamic loads at the 
containment spray discharge piping. The inspectors were concerned because portions of the containment spray 
discharge piping are normally voided by design and neither the structural design nor operation of the system 
addressed the dynamic loads that would result when the voided piping is rapidly filled following system initiation. 
The licensee entered this issue into the corrective action program and, at the time of the inspection, planned to review 
the design to ensure compliance. The performance deficiency was determined to be more than minor because it was 
associated with the Containment Barrier cornerstone attribute of Structures, Systems, Components, and Barrier 
Performance and affected the cornerstone objective of providing reasonable assurance that physical design barriers 
protect the public from radionuclide releases caused by accidents or events. The finding screened as Green because it 
did not affect either core damage frequency or large early release frequency. The inspectors determined that this 
finding had a cross cutting aspect in the area of Problem Identification and Resolution because the licensee did not 
thoroughly evaluate external operating experience. [P.2(a)]  
 
Inspection Report# : 2011002 (pdf)  

Emergency Preparedness 



Significance:  May 04, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of a Notice of Unusual Event 
The inspectors identified a finding of very low safety significance (Green) and an associated non-cited violation of 10 
CFR 50.54(q) at Braidwood Station after licensee personnel failed to promptly declare a Notice of Unusual Event in 
accordance with the Braidwood Emergency Plan. Specifically, on March 24, 2011, contrary to the Braidwood Station 
Radiological Emergency Plan Annex, the licensee did not declare Emergency Action Level (EAL) MU6 (Unusual 
Event) within 15 minutes of indications of a loss of greater than 75 percent of Unit 2 main control room annunciators. 
Corrective actions included implementation of Standing Order 11-007; additional training; and procedures revisions, 
which were all intended to clarify the function of the annunciator test push buttons in determining whether a loss of 
annunciators has occurred.  
 
The finding was more than minor because it was associated with the Emergency Response Organization Performance 
attribute of the Emergency Preparedness cornerstone, and affected the cornerstone objective of implementing 
adequate measures to protect the health and safety of the public in the event of a radiological emergency. Using the 
emergency preparedness significance determination process, Sheet 2, "Actual Event Implementation Problem," the 
inspectors determined the finding was of very low safety significance (Green) because the licensee failed to 
implement a risk significant planning standard (10 CFR 50.47(b)(4)) during an actual Notice of Unusual Event. This 
finding was associated with a cross-cutting aspect in the Resources component of the Human Performance cross-
cutting area because the licensee did not ensure that procedures were accurate and adequate to assure nuclear safety. 
Specifically, when provided with sufficient evidence that the annunciators were not properly responding, licensee 
personnel delayed implementation of the Emergency Plan until further information was obtained. This was due to 
inaccurate and conflicting procedures and a lack of knowledge of the annunciator system. (H.2(c)) (Section 
4OA5.2.5.b) 
Inspection Report# : 2011012 (pdf)  

Significance: SL-IV Feb 10, 2011 
Identified By: NRC 
Item Type: VIO Violation 
(Traditional Enforcement) Changes to EAL Basis Decreases the Effectiveness of the Plan without Prior NRC 
Approval (1EP4.1) 
A Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector for the licensee’s change to 
the emergency plan which decreased the effectiveness of the plan without NRC approval. Specifically, the licensee 
modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 15 minute classification 
time by the dispatching of personnel, reporting the notification of a fire from the field, and extinguishing the fire. As a 
result, this change indefinitely extends the start of the 15 minute emergency classification clock beyond a credible 
notification that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the 
effectiveness of the emergency plan by reducing the capability to perform a risk significant planning function in a 
timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC Commission approval. Therefore, this issue was 
evaluated using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due 
to the reduction of the capability to perform a risk significant planning standard function in a timely manner. The 
violation is cited because no corrective action had been taken to restore compliance since the issue was entered in the 
licensee’s corrective action program in December 2009. (Section 1EP4)  
 
The associated Performance Deficiency is tracked as item 2010503-02. Response letter received 03/30/2011, 
Acknowledgement letter sent back on 07/21/2011. 
Inspection Report# : 2010503 (pdf)  

Significance:  Feb 10, 2011 
Identified By: NRC 
Item Type: FIN Finding 



Changes Made to EAL Basis that Decreased the Effectiveness (1EP4.1)
A Green finding involving a Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector 
for the licensee’s change to the emergency plan which decreased the effectiveness of the plan without NRC approval. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 
15 minute classification time by the dispatching of personnel, reporting the notification of a fire from the field, and 
extinguishing the fire. As a result, this change indefinitely extends the start of the 15 minute emergency classification 
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner.  
 
The performance deficiency was more than minor and of very low safety-significance using Manual Chapter (MC) 
0612 and MC 0609, Appendix B, because it is associated with the emergency preparedness cornerstone attribute of 
procedure quality for EAL and emergency plan changes, and it adversely affected the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. Therefore, the performance deficiency was a finding. Using MC 0609, 
Appendix B, the inspector determined that the finding had a very low safety significance. The inspectors also 
determined that the finding had a cross-cutting aspect in the area of Human Performance, decision making because the 
licensee did not recognize that the change made to the EAL basis document decreased the effectiveness of the 
emergency plan. (H.1.(b)) (Section 1EP4)  
 
The associated Traditional Enforcement violation is tracked as item 2010503-01 
Inspection Report# : 2010503 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Last modified : January 04, 2012 



Braidwood 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO STANDARDS OF OUTDOOR SECURED MATERIAL ZONES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to station 
housekeeping procedures to ensure materials that could become missile hazards during high winds or tornado 
conditions were not stored in the vicinity of the station’s offsite power transformers. Specifically, the licensee failed to 
remove or secure three boards and a tarp within the secured material zone that were intended for work scheduled the 
next day. No violation of regulatory requirements was identified. The licensee entered this issue into their corrective 
action program as Issue Report (IR) 1243186 and IR 1246870. Corrective actions included plans to brief licensee staff 
and supervisors on the procedural requirements to ensure materials that could become missile hazards during high 
winds or tornado conditions were not stored in the vicinity of the station’s offsite power transformers, a daily 
walkdown of outdoor areas to identify inappropriately stored material, reduction in the size of the secured material 
zone to credit buildings as a barrier, and painting to identify the boundaries of the secured material zone. The 
performance deficiency was determined to be more than minor because it was associated with the Human 
Performance attribute of the Initiating Events Cornerstone and adversely 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, controls prescribed by station procedures to limit the likelihood of losing offsite 
power during adverse weather conditions were not adhered to by station personnel. The inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Initiating Events 
Cornerstone. Specifically, the inspectors answered ‘No’ to all of the Transient Initiator questions in IMC 0609.04, 
Table 4a, and therefore the finding screened as having very low safety significance (Green). This finding had a cross 
cutting aspect in the Work Practices component of the Human Performance cross cutting area [H.4(c)] since the 
licensee failed to provide supervisory and management oversight of work activities to ensure that nuclear safety was 
supported.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO FOLLOW PROCEDURAL STANDARDS RELATED TO THE STORAGE OF OUTSIDE 
MATERIAL THAT COULD IMPACT OFSITE POWER AVAILABILITY 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
housekeeping and severe weather abnormal operating procedures to ensure specified materials were not stored in the 
vicinity of the station offsite power transformers. The licensee had implemented these standards to reduce the 
possibility of material impacting offsite power during severe weather conditions, such as high winds. Corrective 
actions included the immediate removal of the material from the prohibited areas, reinforcement of the procedural 
standards to the licensee’s staff, and entering the issue into the corrective action program as Issue Reports (IRs) 
1221226 and 1221435. The inspectors determined that the failure to adhere to procedural standards was a performance 
deficiency. This issue was determined to be more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” 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 determined the finding could be 
evaluated using the SDP in accordance with IMC 0609, Attachment 4, “Phase 1 – Initial Screening and 
Characterization of Findings.” Using IMC 0609, Attachment 4, and because this finding was associated with the 



Transient Initiator area of the Initiating Events Cornerstone and 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 was determined to be 
of very low safety significance (Green). The inspectors determined that this finding had a cross cutting aspect in the 
Work Practices component of the Human Performance cross cutting area (H.4(c)) because the licensee did not ensure 
adequate supervisory and management oversight of work activities such that nuclear safety was supported. 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
OPERAILITY EVALUATION NOT PERFORMED IN ACCORDANCE WITH STATION STANDARDS 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying a non-conservative assumption related to closure times 
for hazard barrier dampers separating the Turbine Building from various safety-related rooms within the Auxiliary 
Building. In particular, the issues raised by the inspectors during their review of Operability Evaluation 11-006, 
Revision 1, resulted in the station re-evaluating the non-conservative assumptions against aspects of the Current 
Licensing Basis (CLB) not previously considered, and substantially revising Operability Evaluation 11-006, Revision 
1. The licensee entered these issues into their CAP as IR 1185016, IR 1199223, IR 1237395, IR 1237140, IR 
1242942, IR 1246918, IR 1276888, IR 1277627, and IR 1279543. In addition to revising Operability Evaluation 
2011-006, Revision 1, corrective actions included an assignment to reconstitute design basis calculation records and 
plans to re-design the hazard barrier dampers. This finding did not involve enforcement action because no regulatory 
requirement was violated. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). The inspectors determined that the finding could be evaluated using the SDP in 
accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening 
and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered “No” 
to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04, and, as a result, the finding 
screened as having very low safety significance (Green). This finding had a cross cutting aspect in the Corrective 
Action Program component of the Problem Identification and Resolution cross-cutting area [P.1(c)] because the 
licensee failed to thoroughly evaluate the impact on operability of a non-conforming condition associated with hazard 
barrier damper closure times.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO MAINTENANCE RULE IMPLEMENTATION PROCEDURES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to licensee 
procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, procedural requirements for the use 
of operator restoration actions to credit availability of auxiliary feedwater, main steam dump valves, or emergency 
diesel generator ventilation during certain surveillances were not met. The licensee entered this issue into their CAP as 
IR 1249723, IR 1251652, IR 1291692, IR 1293440, and IR 1293998. Immediate corrective actions included a review 
of all risk management actions and implementation of new Operations Standing Order requirements to enhance 
discussions of risk management actions and to formally log dedicated operator assignments. The licensee was also 
improving the method of documenting and using restoration actions such that the actions would be more formally 
documented and referenced in controlled procedures. This finding did not involve enforcement action because no 
regulatory requirement was violated.  
The finding was determined to be more than minor because it was associated with the Procedure Quality attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 



reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a of IMC 0609.04 and, as a result, the finding screened as having very low 
safety significance. This finding had a cross cutting aspect in the Resources component of the Human Performance 
cross cutting area [H.2(c)] because the documented restoration actions for several surveillances were not in 
accordance with licensee procedures or industry generic guidance.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW AND ESTABLISH ADEQUATE HAZARD BARRIER IMPAIRMENT 
PROCEDURES 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50.65(a)
(4), “Requirements for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” when the licensee’s 
process for the control of hazard barriers failed to manage the risk of temporarily impairing barriers under certain 
circumstances. Specifically, the licensee’s Risk Management and Plant Barrier Impairment (PBI) Processes provided 
generic approval for the impairment of a hazard barrier door function to permit movement of heavy equipment 
through the door provided the duration was less than 30 minutes and the door was not blocked open. The inspector’s 
were concerned that this would not restrict activities in which the equipment being moved would prevent the door 
from closing and providing its hazard barrier function during the 30 minute time frame. The licensee communicated to 
the inspector’s that the 30 minutes had no regulatory basis, but was used, in part, because it was reasonable. In 
addition to this example, the inspectors identified two examples in which licensee personnel failed to adhere to the 
station’s PBI Program, which adversely affected the station’s ability to manage risk. The licensee entered this issue 
into their CAP as IR 1282782 and IR 1307401. As a result of the inspectors’ observations, the licensee revised 
procedure BwAP 1110 03, “Plant Barrier Impairment Program,” to include additional guidance on the control of 
hazard barriers. The licensee was also considering whether additional training of personnel on the control of hazard 
barriers was warranted.  
The finding was determined to be more than minor because it was associated with the Design Control attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a and, as a result, the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Corrective Action Program component of the Problem 
Identification and Resolution cross cutting area [P.2(b)] since licensee personnel failed to adequately utilize operating 
experience (i.e., Regulatory Information Summary 2001 009, “Control of Hazard Barriers”) to ensure that station 
procedures provided adequate controls for effectively managing risk when hazard barrier doors could be impaired 
during activities to facilitate maintenance. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL HIGH ENERGY LINE BREAK BARRIER DOORS 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to ensure that Unit 1 and Unit 2 boundary 
doors credited as shut in design basis High Energy Line Break (HELB) room heat-up calculations were effectively 
controlled in station procedures. Specifically, doors separating divisions for the Unit 1 and Unit 2 Engineered Safety 
Feature (ESF) Switchgear Rooms and Miscellaneous Electrical Equipment Rooms (MEERs) were not considered 
HELB boundaries in the station’s Plant Barrier Impairment (PBI) procedure as required. Therefore, these doors could 



have been impaired for various reasons (e.g., maintenance) without the licensee ensuring that regulatory requirements 
were maintained, including those contained in the Technical Specifications (TSs) and 10 CFR 50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants.” The licensee entered this issue into their 
corrective action program as IR 1242942. Corrective actions included a revision to the station’s PBI procedure to 
ensure that these barrier doors were considered HELB boundaries. The performance deficiency was determined to be 
more than minor because it was associated with the Protection Against External Events attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, if these doors had been impaired during a design basis turbine building HELB event with an active single 
failure of a HELB isolation damper, both electrical divisions in the ESF Switchgear Rooms or MEERs could have 
been adversely affected by the harsh steam environment. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 
Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04 and, 
as a result, the finding screened as having very low safety significance (Green). Due to the age of this issue, it was not 
reflective of current licensee performance and therefore the inspectors did not assign a cross-cutting aspect to this 
finding.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” when 
licensee personnel failed to obtain a license amendment prior to implementing a proposed change to the plant that 
resulted in a more than minimal increase in the likelihood of occurrence of a malfunction of a structure, system or 
component important to safety previously evaluated in the Updated Final Safety Analysis Report (UFSAR). 
Specifically, the licensee performed a modification to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to 
be shared between units and the 10 CFR 50.59 evaluation that was performed reached the erroneous conclusion that 
prior NRC approval was not required. The licensee entered this issue into the corrective action program as IR 
1258017 and planned to submit a License Amendment Request (LAR) to the NRC for this design change. The 
violation was determined to be more than minor because the inspectors determined that the change required prior 
NRC approval. Violations of 10 CFR 50.59 are dispositioned using the traditional enforcement process because they 
are considered to be violations that potentially impede or impact the regulatory process. In accordance with Section 
6.1.d.2 of the NRC Enforcement Policy, this violation is categorized as Severity Level IV because the resulting 
changes were evaluated by the SDP as having very low safety significance.  
 
The associated Performance Deficiency is tracked as item 2011-004-07. 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a finding of very low safety significance when licensee personnel failed to obtain a license 
amendment prior to implementing a proposed change to the plant that resulted in a more than minimal increase in the 
likelihood of occurrence of a malfunction of a structure, system or component important to safety previously 
evaluated in the Updated Final Safety Analysis Report (UFSAR). Specifically, the licensee performed a modification 
to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to be shared between units and the 10 CFR 50.59 
evaluation that was performed reached the erroneous conclusion that prior NRC approval was not required. The 
licensee entered this issue into the corrective action program as IR 1258017 and planned to submit a License 
Amendment Request (LAR) to the NRC for this design change. The violation was determined to be more than minor 
because the inspectors determined that the change required prior NRC approval. The underlying technical issue was 
evaluated through the SDP to determine the severity of the violation. In this case, the inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,”



Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. Specifically, the inspectors answered “Yes” to Question 1 of the Mitigating Systems 
Cornerstone column of the Phase 1 worksheet because the inspectors concluded that this was a change confirmed not 
to result in the loss of operability. Based upon this Phase 1 screening, the inspectors concluded that the issue was of 
very low safety significance (Green). This finding had a cross-cutting aspect in the Operating Experience component 
of the Problem Identification and Resolution (PI&R) cross-cutting area [P.2.(b)] because the licensee failed to make 
adequate use of known industry operating experience in the screening of a modification prior to installation.  
 
The associated Traditional Enforcement Item is tracked as item 2011-004-06. 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW MAINTENANCE RULE PROCEDURE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
licensee procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, the licensee failed to adhere 
to the requirements of procedure ER AA 310 when crediting availability of the Unit 1 and Unit 2 ‘B’ train AF pumps 
by not having documented restoration actions (i.e. Risk Management Actions (RMAs)) during quarterly in service 
testing surveillances that involved the manual cycling of cooling water valves. The licensee entered the issue into the 
corrective action program as IR 1251652 and took immediate corrective actions to revise the applicable portion of the 
Excel spreadsheet that documented restoration actions. The licensee was also considering a more robust process for 
the documentation of restoration actions to credit equipment availability. The performance deficiency was determined 
to be more than minor because it was associated with the Procedure Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
system that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
procedural requirements to credit the availability of the ‘B’ train AF pumps were not met. The inspectors determined 
the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase - 1 Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 
4a of IMC 0609.04 and, as a result, the finding screened as having very low safety significance (Green). This finding 
had a cross cutting aspect in the Work Control component of the Human Performance cross cutting area [H.2(c)] since 
during performance of the 1B and 2B AF pump surveillances that involved the manual cycling of cooling water 
valves, the licensee did not have complete and accurate documentation related to the implementation of RMAs for 
these surveillances.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN OF AUXILIARY FEEDWATER SYSTEM INCLUDED VOIDS IN SAFETY-RELATED 
ALTERNATE SUCTION FLOWPATHS 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to properly analyze the configuration of 
the SX connections to the AF pumps. Specifically, a section of the piping was intentionally maintained empty 
(voided), but was not previously analyzed. This condition existed since initial plant construction. The issue was 
entered into the licensee’s corrective action program as IR 1173517. Additionally, the licensee filled the voided 
sections of pipe, restoring compliance with the licensed design basis. The performance deficiency was determined to 
be more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Design Control 
and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the unverified configuration 
might have rendered each of the AF pumps inoperable. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 



Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘Yes’ to Question 1 of the Mitigating Systems Cornerstone column of the Phase 1 worksheet 
because the inspectors concluded that this finding was confirmed not to result in a loss of operability. This conclusion 
was reached after reviewing tests performed by the licensee. The tests demonstrated there was reasonable assurance 
that the AF system would perform its safety function in the installed configuration. Based on this Phase 1 screening, 
the inspectors concluded that the issue was of very low safety significance (Green). Due to the age of this issue, the 
inspectors did not identify a cross cutting aspect associated with this finding because it was not indicative of current 
licensee performance.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Embedment Plate Design Deficiencies 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the structural steel 
embedment plate which supports Safety Injection (SI) pipe supports 1SI06025V and 1SI06030S. Specifically, the 
licensee failed to demonstrate compliance with the American Institute of Steel Construction (AISC) and Seismic 
Category I linear elastic requirements. The licensee entered this issue into their corrective action program and planned 
calculation revisions and modifications as needed to restore design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of the SI piping and pipe supports. Specifically, the licensee used the actual material yield stress to ensure 
the structural steel embedment plate would maintain structural integrity when subjected to design loads. This is 
contrary to the AISC and Seismic Category I linear elastic requirements to use the specified minimum yield stress of 
the material. The inspectors determined that the finding was of very low safety significance because the finding did 
not result in loss of operability or functionality. The inspectors did not identify a cross-cutting aspect associated with 
this finding because it was associated with a calculation from the 1980s and was not reflective of current performance. 
(Section 1R17.2.b.(1)) 
Inspection Report# : 2011008 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Permanent Lead Shielding Added to Safety Injection and Chemical Volume and Control System Piping. 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the Unit 1 SI subsystem 
1SI06 and the Unit 1 Chemical Volume and Control System (CVCS) subsystem 1CV18 piping and pipe supports. 
Specifically, the licensee failed to demonstrate compliance with the AISC and the American Society of Mechanical 
Engineers (ASME) Boiler and Pressure Vessel Code for the 1SI06 and 1CV18 piping and pipe supports. The licensee 
entered this  
issue into their corrective action program and planned calculation revisions and modifications as needed to restore 
design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of SI piping and pipe supports and CVCS piping and pipe supports. Specifically, the licensee did not 
perform an analysis to ensure compliance with AISC and ASME Section III requirements with the addition of 
permanent lead shielding to ensure the 1SI06 and 1CV18 piping and pipe supports would maintain structural integrity 
when subjected to design basis loads. The inspectors determined that the underlying finding was of very low safety 
significance because the finding did not result in loss of operability or functionality. The inspectors did not identify a 
cross-cutting aspect associated with this finding because this was a calculational deficiency that did not occur within 
the past three years and was not reflective of current performance. (Section 1R17.2.b.(2)) 



Inspection Report# : 2011008 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
STRUCTURAL STEEL BEAM MISSING FIRE PROOFING MATERIALS 
The inspectors identified a finding of very low safety significance and an associated NCV of Braidwood Operating 
License Condition 2.E when licensee personnel failed to fireproof a structural steel beam to achieve a required 3 hour 
fire rating. Specifically, the lack of fireproofing on the structural steel beam degraded a 3-hour rated fire barrier 
between the auxiliary building laundry room and the Unit 1 lower cable spreading room. The licensee implemented 
compensatory measures that included hourly fire watches and entered this issue into the corrective action program as 
IR 1209808. The inspectors determined that the failure to fireproof the structural steel beam in the auxiliary building 
laundry room as specified in the Fire Protection Report was a performance deficiency. This issue was determined to 
be more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Appendix F, “Fire Protection Significance 
Determination Process,” because this finding was associated with or involved the impairment or degradation of a fire 
protection barrier. This finding was determined to be of very low safety significance (Green) because there were no 
fire ignition source scenarios that would have caused the structural steel beam to weaken and collapse the ceiling. The 
inspectors determined there was no cross cutting aspect associated with this finding because it did not reflect current 
performance due to the age of the performance deficiency. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE THAT THE DESIGN OF THE AUXILIARY FEEDWATER SUCTION PIPING 
WAS ADEQUATE TO PREVENT AIR ENTRAINMENT FOLLOWING A SEISMIC OR TORNADO 
EVENT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to analyze whether the design of the 
auxiliary feedwater (AF) system ensured that air entrained into the system following a postulated seismic or tornado 
event did not prevent the system from performing its safety function. Specifically, licensee personnel failed to 
evaluate the failure of non-seismically qualified condensate storage tank suction piping during an earthquake or 
tornado that would cause the operating auxiliary feedwater pumps to draw air from the break location, potentially air-
binding the pumps. The licensee entered this issue into their corrective action program as 1202772 to identify any 
required changes to the design of the system and performed an operability evaluation. The inspectors determined that 
the failure to analyze whether air entrained into the AF system following a postulated seismic or tornado event would 
prevent the system from performing its safety function was a performance deficiency. This issue was determined to be 
more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of Findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that there was no cross-cutting aspect associated with this finding because it did not reflect 
current performance due to the age of the performance deficiency. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE QUALITY REVIEW OF TEMPORARY CONSTRUCTED SCAFFOLDS INSTALLED 
THROUGHOUT THE PLANT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to an inadequate quality review of 
temporarily constructed scaffolds installed throughout the plant. Specifically, the licensee failed to adhere to 
procedural requirements associated with installed temporary scaffolds prior to reaching 90 days in service. The 
procedural action required that the temporary scaffold be converted to a permanent scaffold or that a 10 CFR Part 
50.59 evaluation be performed for the specific scaffold to ensure that the temporary scaffold did not adversely affect 
structures, system and components (SSCs) before reaching 90 days in service. Corrective actions included 
implementing the procedural requirements for the identified scaffolds and entering the issue into the corrective action 
program as IR 1206426. The inspectors determined that the failure to adhere to the standards of a quality procedure 
was a performance deficiency. This issue was determined to be more that minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because the performance deficiency, if left uncorrected, would have the potential to 
become a more a more significant safety concern. Specifically, by not taking the actions prescribed by procedure, the 
temporary structures would not have an adequate qualification if left in the plant for greater than 90 days and may not 
meet all standards of the station’s licensing basis. The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that this finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area (P.1(d)) because the licensee did not take appropriate correct 
actions to address safety issues and adverse trends in a timely manner, commensurate with their safety significance 
and complexity. Specifically, the licensee did not take appropriate corrective actions to address a very similar issue 
identified as NRC inspection finding 05000456/2010004 01; 05000457/2010004 01, “Failure to Follow Procedures 
for Temporary Scaffolds.” 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
INCORRECT EQUIPMENT USED DURING AN AUXILIARY FEEDWATER SUCTION PIPING FLUSH 
SURVEILLANCE 
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was self revealed when incorrect equipment was used during an AF suction 
piping flush surveillance. Specifically, the use of an incorrect and unqualified drain hose resulted in the hose rupturing 
and spraying water onto nearby safety related equipment, rendering the equipment inoperable until equipment tests 
could be performed. The licensee immediately terminated the flushing operation and entered this issue into the 
corrective action program as IR 1226235. The licensee also initiated a root cause evaluation to identify additional 
corrective actions. The inspectors determined that the use of an improper hose during an AF suction piping flush 
surveillance was a performance deficiency. This issue was determined to be more than minor in accordance with IMC 
0612, Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings.” Using Table 2 of IMC 0609, Attachment 4, the 
inspectors determined that the finding affected the secondary short-term decay heat removal function of the Mitigating 
Systems Cornerstone. The inspectors answered “No” to all Mitigating Systems Cornerstone questions in Table 4a, 
“Characterization Worksheet for Initiating Events, Mitigating Systems, and Barrier Integrity Cornerstone,” and, as a 
result, the finding was determined to be of very low safety significance (Green). The inspectors determined that this 
finding had a cross cutting aspect in the Work Practices component of the Human Performance cross cutting area (H.4
(a)) because when faced with the choice between two different hoses for a flushing activity, workers proceeded with 
the evolution in the face of uncertainty. 
Inspection Report# : 2011003 (pdf)  



Significance:  May 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Document and Justify Continued Operability of the Auxiliary Feedwater System. 
A finding of very low safety significance was identified at the Braidwood and Byron Stations by the inspectors when 
licensee personnel failed to adequately document and justify continued operability of the auxiliary feedwater (AF) 
system. Specifically, licensee evaluations of known voids in the AF alternate source suction piping did not provide an 
adequate technical basis to support operability of the AF pumps during a suction swap-over scenario. Subsequently, 
the licensee filled the voids and a Root Cause Evaluation (RCE) was initiated under Issue Report (IR) 1194196 
(Braidwood) and IR 1194324 (Byron). The RCE was initiated to determine why prior opportunities for discovery of 
the inadequate void acceptance basis were missed and to develop associated corrective actions.  
 
The inspectors determined the finding was more than minor because, if left uncorrected, the failure to recognize 
conditions that could render equipment inoperable had the potential to lead to a more significant safety concern. 
Because the finding was not a design deficiency, did not result in a loss of safety function, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that 
the finding was of very low safety significance (Green). This finding was associated with a cross-cutting aspect in the 
Decision-Making component of the Human Performance cross-cutting area because the licensee did not use 
conservative assumptions and did not verify the validity of underlying assumptions in their evaluations of the AF 
suction piping voids. (H.1(b)) (Section 4OA5.1.7.b) 
Inspection Report# : 2011012 (pdf)  

Significance:  May 04, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Installation of Annunciator System Wiring. 
A finding of very low safety significance was self-revealed at Braidwood Station when licensee personnel failed to 
properly install portions of the annunciator system circuitry in accordance with design specifications. Specifically, 
wiring in the annunciator system clock circuitry (the portion of the circuitry that allows annunciators to change status) 
was incorrectly installed, which resulted in an unexpected loss of all Braidwood Unit 2 control room annunciators on 
March 24, 2011. The licensee entered the issue into the corrective action program (CAP) as IR 1192465, corrected the 
wiring to provide the intended function, and revised procedures used to energize and de-energize the system.  
 
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, annunciator system redundancy was adversely affected and when the annunciator panels were de-
energized, the ability of operators to identify and respond to abnormal plant conditions was degraded. Because the 
finding was not a design deficiency, did not result in a loss of safety function, and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that the finding was 
of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because it was not indicative of current performance. (Section 4OA5.2.3.b) 
Inspection Report# : 2011012 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE INSTRUCTIONS FOR MEASURING ECCS VOIDS 
A finding of very low safety significance and associated Non Cited Violation of 10 CFR Part 50, Appendix B, 
Criterion V, “Instructions, Procedures, and Drawings,” was identified by the inspectors for the licensee’s failure to 
establish instructions for measuring pipe voids detected during surveillances of the emergency core cooling systems 
for gas accumulation. Specifically, instructions to measure the size of gas voids detected during venting at each safety 
injection and residual heat removal system vent location were not provided so that the effect of the void on system 
operability could be evaluated. The licensee entered this issue into the corrective action system and initiated procedure 



revisions to provide additional guidance for recording data to size voids identified during venting operations. The 
performance deficiency was determined to be more than minor because if left uncorrected it would have the potential 
to lead a more significant safety concern. The finding screened as of very low safety significance because it was a 
qualification deficiency confirmed not to result in loss of operability or functionality. Specifically, a qualitative 
assessment of the voids detected by venting since the implementation of the licensee’s resolution of GL 2008 01 
established reasonable assurance that they did not represent loss of operability. The inspectors did not find an 
applicable cross cutting aspect which represented the underlying cause of this performance deficiency; therefore, no 
cross cutting aspect was not assigned.  
 
Inspection Report# : 2011002 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR VORTEXING WHEN CALCULATING THE MAXIMUM AVAILABLE 
TIME TO SECURE THE CONTAINMENT SPRAY ADDITIVE TANK 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to account for vortexing when determining the maximum 
available time to secure the containment spray additive tank. Specifically, the applicable calculation assumed that 
nitrogen would enter the system when the tank was completely drained. The licensee entered this issue into the 
corrective action program and, at the time of the inspection, planned to revise the applicable calculation. The 
performance deficiency was determined to be more than minor because it was associated with the Containment 
Barrier cornerstone attribute of Structures, Systems, Components, and Barrier Performance and affected the 
cornerstone objective of providing reasonable assurance that physical design barriers protect the public from 
radionuclide releases caused by accidents or events. The finding screened as of very low safety significance because it 
was a design deficiency of the physical integrity of the reactor containment that did not: (1) affect the barrier function 
of the control room against smoke or a toxic atmosphere; (2) represent an actual open pathway in the physical 
integrity of reactor containment; and (3) involve an actual reduction in function of hydrogen igniters in the reactor 
containment. The inspectors determined that this finding had a cross cutting aspect in the area of Problem 
Identification and Resolution because the licensee did not thoroughly evaluate external operating experience. [P.2(a)]
Inspection Report# : 2011002 (pdf)  

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE THE EFFECTS OF DYNAMIC LOADS AT THE CONTAINMENT SPRAY 
DISCHARGE PIPING 
The inspectors identified a Non Cited Violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” 
having a very low safety significance (Green) for the failure to evaluate the effects of dynamic loads at the 
containment spray discharge piping. The inspectors were concerned because portions of the containment spray 
discharge piping are normally voided by design and neither the structural design nor operation of the system 
addressed the dynamic loads that would result when the voided piping is rapidly filled following system initiation. 
The licensee entered this issue into the corrective action program and, at the time of the inspection, planned to review 
the design to ensure compliance. The performance deficiency was determined to be more than minor because it was 
associated with the Containment Barrier cornerstone attribute of Structures, Systems, Components, and Barrier 
Performance and affected the cornerstone objective of providing reasonable assurance that physical design barriers 
protect the public from radionuclide releases caused by accidents or events. The finding screened as Green because it 
did not affect either core damage frequency or large early release frequency. The inspectors determined that this 
finding had a cross cutting aspect in the area of Problem Identification and Resolution because the licensee did not 
thoroughly evaluate external operating experience. [P.2(a)]  
 



Inspection Report# : 2011002 (pdf)  

Emergency Preparedness 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE EMERGENCY COMMUNICATION SYSTEM PERFORMANCE AGAINST 
MAINTENANCE RULE CRITERIA 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1) 
when licensee personnel failed to adequately monitor the performance of nonsafety related systems and components 
that exceeded performance criteria against pre established goals. Specifically, inadequate tracking of failures in the 
Emergency Communication (CQ) system resulted in the failure to evaluate corrective actions by the Maintenance 
Rule Expert Panel when 10 CFR 50.65(a)(1) performance criteria were unknowingly exceeded. In addition, once the 
system was placed in an (a)(1) status for an unrelated reason, the Action Plan did not address all of the performance 
criteria that had been unknowingly exceeded. The licensee entered this issue into their CAP as IR 1251652. 
Immediate corrective actions included revising the (a)(1) Action Plan to address the additional failures and to 
determine why the previously unknown failures were not included in the maintenance rule database. The finding was 
determined to be more than minor because it was associated with the Facilities and Equipment attribute of the 
Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 
0609, Attachment 4, “Phase 1 Initial Screening and Characterization of Findings.” Because this finding was associated 
with the Emergency Preparedness area, further evaluation was completed using IMC 0609, Appendix B, “Emergency 
Preparedness Significance Determination Process.” Using the examples of findings associated with Planning Standard 
10 CFR 50.47(b)(6) and Planning Standard 10 CFR 50.47(b)(8), the inspectors concluded that the finding was of very 
low safety significance. The inspectors determined that there was no cross cutting aspect associated with this finding 
since none of the cross-cutting aspects in IMC 0310 were determined to be appropriate for this issue.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  May 04, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of a Notice of Unusual Event 
The inspectors identified a finding of very low safety significance (Green) and an associated non-cited violation of 10 
CFR 50.54(q) at Braidwood Station after licensee personnel failed to promptly declare a Notice of Unusual Event in 
accordance with the Braidwood Emergency Plan. Specifically, on March 24, 2011, contrary to the Braidwood Station 
Radiological Emergency Plan Annex, the licensee did not declare Emergency Action Level (EAL) MU6 (Unusual 
Event) within 15 minutes of indications of a loss of greater than 75 percent of Unit 2 main control room annunciators. 
Corrective actions included implementation of Standing Order 11-007; additional training; and procedures revisions, 
which were all intended to clarify the function of the annunciator test push buttons in determining whether a loss of 
annunciators has occurred.  
 
The finding was more than minor because it was associated with the Emergency Response Organization Performance 
attribute of the Emergency Preparedness cornerstone, and affected the cornerstone objective of implementing 
adequate measures to protect the health and safety of the public in the event of a radiological emergency. Using the 
emergency preparedness significance determination process, Sheet 2, "Actual Event Implementation Problem," the 
inspectors determined the finding was of very low safety significance (Green) because the licensee failed to 
implement a risk significant planning standard (10 CFR 50.47(b)(4)) during an actual Notice of Unusual Event. This 
finding was associated with a cross-cutting aspect in the Resources component of the Human Performance cross-
cutting area because the licensee did not ensure that procedures were accurate and adequate to assure nuclear safety. 
Specifically, when provided with sufficient evidence that the annunciators were not properly responding, licensee 



personnel delayed implementation of the Emergency Plan until further information was obtained. This was due to 
inaccurate and conflicting procedures and a lack of knowledge of the annunciator system. (H.2(c)) (Section 
4OA5.2.5.b) 
Inspection Report# : 2011012 (pdf)  

Significance: SL-IV Feb 10, 2011 
Identified By: NRC 
Item Type: VIO Violation 
(Traditional Enforcement) Changes to EAL Basis Decreases the Effectiveness of the Plan without Prior NRC 
Approval (1EP4.1) 
A Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector for the licensee’s change to 
the emergency plan which decreased the effectiveness of the plan without NRC approval. Specifically, the licensee 
modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 15 minute classification 
time by the dispatching of personnel, reporting the notification of a fire from the field, and extinguishing the fire. As a 
result, this change indefinitely extends the start of the 15 minute emergency classification clock beyond a credible 
notification that a fire is occurring or indication of a valid fire detection system alarm. This change decreased the 
effectiveness of the emergency plan by reducing the capability to perform a risk significant planning function in a 
timely manner.  
 
The violation affected the NRC’s ability to perform its regulatory function because it involved implementing a change 
that decreased the effectiveness of the emergency plan without NRC Commission approval. Therefore, this issue was 
evaluated using Traditional Enforcement. The NRC determined that a Severity Level IV violation was appropriate due 
to the reduction of the capability to perform a risk significant planning standard function in a timely manner. The 
violation is cited because no corrective action had been taken to restore compliance since the issue was entered in the 
licensee’s corrective action program in December 2009. (Section 1EP4)  
 
The associated Performance Deficiency is tracked as item 2010503-02. Response letter received 03/30/2011, 
Acknowledgement letter sent back on 07/21/2011. 
Inspection Report# : 2010503 (pdf)  
Inspection Report# : 2011005 (pdf)  

Significance:  Feb 10, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Changes Made to EAL Basis that Decreased the Effectiveness (1EP4.1) 
A Green finding involving a Severity Level IV, Cited Violation of 10 CFR 50.54(q) was identified by the inspector 
for the licensee’s change to the emergency plan which decreased the effectiveness of the plan without NRC approval. 
Specifically, the licensee modified the Emergency Action Level (EAL) Basis in EAL HU6, Revision 21, to delay the 
15 minute classification time by the dispatching of personnel, reporting the notification of a fire from the field, and 
extinguishing the fire. As a result, this change indefinitely extends the start of the 15 minute emergency classification 
clock beyond a credible notification that a fire is occurring or indication of a valid fire detection system alarm. This 
change decreased the effectiveness of the emergency plan by reducing the capability to perform a risk significant 
planning function in a timely manner.  
 
The performance deficiency was more than minor and of very low safety-significance using Manual Chapter (MC) 
0612 and MC 0609, Appendix B, because it is associated with the emergency preparedness cornerstone attribute of 
procedure quality for EAL and emergency plan changes, and it adversely affected the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. Therefore, the performance deficiency was a finding. Using MC 0609, 
Appendix B, the inspector determined that the finding had a very low safety significance. The inspectors also 
determined that the finding had a cross-cutting aspect in the area of Human Performance, decision making because the 
licensee did not recognize that the change made to the EAL basis document decreased the effectiveness of the 
emergency plan. (H.1.(b)) (Section 1EP4)  
 
The associated Traditional Enforcement violation is tracked as item 2010503-01 
Inspection Report# : 2010503 (pdf)  



Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE CIRCULATING WATER BLOWDOWN PROCEDURE DURING 
LIQUID RADIOLOGICAL RELEASES 
The inspectors identified a finding of very low safety significance and an associated NCV of Technical Specification 
5.4.1, “Procedures,” when licensee personnel failed to adequately maintain procedure BwOP CW-12, “Circulating 
Water Blowdown System Fill, Startup, Operations, and Shutdown.” The Circulating Water Blowdown system was 
used during certain liquid radiological releases. Specifically, the licensee’s procedure did not provide sufficient 
guidance to prevent the system from being operated outside analyzed limits. The potential consequence of not 
operating this system within the design assumptions was an unplanned and unmonitored release of radioactive 
material to the environment. This issue was entered into the licensee’s CAP as IR 1299273. Corrective actions 
included the implementation of an Operations Standing Order to prohibit the operation of the Circulating Water 
Blowdown lineup and an assignment to formally revise the procedure.  
The finding was determined to be more than minor because it was associated with the Programs and Processes 
attribute of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective of ensuring the 
adequate protection of public health and safety from exposure of radioactive materials released into the public domain 
as a result of routine civilian nuclear reactor operations. The inspectors determined that the finding could be evaluated 
in accordance with IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process,” since the 
finding was associated with the licensee’s Radioactive Effluent Release program. This finding was determined to be 
of very low safety significance since it was not a failure to implement the effluent program and no unplanned or 
unmonitored release actually occurred. This finding had a cross cutting aspect in the Decision Making component of 
the Human Performance cross cutting area [H.1(a)] since licensee personnel failed to demonstrate that nuclear safety 
was an overriding priority. Specifically, licensee personnel failed to make risk significant decisions when faced with 
uncertain or unexpected plant conditions to ensure safety was maintained.  
 
Inspection Report# : 2011005 (pdf)  

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

Miscellaneous 
Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT LICENSEE EVENT REPORT PER 10 CFR 50.73(a)(2(vii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.73(a)(2)(vii) when licensee personnel failed to 
report events where a single cause or condition could have caused two safety related instrument channels to become 



inoperable in a single system designed to shutdown the reactor and maintain it in a safe shutdown condition. 
Specifically, on March 8, 2011, the licensee had identified errors in the station’s High Energy Line Break (HELB) 
calculations of record. On March 14, 2011, the licensee completed an Operability Evaluation and concluded that the 
equipment rollup doors for the Division 11 and Division 21 Miscellaneous Electric Equipment Rooms (MEERs) could 
not be opened in Modes 1 4 without declaring the safety related instrument inverters within the rooms inoperable. The 
licensee implemented administrative compensatory actions to prevent these doors from being opened in Modes 1 4. 
On April 7, 2011, the inspectors identified that the licensee did not have plans to review this issue for 10 CFR 50.73 
reporting requirements. The inspectors notified the licensee that they were aware of previous instances when these 
doors had been opened in Modes 1 4. Following the inspectors’ discussion with the licensee, the licensee initiated a 
CAP assignment to conduct a formal License Event Report (LER) review. The due date for this assignment was 
revised numerous times. The inspectors challenged the timeliness of this review based on the previous conclusions in 
the Operability Evaluation and the historic practice of not restricting access to these doors in any operational mode. 
On December 22, 2011, the licensee submitted an LER to report multiple historic events. The inspectors concluded 
that the licensee failed to submit the LER within 60 days of the discovery of the event on March 14, 2011, based upon 
a review of 10 CFR 50.73 and NUREG-1022, Revision 2. This issue was entered into the licensee’s CAP as IR 
1299906. Corrective actions included submitting an LER to the NRC on December 22, 2011. The inspectors 
determined that the failure to submit an LER in accordance with NRC regulations was a performance deficiency. 
Since this issue impacted the regulatory process, it was dispositioned through the TE process. The inspectors 
determined that this issue was a Severity Level IV violation based on a similar example referenced in Supplement I, 
Example D.4 of the NRC Enforcement Policy. The inspectors reviewed the technical issue related to the HELB 
calculation errors using the Reactor Oversight Process and documented a licensee-identified NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” which was of very low safety significance. Reactor Oversight Process 
cross cutting aspects do not apply to traditional enforcement issues, or licensee identified ROP findings of very low 
safety significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM ADEQUATE EVALUATIONS TO FACILITATE INDEPENDENT SPENT FUEL 
STORAGE INSTALLATION ACTIVITIES 
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations (CFR) 72.146, 
“Design Control,” when licensee personnel failed to perform adequate evaluations of the Independent Spent Fuel 
Storage Installation (ISFSI) pad, ISFSI components, and the effects of ISFSI loading operations on the operating 
plant. Specifically, the inspectors identified three examples in which licensee personnel failed to perform adequate 
evaluations to ensure compliance with 10 CFR 72.212(b)(5)(ii); 10 CFR 72.212(b)(8); and the Safety Analysis Report 
(SAR) referenced in the Holtec Certificate of Compliance (CoC). The licensee entered these issues into their 
Corrective Action Program (CAP) as Issue Report (IR) 1280650, IR 1278520, and IR 1245756. Corrective actions 
included revisions to calculations. Because this violation was related to an ISFSI license, it was dispositioned using 
the Traditional Enforcement (TE) process in accordance with Section 2.2 of the Enforcement Policy. The inspectors 
determined that the deficiency was of more than minor significance because the licensee’s evaluation did not assure 
structural integrity of the affected components under the design basis loads, and required extensive revisions to the 
calculations. The inspectors determined that the issue represented a Severity Level IV violation. Reactor Oversight 
Process (ROP) cross cutting aspects do not apply to TE issues or licensee identified ROP findings of very low safety 
significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES TO ENSURE MULTI PURPOSE CANISTER DESIGN BASIS 
PRESSURE IS NOT EXCEEDED 
The inspectors identified a Severity Level IV NCV of 10 CFR 72.150, "Instructions, Procedures, and Drawings," 
when licensee personnel failed to adhere to procedures to ensure that the design pressure limit for the multi-purpose 
canister (MPC) would not be exceeded during loading operations. The licensee entered this issue into their CAP as IR 



01279837, IR 01286670, and IR 01285354. The licensee imposed an ISFSI stand-down to reinforce and correct 
procedure use and adherence as a corrective action to restore compliance. The issue was determined to be of more 
than minor significance using IMC 0612, “Power Reactor Inspection Reports,” Appendix E, “Examples of Minor 
Issues,” Example 2h, in that multiple examples of a failure to follow procedures were identified. Although the 
violation contributed to the likelihood of the canister design pressure being exceeded, it was verified that the canister 
was within its design pressure. Therefore, the inspectors determined that the issue represented a Severity Level IV 
violation. Reactor Oversight Process cross cutting aspects do not apply to TE issues or licensee identified ROP 
findings of very low safety significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  
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Braidwood 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO STANDARDS OF OUTDOOR SECURED MATERIAL ZONES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to station 
housekeeping procedures to ensure materials that could become missile hazards during high winds or tornado 
conditions were not stored in the vicinity of the station’s offsite power transformers. Specifically, the licensee failed to 
remove or secure three boards and a tarp within the secured material zone that were intended for work scheduled the 
next day. No violation of regulatory requirements was identified. The licensee entered this issue into their corrective 
action program as Issue Report (IR) 1243186 and IR 1246870. Corrective actions included plans to brief licensee staff 
and supervisors on the procedural requirements to ensure materials that could become missile hazards during high 
winds or tornado conditions were not stored in the vicinity of the station’s offsite power transformers, a daily 
walkdown of outdoor areas to identify inappropriately stored material, reduction in the size of the secured material 
zone to credit buildings as a barrier, and painting to identify the boundaries of the secured material zone. The 
performance deficiency was determined to be more than minor because it was associated with the Human 
Performance attribute of the Initiating Events Cornerstone and adversely 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, controls prescribed by station procedures to limit the likelihood of losing offsite 
power during adverse weather conditions were not adhered to by station personnel. The inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Initiating Events 
Cornerstone. Specifically, the inspectors answered ‘No’ to all of the Transient Initiator questions in IMC 0609.04, 
Table 4a, and therefore the finding screened as having very low safety significance (Green). This finding had a cross 
cutting aspect in the Work Practices component of the Human Performance cross cutting area [H.4(c)] since the 
licensee failed to provide supervisory and management oversight of work activities to ensure that nuclear safety was 
supported.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO FOLLOW PROCEDURAL STANDARDS RELATED TO THE STORAGE OF OUTSIDE 
MATERIAL THAT COULD IMPACT OFSITE POWER AVAILABILITY 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
housekeeping and severe weather abnormal operating procedures to ensure specified materials were not stored in the 
vicinity of the station offsite power transformers. The licensee had implemented these standards to reduce the 
possibility of material impacting offsite power during severe weather conditions, such as high winds. Corrective 
actions included the immediate removal of the material from the prohibited areas, reinforcement of the procedural 
standards to the licensee’s staff, and entering the issue into the corrective action program as Issue Reports (IRs) 
1221226 and 1221435. The inspectors determined that the failure to adhere to procedural standards was a performance 
deficiency. This issue was determined to be more than minor in accordance with IMC 0612, Appendix B, “Issue 
Screening,” 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 determined the finding could be 
evaluated using the SDP in accordance with IMC 0609, Attachment 4, “Phase 1 – Initial Screening and 
Characterization of Findings.” Using IMC 0609, Attachment 4, and because this finding was associated with the 



Transient Initiator area of the Initiating Events Cornerstone and 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 was determined to be 
of very low safety significance (Green). The inspectors determined that this finding had a cross cutting aspect in the 
Work Practices component of the Human Performance cross cutting area (H.4(c)) because the licensee did not ensure 
adequate supervisory and management oversight of work activities such that nuclear safety was supported. 
Inspection Report# : 2011003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN APPROVED FIRE PROTECTION PROGRAM REGARDING SAFE 
SHUTDOWN FIRE DAMPER QUALIFICATION 
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to adequately maintain the approved fire protection program after receiving 
information that adversely affected the qualification of fire dampers credited in the safe shutdown analysis. 
Specifically, the licensee inadvertently removed an action to secure ventilation upon the confirmation of a fire 
following a revision to the station’s Pre-Fire Plans in 2010. This action was established after the licensee received 
NRC Information Notice (IN) 89 52, “Potential Fire Damper Operational Problems,” which notified the licensee that 
these dampers were not qualified to shut with air flow through them. A significant contributor to this error was a 
failure of the licensee to adequately incorporate this action into the appropriate procedures and clearly document this 
requirement and basis for this requirement into the approved fire protection program. The licensee entered this issue 
into their corrective action program (CAP) as IR 1309949. Corrective actions included the implementation of 
Operations Standing Order 11 027 requiring manual operator action until a procedure change to the Fire Hazardous 
Materials Spill and/or Injury procedure (BwAP 1100 16), and Fire Response Guidelines (BwOP FP 100) was 
performed. Additionally, the licensee created an assignment to provide training to the fire brigade leaders for these 
planned procedure revisions. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, the failure to ensure that ventilation systems were secured upon the 
confirmation of a fire could affect the ability of fire dampers to shut and perform their safety function. The inspectors 
evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” Table 3b for the Mitigating 
Systems Cornerstone, which directed this finding be reviewed using IMC 0609, Appendix F, “Fire Protection 
Significance Determination Process,” since the finding affected fire barriers. The inspectors assigned this issue a “low 
degradation” rating based upon the high likelihood that ventilation would be secured upon the onset of a fire due to 
numerous ionization detectors that automatically trip ventilation systems upon the detection of smoke. Based on this 
assigned rating, the inspectors determined that this finding was of very low safety significance (Green). The inspectors 
determined that the most significant causal factor related to this finding was a failure to adequately incorporate the 
requirement into the current licensing basis (CLB) in 1989, and therefore this finding was not indicative of current 
performance and a cross-cutting aspect was not assigned. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT CONDITIONS ADVERSE TO QUALITY 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” when licensee personnel failed to promptly correct conditions 
adverse to quality. Specifically, from 2006 to 2011, licensee personnel failed to correct a poor material condition in 
the auxiliary building ventilation (VA) intake plenums that resulted in clogging of floor drains and water leakage into 
electrical penetration and cable spreading room areas; and from 2010 to 2012, the licensee failed to correct a degraded 



floor drain in the Unit 2 miscellaneous electrical equipment room (MEER) that was next to a safety shower adjacent 
to a safety related direct current (DC) bus. The licensee entered this issue into their CAP as IRs 1291696 and 
1332289. Corrective actions included cleaning and re coating the VA intake plenums and routing out the floor drains 
in the MEERs. The finding was determined to be more than minor because it was associated with the Design Control 
and Protection Against External Events attributes of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage.). Specifically, the licensee failed to promptly correct degraded 
and clogged auxiliary building floor drains or the poor material condition in the VA intake plenum. The inspectors 
evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” and determined that the finding 
affected the Flood Protection Degraded Function of the Mitigating Systems Cornerstone, per Table 2. The inspectors 
answered ‘Yes’ to Question 5 in Table 4a, which directed the inspectors to Table 4b since the issue was related to 
flood protection. The inspectors answered ‘No’ to Question 2 of Table 4b because the floor drains were degraded, but 
the pooling water in the VA plenums or MEERs would not have likely resulted in a plant trip or transient. As a result, 
the issue screened as having very low safety significance (Green). This finding had a cross cutting aspect in the 
Corrective Action Program component of the Problem Identification and Resolution cross cutting area because the 
licensee failed to properly classify, prioritize, or evaluate conditions adverse to quality associated with auxiliary 
building floor drains and VA intake plenum such that the conditions were promptly corrected [P.1(c)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE SAFETY-RELATED HELB BARRIERS INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1), 10 
CFR 50.65(a)(2), and 10 CFR 50.65(b) when licensee personnel failed to scope numerous high energy line break 
(HELB) hazard barrier dampers into the maintenance rule, as required. The function of these barriers was to protect 
safety-related equipment such as the emergency diesel generators (EDGs) and safety-related alternating current (AC) 
and DC buses and cables from credited HELB sources in the turbine building. The licensee entered this issue into their 
CAP as IR 1310448. Corrective actions included scoping the dampers into the maintenance rule and assigning 
preventative maintenance performance monitoring criteria.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to monitor damper performance and establish performance goals could 
adversely affect the availability, reliability, and capability of safety-related structures, systems and components 
protected by the hazard barrier. The inspectors determined the finding could be evaluated using the SDP in accordance 
with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening and Characterization 
of Findings,” Table 4a for the Mitigating Systems Cornerstone. The finding screened as having very low safety 
significance since it was not a design or qualification deficiency confirmed not to result in a loss of operability or 
functionality. This finding was not indicative of current performance since the scoping aspects were determined prior 
to the rule’s effective date of July 10, 1996. As a result, a cross-cutting aspect was not assigned to this finding.  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT CLASSIFICATION OF ENVIRONMENTAL QUALIFICATION ZONES 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.49(e) when 
licensee personnel failed to correctly classify the EDGs, essential switchgear (ESG), and MEERs containing electrical 
equipment important to safety. Specifically, the licensee’s environmental qualification (EQ) program did not take into 
consideration the temperature and humidity changes expected for these rooms following a turbine building HELB and 
improperly classified these rooms as mild environments subjected to abnormal conditions instead of harsh 



environments. The licensee entered this issue into their CAP as IR 1288474. Corrective actions included an 
assignment for Corporate Engineering to provide a recommended environmental classification for the rooms where 
the abnormal conditions, due to a turbine building HELB event, were expected to occur. The finding was determined 
to be more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
determined the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Phase I Initial Screening and Characterization of Findings,” Table 4a for the Mitigating 
Systems Cornerstone. The finding screened as having very low safety significance since it was not a design or 
qualification deficiency confirmed not to result in a loss of operability or functionality. This finding was not indicative 
of current performance and therefore was not assigned a cross-cutting aspect because the EQ classification of the 
rooms was completed in 1992.  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
OPERAILITY EVALUATION NOT PERFORMED IN ACCORDANCE WITH STATION STANDARDS 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying a non-conservative assumption related to closure times 
for hazard barrier dampers separating the Turbine Building from various safety-related rooms within the Auxiliary 
Building. In particular, the issues raised by the inspectors during their review of Operability Evaluation 11-006, 
Revision 1, resulted in the station re-evaluating the non-conservative assumptions against aspects of the Current 
Licensing Basis (CLB) not previously considered, and substantially revising Operability Evaluation 11-006, Revision 
1. The licensee entered these issues into their CAP as IR 1185016, IR 1199223, IR 1237395, IR 1237140, IR 
1242942, IR 1246918, IR 1276888, IR 1277627, and IR 1279543. In addition to revising Operability Evaluation 
2011-006, Revision 1, corrective actions included an assignment to reconstitute design basis calculation records and 
plans to re-design the hazard barrier dampers. This finding did not involve enforcement action because no regulatory 
requirement was violated. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). The inspectors determined that the finding could be evaluated using the SDP in 
accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening 
and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered “No” 
to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04, and, as a result, the finding 
screened as having very low safety significance (Green). This finding had a cross cutting aspect in the Corrective 
Action Program component of the Problem Identification and Resolution cross-cutting area [P.1(c)] because the 
licensee failed to thoroughly evaluate the impact on operability of a non-conforming condition associated with hazard 
barrier damper closure times.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO MAINTENANCE RULE IMPLEMENTATION PROCEDURES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to licensee 
procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, procedural requirements for the use 
of operator restoration actions to credit availability of auxiliary feedwater, main steam dump valves, or emergency 
diesel generator ventilation during certain surveillances were not met. The licensee entered this issue into their CAP as 
IR 1249723, IR 1251652, IR 1291692, IR 1293440, and IR 1293998. Immediate corrective actions included a review 
of all risk management actions and implementation of new Operations Standing Order requirements to enhance 
discussions of risk management actions and to formally log dedicated operator assignments. The licensee was also 
improving the method of documenting and using restoration actions such that the actions would be more formally 



documented and referenced in controlled procedures. This finding did not involve enforcement action because no 
regulatory requirement was violated.  
The finding was determined to be more than minor because it was associated with the Procedure Quality attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a of IMC 0609.04 and, as a result, the finding screened as having very low 
safety significance. This finding had a cross cutting aspect in the Resources component of the Human Performance 
cross cutting area [H.2(c)] because the documented restoration actions for several surveillances were not in 
accordance with licensee procedures or industry generic guidance.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW AND ESTABLISH ADEQUATE HAZARD BARRIER IMPAIRMENT 
PROCEDURES 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50.65(a)
(4), “Requirements for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” when the licensee’s 
process for the control of hazard barriers failed to manage the risk of temporarily impairing barriers under certain 
circumstances. Specifically, the licensee’s Risk Management and Plant Barrier Impairment (PBI) Processes provided 
generic approval for the impairment of a hazard barrier door function to permit movement of heavy equipment 
through the door provided the duration was less than 30 minutes and the door was not blocked open. The inspector’s 
were concerned that this would not restrict activities in which the equipment being moved would prevent the door 
from closing and providing its hazard barrier function during the 30 minute time frame. The licensee communicated to 
the inspector’s that the 30 minutes had no regulatory basis, but was used, in part, because it was reasonable. In 
addition to this example, the inspectors identified two examples in which licensee personnel failed to adhere to the 
station’s PBI Program, which adversely affected the station’s ability to manage risk. The licensee entered this issue 
into their CAP as IR 1282782 and IR 1307401. As a result of the inspectors’ observations, the licensee revised 
procedure BwAP 1110 03, “Plant Barrier Impairment Program,” to include additional guidance on the control of 
hazard barriers. The licensee was also considering whether additional training of personnel on the control of hazard 
barriers was warranted.  
The finding was determined to be more than minor because it was associated with the Design Control attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a and, as a result, the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Corrective Action Program component of the Problem 
Identification and Resolution cross cutting area [P.2(b)] since licensee personnel failed to adequately utilize operating 
experience (i.e., Regulatory Information Summary 2001 009, “Control of Hazard Barriers”) to ensure that station 
procedures provided adequate controls for effectively managing risk when hazard barrier doors could be impaired 
during activities to facilitate maintenance. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL HIGH ENERGY LINE BREAK BARRIER DOORS 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to ensure that Unit 1 and Unit 2 boundary 



doors credited as shut in design basis High Energy Line Break (HELB) room heat-up calculations were effectively 
controlled in station procedures. Specifically, doors separating divisions for the Unit 1 and Unit 2 Engineered Safety 
Feature (ESF) Switchgear Rooms and Miscellaneous Electrical Equipment Rooms (MEERs) were not considered 
HELB boundaries in the station’s Plant Barrier Impairment (PBI) procedure as required. Therefore, these doors could 
have been impaired for various reasons (e.g., maintenance) without the licensee ensuring that regulatory requirements 
were maintained, including those contained in the Technical Specifications (TSs) and 10 CFR 50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants.” The licensee entered this issue into their 
corrective action program as IR 1242942. Corrective actions included a revision to the station’s PBI procedure to 
ensure that these barrier doors were considered HELB boundaries. The performance deficiency was determined to be 
more than minor because it was associated with the Protection Against External Events attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, if these doors had been impaired during a design basis turbine building HELB event with an active single 
failure of a HELB isolation damper, both electrical divisions in the ESF Switchgear Rooms or MEERs could have 
been adversely affected by the harsh steam environment. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 
Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04 and, 
as a result, the finding screened as having very low safety significance (Green). Due to the age of this issue, it was not 
reflective of current licensee performance and therefore the inspectors did not assign a cross-cutting aspect to this 
finding.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” when 
licensee personnel failed to obtain a license amendment prior to implementing a proposed change to the plant that 
resulted in a more than minimal increase in the likelihood of occurrence of a malfunction of a structure, system or 
component important to safety previously evaluated in the Updated Final Safety Analysis Report (UFSAR). 
Specifically, the licensee performed a modification to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to 
be shared between units and the 10 CFR 50.59 evaluation that was performed reached the erroneous conclusion that 
prior NRC approval was not required. The licensee entered this issue into the corrective action program as IR 
1258017 and planned to submit a License Amendment Request (LAR) to the NRC for this design change. The 
violation was determined to be more than minor because the inspectors determined that the change required prior 
NRC approval. Violations of 10 CFR 50.59 are dispositioned using the traditional enforcement process because they 
are considered to be violations that potentially impede or impact the regulatory process. In accordance with Section 
6.1.d.2 of the NRC Enforcement Policy, this violation is categorized as Severity Level IV because the resulting 
changes were evaluated by the SDP as having very low safety significance.  
 
The associated Performance Deficiency is tracked as item 2011-004-07. 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a finding of very low safety significance when licensee personnel failed to obtain a license 
amendment prior to implementing a proposed change to the plant that resulted in a more than minimal increase in the 
likelihood of occurrence of a malfunction of a structure, system or component important to safety previously 
evaluated in the Updated Final Safety Analysis Report (UFSAR). Specifically, the licensee performed a modification 
to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to be shared between units and the 10 CFR 50.59 
evaluation that was performed reached the erroneous conclusion that prior NRC approval was not required. The 
licensee entered this issue into the corrective action program as IR 1258017 and planned to submit a License 



Amendment Request (LAR) to the NRC for this design change. The violation was determined to be more than minor 
because the inspectors determined that the change required prior NRC approval. The underlying technical issue was 
evaluated through the SDP to determine the severity of the violation. In this case, the inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. Specifically, the inspectors answered “Yes” to Question 1 of the Mitigating Systems 
Cornerstone column of the Phase 1 worksheet because the inspectors concluded that this was a change confirmed not 
to result in the loss of operability. Based upon this Phase 1 screening, the inspectors concluded that the issue was of 
very low safety significance (Green). This finding had a cross-cutting aspect in the Operating Experience component 
of the Problem Identification and Resolution (PI&R) cross-cutting area [P.2.(b)] because the licensee failed to make 
adequate use of known industry operating experience in the screening of a modification prior to installation.  
 
The associated Traditional Enforcement Item is tracked as item 2011-004-06. 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW MAINTENANCE RULE PROCEDURE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
licensee procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, the licensee failed to adhere 
to the requirements of procedure ER AA 310 when crediting availability of the Unit 1 and Unit 2 ‘B’ train AF pumps 
by not having documented restoration actions (i.e. Risk Management Actions (RMAs)) during quarterly in service 
testing surveillances that involved the manual cycling of cooling water valves. The licensee entered the issue into the 
corrective action program as IR 1251652 and took immediate corrective actions to revise the applicable portion of the 
Excel spreadsheet that documented restoration actions. The licensee was also considering a more robust process for 
the documentation of restoration actions to credit equipment availability. The performance deficiency was determined 
to be more than minor because it was associated with the Procedure Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
system that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
procedural requirements to credit the availability of the ‘B’ train AF pumps were not met. The inspectors determined 
the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase - 1 Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 
4a of IMC 0609.04 and, as a result, the finding screened as having very low safety significance (Green). This finding 
had a cross cutting aspect in the Work Control component of the Human Performance cross cutting area [H.2(c)] since 
during performance of the 1B and 2B AF pump surveillances that involved the manual cycling of cooling water 
valves, the licensee did not have complete and accurate documentation related to the implementation of RMAs for 
these surveillances.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN OF AUXILIARY FEEDWATER SYSTEM INCLUDED VOIDS IN SAFETY-RELATED 
ALTERNATE SUCTION FLOWPATHS 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to properly analyze the configuration of 
the SX connections to the AF pumps. Specifically, a section of the piping was intentionally maintained empty 
(voided), but was not previously analyzed. This condition existed since initial plant construction. The issue was 
entered into the licensee’s corrective action program as IR 1173517. Additionally, the licensee filled the voided 
sections of pipe, restoring compliance with the licensed design basis. The performance deficiency was determined to 
be more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Design Control 



and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the unverified configuration 
might have rendered each of the AF pumps inoperable. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 
Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘Yes’ to Question 1 of the Mitigating Systems Cornerstone column of the Phase 1 worksheet 
because the inspectors concluded that this finding was confirmed not to result in a loss of operability. This conclusion 
was reached after reviewing tests performed by the licensee. The tests demonstrated there was reasonable assurance 
that the AF system would perform its safety function in the installed configuration. Based on this Phase 1 screening, 
the inspectors concluded that the issue was of very low safety significance (Green). Due to the age of this issue, the 
inspectors did not identify a cross cutting aspect associated with this finding because it was not indicative of current 
licensee performance.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Embedment Plate Design Deficiencies 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the structural steel 
embedment plate which supports Safety Injection (SI) pipe supports 1SI06025V and 1SI06030S. Specifically, the 
licensee failed to demonstrate compliance with the American Institute of Steel Construction (AISC) and Seismic 
Category I linear elastic requirements. The licensee entered this issue into their corrective action program and planned 
calculation revisions and modifications as needed to restore design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of the SI piping and pipe supports. Specifically, the licensee used the actual material yield stress to ensure 
the structural steel embedment plate would maintain structural integrity when subjected to design loads. This is 
contrary to the AISC and Seismic Category I linear elastic requirements to use the specified minimum yield stress of 
the material. The inspectors determined that the finding was of very low safety significance because the finding did 
not result in loss of operability or functionality. The inspectors did not identify a cross-cutting aspect associated with 
this finding because it was associated with a calculation from the 1980s and was not reflective of current performance. 
(Section 1R17.2.b.(1)) 
Inspection Report# : 2011008 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Permanent Lead Shielding Added to Safety Injection and Chemical Volume and Control System Piping. 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the Unit 1 SI subsystem 
1SI06 and the Unit 1 Chemical Volume and Control System (CVCS) subsystem 1CV18 piping and pipe supports. 
Specifically, the licensee failed to demonstrate compliance with the AISC and the American Society of Mechanical 
Engineers (ASME) Boiler and Pressure Vessel Code for the 1SI06 and 1CV18 piping and pipe supports. The licensee 
entered this  
issue into their corrective action program and planned calculation revisions and modifications as needed to restore 
design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of SI piping and pipe supports and CVCS piping and pipe supports. Specifically, the licensee did not 
perform an analysis to ensure compliance with AISC and ASME Section III requirements with the addition of 
permanent lead shielding to ensure the 1SI06 and 1CV18 piping and pipe supports would maintain structural integrity 



when subjected to design basis loads. The inspectors determined that the underlying finding was of very low safety 
significance because the finding did not result in loss of operability or functionality. The inspectors did not identify a 
cross-cutting aspect associated with this finding because this was a calculational deficiency that did not occur within 
the past three years and was not reflective of current performance. (Section 1R17.2.b.(2)) 
Inspection Report# : 2011008 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
STRUCTURAL STEEL BEAM MISSING FIRE PROOFING MATERIALS 
The inspectors identified a finding of very low safety significance and an associated NCV of Braidwood Operating 
License Condition 2.E when licensee personnel failed to fireproof a structural steel beam to achieve a required 3 hour 
fire rating. Specifically, the lack of fireproofing on the structural steel beam degraded a 3-hour rated fire barrier 
between the auxiliary building laundry room and the Unit 1 lower cable spreading room. The licensee implemented 
compensatory measures that included hourly fire watches and entered this issue into the corrective action program as 
IR 1209808. The inspectors determined that the failure to fireproof the structural steel beam in the auxiliary building 
laundry room as specified in the Fire Protection Report was a performance deficiency. This issue was determined to 
be more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Appendix F, “Fire Protection Significance 
Determination Process,” because this finding was associated with or involved the impairment or degradation of a fire 
protection barrier. This finding was determined to be of very low safety significance (Green) because there were no 
fire ignition source scenarios that would have caused the structural steel beam to weaken and collapse the ceiling. The 
inspectors determined there was no cross cutting aspect associated with this finding because it did not reflect current 
performance due to the age of the performance deficiency. 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ENSURE THAT THE DESIGN OF THE AUXILIARY FEEDWATER SUCTION PIPING 
WAS ADEQUATE TO PREVENT AIR ENTRAINMENT FOLLOWING A SEISMIC OR TORNADO 
EVENT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to analyze whether the design of the 
auxiliary feedwater (AF) system ensured that air entrained into the system following a postulated seismic or tornado 
event did not prevent the system from performing its safety function. Specifically, licensee personnel failed to 
evaluate the failure of non-seismically qualified condensate storage tank suction piping during an earthquake or 
tornado that would cause the operating auxiliary feedwater pumps to draw air from the break location, potentially air-
binding the pumps. The licensee entered this issue into their corrective action program as 1202772 to identify any 
required changes to the design of the system and performed an operability evaluation. The inspectors determined that 
the failure to analyze whether air entrained into the AF system following a postulated seismic or tornado event would 
prevent the system from performing its safety function was a performance deficiency. This issue was determined to be 
more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because it was associated with the 
Protection Against External Events attribute of the Mitigating Systems Cornerstone and affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of Findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that there was no cross-cutting aspect associated with this finding because it did not reflect 
current performance due to the age of the performance deficiency.



Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE QUALITY REVIEW OF TEMPORARY CONSTRUCTED SCAFFOLDS INSTALLED 
THROUGHOUT THE PLANT 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” related to an inadequate quality review of 
temporarily constructed scaffolds installed throughout the plant. Specifically, the licensee failed to adhere to 
procedural requirements associated with installed temporary scaffolds prior to reaching 90 days in service. The 
procedural action required that the temporary scaffold be converted to a permanent scaffold or that a 10 CFR Part 
50.59 evaluation be performed for the specific scaffold to ensure that the temporary scaffold did not adversely affect 
structures, system and components (SSCs) before reaching 90 days in service. Corrective actions included 
implementing the procedural requirements for the identified scaffolds and entering the issue into the corrective action 
program as IR 1206426. The inspectors determined that the failure to adhere to the standards of a quality procedure 
was a performance deficiency. This issue was determined to be more that minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because the performance deficiency, if left uncorrected, would have the potential to 
become a more a more significant safety concern. Specifically, by not taking the actions prescribed by procedure, the 
temporary structures would not have an adequate qualification if left in the plant for greater than 90 days and may not 
meet all standards of the station’s licensing basis. The inspectors determined the finding could be evaluated using the 
SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening 
and Characterization of findings,” Table 4a for the Mitigating Systems Cornerstone and answered “No” to the 
Mitigating Systems Cornerstone questions. Specifically, the issue did not result in the actual loss of the operability or 
functionality of a safety system. Therefore, the finding screened as having very low safety significance (Green). The 
inspectors determined that this finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution cross-cutting area (P.1(d)) because the licensee did not take appropriate correct 
actions to address safety issues and adverse trends in a timely manner, commensurate with their safety significance 
and complexity. Specifically, the licensee did not take appropriate corrective actions to address a very similar issue 
identified as NRC inspection finding 05000456/2010004 01; 05000457/2010004 01, “Failure to Follow Procedures 
for Temporary Scaffolds.” 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
INCORRECT EQUIPMENT USED DURING AN AUXILIARY FEEDWATER SUCTION PIPING FLUSH 
SURVEILLANCE 
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was self revealed when incorrect equipment was used during an AF suction 
piping flush surveillance. Specifically, the use of an incorrect and unqualified drain hose resulted in the hose rupturing 
and spraying water onto nearby safety related equipment, rendering the equipment inoperable until equipment tests 
could be performed. The licensee immediately terminated the flushing operation and entered this issue into the 
corrective action program as IR 1226235. The licensee also initiated a root cause evaluation to identify additional 
corrective actions. The inspectors determined that the use of an improper hose during an AF suction piping flush 
surveillance was a performance deficiency. This issue was determined to be more than minor in accordance with IMC 
0612, Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, Attachment 4, 
“Phase 1 – Initial Screening and Characterization of Findings.” Using Table 2 of IMC 0609, Attachment 4, the 
inspectors determined that the finding affected the secondary short-term decay heat removal function of the Mitigating 
Systems Cornerstone. The inspectors answered “No” to all Mitigating Systems Cornerstone questions in Table 4a, 
“Characterization Worksheet for Initiating Events, Mitigating Systems, and Barrier Integrity Cornerstone,” and, as a 
result, the finding was determined to be of very low safety significance (Green). The inspectors determined that this 



finding had a cross cutting aspect in the Work Practices component of the Human Performance cross cutting area (H.4
(a)) because when faced with the choice between two different hoses for a flushing activity, workers proceeded with 
the evolution in the face of uncertainty. 
Inspection Report# : 2011003 (pdf)  

Significance:  May 04, 2011 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Document and Justify Continued Operability of the Auxiliary Feedwater System. 
A finding of very low safety significance was identified at the Braidwood and Byron Stations by the inspectors when 
licensee personnel failed to adequately document and justify continued operability of the auxiliary feedwater (AF) 
system. Specifically, licensee evaluations of known voids in the AF alternate source suction piping did not provide an 
adequate technical basis to support operability of the AF pumps during a suction swap-over scenario. Subsequently, 
the licensee filled the voids and a Root Cause Evaluation (RCE) was initiated under Issue Report (IR) 1194196 
(Braidwood) and IR 1194324 (Byron). The RCE was initiated to determine why prior opportunities for discovery of 
the inadequate void acceptance basis were missed and to develop associated corrective actions.  
 
The inspectors determined the finding was more than minor because, if left uncorrected, the failure to recognize 
conditions that could render equipment inoperable had the potential to lead to a more significant safety concern. 
Because the finding was not a design deficiency, did not result in a loss of safety function, and did not screen as 
potentially risk-significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that 
the finding was of very low safety significance (Green). This finding was associated with a cross-cutting aspect in the 
Decision-Making component of the Human Performance cross-cutting area because the licensee did not use 
conservative assumptions and did not verify the validity of underlying assumptions in their evaluations of the AF 
suction piping voids. (H.1(b)) (Section 4OA5.1.7.b) 
Inspection Report# : 2011012 (pdf)  

Significance:  May 04, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Incorrect Installation of Annunciator System Wiring. 
A finding of very low safety significance was self-revealed at Braidwood Station when licensee personnel failed to 
properly install portions of the annunciator system circuitry in accordance with design specifications. Specifically, 
wiring in the annunciator system clock circuitry (the portion of the circuitry that allows annunciators to change status) 
was incorrectly installed, which resulted in an unexpected loss of all Braidwood Unit 2 control room annunciators on 
March 24, 2011. The licensee entered the issue into the corrective action program (CAP) as IR 1192465, corrected the 
wiring to provide the intended function, and revised procedures used to energize and de-energize the system.  
 
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems cornerstone and affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. 
Specifically, annunciator system redundancy was adversely affected and when the annunciator panels were de-
energized, the ability of operators to identify and respond to abnormal plant conditions was degraded. Because the 
finding was not a design deficiency, did not result in a loss of safety function, and did not screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event, the inspectors concluded that the finding was 
of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because it was not indicative of current performance. (Section 4OA5.2.3.b) 
Inspection Report# : 2011012 (pdf)  

Barrier Integrity 



Emergency Preparedness 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE EMERGENCY COMMUNICATION SYSTEM PERFORMANCE AGAINST 
MAINTENANCE RULE CRITERIA 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1) 
when licensee personnel failed to adequately monitor the performance of nonsafety related systems and components 
that exceeded performance criteria against pre established goals. Specifically, inadequate tracking of failures in the 
Emergency Communication (CQ) system resulted in the failure to evaluate corrective actions by the Maintenance 
Rule Expert Panel when 10 CFR 50.65(a)(1) performance criteria were unknowingly exceeded. In addition, once the 
system was placed in an (a)(1) status for an unrelated reason, the Action Plan did not address all of the performance 
criteria that had been unknowingly exceeded. The licensee entered this issue into their CAP as IR 1251652. 
Immediate corrective actions included revising the (a)(1) Action Plan to address the additional failures and to 
determine why the previously unknown failures were not included in the maintenance rule database. The finding was 
determined to be more than minor because it was associated with the Facilities and Equipment attribute of the 
Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 
0609, Attachment 4, “Phase 1 Initial Screening and Characterization of Findings.” Because this finding was associated 
with the Emergency Preparedness area, further evaluation was completed using IMC 0609, Appendix B, “Emergency 
Preparedness Significance Determination Process.” Using the examples of findings associated with Planning Standard 
10 CFR 50.47(b)(6) and Planning Standard 10 CFR 50.47(b)(8), the inspectors concluded that the finding was of very 
low safety significance. The inspectors determined that there was no cross cutting aspect associated with this finding 
since none of the cross-cutting aspects in IMC 0310 were determined to be appropriate for this issue.  
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Significance:  May 04, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Declaration of a Notice of Unusual Event 
The inspectors identified a finding of very low safety significance (Green) and an associated non-cited violation of 10 
CFR 50.54(q) at Braidwood Station after licensee personnel failed to promptly declare a Notice of Unusual Event in 
accordance with the Braidwood Emergency Plan. Specifically, on March 24, 2011, contrary to the Braidwood Station 
Radiological Emergency Plan Annex, the licensee did not declare Emergency Action Level (EAL) MU6 (Unusual 
Event) within 15 minutes of indications of a loss of greater than 75 percent of Unit 2 main control room annunciators. 
Corrective actions included implementation of Standing Order 11-007; additional training; and procedures revisions, 
which were all intended to clarify the function of the annunciator test push buttons in determining whether a loss of 
annunciators has occurred.  
 
The finding was more than minor because it was associated with the Emergency Response Organization Performance 
attribute of the Emergency Preparedness cornerstone, and affected the cornerstone objective of implementing 
adequate measures to protect the health and safety of the public in the event of a radiological emergency. Using the 
emergency preparedness significance determination process, Sheet 2, "Actual Event Implementation Problem," the 
inspectors determined the finding was of very low safety significance (Green) because the licensee failed to 
implement a risk significant planning standard (10 CFR 50.47(b)(4)) during an actual Notice of Unusual Event. This 
finding was associated with a cross-cutting aspect in the Resources component of the Human Performance cross-
cutting area because the licensee did not ensure that procedures were accurate and adequate to assure nuclear safety. 
Specifically, when provided with sufficient evidence that the annunciators were not properly responding, licensee 
personnel delayed implementation of the Emergency Plan until further information was obtained. This was due to 
inaccurate and conflicting procedures and a lack of knowledge of the annunciator system. (H.2(c)) (Section 
4OA5.2.5.b) 
Inspection Report# : 2011012 (pdf)  



Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE CIRCULATING WATER BLOWDOWN PROCEDURE DURING 
LIQUID RADIOLOGICAL RELEASES 
The inspectors identified a finding of very low safety significance and an associated NCV of Technical Specification 
5.4.1, “Procedures,” when licensee personnel failed to adequately maintain procedure BwOP CW-12, “Circulating 
Water Blowdown System Fill, Startup, Operations, and Shutdown.” The Circulating Water Blowdown system was 
used during certain liquid radiological releases. Specifically, the licensee’s procedure did not provide sufficient 
guidance to prevent the system from being operated outside analyzed limits. The potential consequence of not 
operating this system within the design assumptions was an unplanned and unmonitored release of radioactive 
material to the environment. This issue was entered into the licensee’s CAP as IR 1299273. Corrective actions 
included the implementation of an Operations Standing Order to prohibit the operation of the Circulating Water 
Blowdown lineup and an assignment to formally revise the procedure.  
The finding was determined to be more than minor because it was associated with the Programs and Processes 
attribute of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective of ensuring the 
adequate protection of public health and safety from exposure of radioactive materials released into the public domain 
as a result of routine civilian nuclear reactor operations. The inspectors determined that the finding could be evaluated 
in accordance with IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process,” since the 
finding was associated with the licensee’s Radioactive Effluent Release program. This finding was determined to be 
of very low safety significance since it was not a failure to implement the effluent program and no unplanned or 
unmonitored release actually occurred. This finding had a cross cutting aspect in the Decision Making component of 
the Human Performance cross cutting area [H.1(a)] since licensee personnel failed to demonstrate that nuclear safety 
was an overriding priority. Specifically, licensee personnel failed to make risk significant decisions when faced with 
uncertain or unexpected plant conditions to ensure safety was maintained.  
 
Inspection Report# : 2011005 (pdf)  

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

Miscellaneous 
Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT LICENSEE EVENT REPORT PER 10 CFR 50.73(a)(2(vii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.73(a)(2)(vii) when licensee personnel failed to 
report events where a single cause or condition could have caused two safety related instrument channels to become 



inoperable in a single system designed to shutdown the reactor and maintain it in a safe shutdown condition. 
Specifically, on March 8, 2011, the licensee had identified errors in the station’s High Energy Line Break (HELB) 
calculations of record. On March 14, 2011, the licensee completed an Operability Evaluation and concluded that the 
equipment rollup doors for the Division 11 and Division 21 Miscellaneous Electric Equipment Rooms (MEERs) could 
not be opened in Modes 1 4 without declaring the safety related instrument inverters within the rooms inoperable. The 
licensee implemented administrative compensatory actions to prevent these doors from being opened in Modes 1 4. 
On April 7, 2011, the inspectors identified that the licensee did not have plans to review this issue for 10 CFR 50.73 
reporting requirements. The inspectors notified the licensee that they were aware of previous instances when these 
doors had been opened in Modes 1 4. Following the inspectors’ discussion with the licensee, the licensee initiated a 
CAP assignment to conduct a formal License Event Report (LER) review. The due date for this assignment was 
revised numerous times. The inspectors challenged the timeliness of this review based on the previous conclusions in 
the Operability Evaluation and the historic practice of not restricting access to these doors in any operational mode. 
On December 22, 2011, the licensee submitted an LER to report multiple historic events. The inspectors concluded 
that the licensee failed to submit the LER within 60 days of the discovery of the event on March 14, 2011, based upon 
a review of 10 CFR 50.73 and NUREG-1022, Revision 2. This issue was entered into the licensee’s CAP as IR 
1299906. Corrective actions included submitting an LER to the NRC on December 22, 2011. The inspectors 
determined that the failure to submit an LER in accordance with NRC regulations was a performance deficiency. 
Since this issue impacted the regulatory process, it was dispositioned through the TE process. The inspectors 
determined that this issue was a Severity Level IV violation based on a similar example referenced in Supplement I, 
Example D.4 of the NRC Enforcement Policy. The inspectors reviewed the technical issue related to the HELB 
calculation errors using the Reactor Oversight Process and documented a licensee-identified NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” which was of very low safety significance. Reactor Oversight Process 
cross cutting aspects do not apply to traditional enforcement issues, or licensee identified ROP findings of very low 
safety significance, therefore, none was identified.  
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Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM ADEQUATE EVALUATIONS TO FACILITATE INDEPENDENT SPENT FUEL 
STORAGE INSTALLATION ACTIVITIES 
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations (CFR) 72.146, 
“Design Control,” when licensee personnel failed to perform adequate evaluations of the Independent Spent Fuel 
Storage Installation (ISFSI) pad, ISFSI components, and the effects of ISFSI loading operations on the operating 
plant. Specifically, the inspectors identified three examples in which licensee personnel failed to perform adequate 
evaluations to ensure compliance with 10 CFR 72.212(b)(5)(ii); 10 CFR 72.212(b)(8); and the Safety Analysis Report 
(SAR) referenced in the Holtec Certificate of Compliance (CoC). The licensee entered these issues into their 
Corrective Action Program (CAP) as Issue Report (IR) 1280650, IR 1278520, and IR 1245756. Corrective actions 
included revisions to calculations. Because this violation was related to an ISFSI license, it was dispositioned using 
the Traditional Enforcement (TE) process in accordance with Section 2.2 of the Enforcement Policy. The inspectors 
determined that the deficiency was of more than minor significance because the licensee’s evaluation did not assure 
structural integrity of the affected components under the design basis loads, and required extensive revisions to the 
calculations. The inspectors determined that the issue represented a Severity Level IV violation. Reactor Oversight 
Process (ROP) cross cutting aspects do not apply to TE issues or licensee identified ROP findings of very low safety 
significance, therefore, none was identified.  
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Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES TO ENSURE MULTI PURPOSE CANISTER DESIGN BASIS 
PRESSURE IS NOT EXCEEDED 
The inspectors identified a Severity Level IV NCV of 10 CFR 72.150, "Instructions, Procedures, and Drawings," 
when licensee personnel failed to adhere to procedures to ensure that the design pressure limit for the multi-purpose 
canister (MPC) would not be exceeded during loading operations. The licensee entered this issue into their CAP as IR 



01279837, IR 01286670, and IR 01285354. The licensee imposed an ISFSI stand-down to reinforce and correct 
procedure use and adherence as a corrective action to restore compliance. The issue was determined to be of more 
than minor significance using IMC 0612, “Power Reactor Inspection Reports,” Appendix E, “Examples of Minor 
Issues,” Example 2h, in that multiple examples of a failure to follow procedures were identified. Although the 
violation contributed to the likelihood of the canister design pressure being exceeded, it was verified that the canister 
was within its design pressure. Therefore, the inspectors determined that the issue represented a Severity Level IV 
violation. Reactor Oversight Process cross cutting aspects do not apply to TE issues or licensee identified ROP 
findings of very low safety significance, therefore, none was identified.  
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Braidwood 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO STANDARDS OF OUTDOOR SECURED MATERIAL ZONES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to station 
housekeeping procedures to ensure materials that could become missile hazards during high winds or tornado 
conditions were not stored in the vicinity of the station’s offsite power transformers. Specifically, the licensee failed to 
remove or secure three boards and a tarp within the secured material zone that were intended for work scheduled the 
next day. No violation of regulatory requirements was identified. The licensee entered this issue into their corrective 
action program as Issue Report (IR) 1243186 and IR 1246870. Corrective actions included plans to brief licensee staff 
and supervisors on the procedural requirements to ensure materials that could become missile hazards during high 
winds or tornado conditions were not stored in the vicinity of the station’s offsite power transformers, a daily 
walkdown of outdoor areas to identify inappropriately stored material, reduction in the size of the secured material 
zone to credit buildings as a barrier, and painting to identify the boundaries of the secured material zone. The 
performance deficiency was determined to be more than minor because it was associated with the Human 
Performance attribute of the Initiating Events Cornerstone and adversely 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, controls prescribed by station procedures to limit the likelihood of losing offsite 
power during adverse weather conditions were not adhered to by station personnel. The inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Initiating Events 
Cornerstone. Specifically, the inspectors answered ‘No’ to all of the Transient Initiator questions in IMC 0609.04, 
Table 4a, and therefore the finding screened as having very low safety significance (Green). This finding had a cross 
cutting aspect in the Work Practices component of the Human Performance cross cutting area [H.4(c)] since the 
licensee failed to provide supervisory and management oversight of work activities to ensure that nuclear safety was 
supported.  
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Mitigating Systems 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN APPROVED FIRE PROTECTION PROGRAM REGARDING SAFE 
SHUTDOWN FIRE DAMPER QUALIFICATION 
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to adequately maintain the approved fire protection program after receiving 
information that adversely affected the qualification of fire dampers credited in the safe shutdown analysis. 
Specifically, the licensee inadvertently removed an action to secure ventilation upon the confirmation of a fire 
following a revision to the station’s Pre-Fire Plans in 2010. This action was established after the licensee received 
NRC Information Notice (IN) 89 52, “Potential Fire Damper Operational Problems,” which notified the licensee that 
these dampers were not qualified to shut with air flow through them. A significant contributor to this error was a 



failure of the licensee to adequately incorporate this action into the appropriate procedures and clearly document this 
requirement and basis for this requirement into the approved fire protection program. The licensee entered this issue 
into their corrective action program (CAP) as IR 1309949. Corrective actions included the implementation of 
Operations Standing Order 11 027 requiring manual operator action until a procedure change to the Fire Hazardous 
Materials Spill and/or Injury procedure (BwAP 1100 16), and Fire Response Guidelines (BwOP FP 100) was 
performed. Additionally, the licensee created an assignment to provide training to the fire brigade leaders for these 
planned procedure revisions. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, the failure to ensure that ventilation systems were secured upon the 
confirmation of a fire could affect the ability of fire dampers to shut and perform their safety function. The inspectors 
evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” Table 3b for the Mitigating 
Systems Cornerstone, which directed this finding be reviewed using IMC 0609, Appendix F, “Fire Protection 
Significance Determination Process,” since the finding affected fire barriers. The inspectors assigned this issue a “low 
degradation” rating based upon the high likelihood that ventilation would be secured upon the onset of a fire due to 
numerous ionization detectors that automatically trip ventilation systems upon the detection of smoke. Based on this 
assigned rating, the inspectors determined that this finding was of very low safety significance (Green). The inspectors 
determined that the most significant causal factor related to this finding was a failure to adequately incorporate the 
requirement into the current licensing basis (CLB) in 1989, and therefore this finding was not indicative of current 
performance and a cross-cutting aspect was not assigned. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT CONDITIONS ADVERSE TO QUALITY 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” when licensee personnel failed to promptly correct conditions 
adverse to quality. Specifically, from 2006 to 2011, licensee personnel failed to correct a poor material condition in 
the auxiliary building ventilation (VA) intake plenums that resulted in clogging of floor drains and water leakage into 
electrical penetration and cable spreading room areas; and from 2010 to 2012, the licensee failed to correct a degraded 
floor drain in the Unit 2 miscellaneous electrical equipment room (MEER) that was next to a safety shower adjacent 
to a safety related direct current (DC) bus. The licensee entered this issue into their CAP as IRs 1291696 and 
1332289. Corrective actions included cleaning and re coating the VA intake plenums and routing out the floor drains 
in the MEERs. The finding was determined to be more than minor because it was associated with the Design Control 
and Protection Against External Events attributes of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage.). Specifically, the licensee failed to promptly correct degraded 
and clogged auxiliary building floor drains or the poor material condition in the VA intake plenum. The inspectors 
evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” and determined that the finding 
affected the Flood Protection Degraded Function of the Mitigating Systems Cornerstone, per Table 2. The inspectors 
answered ‘Yes’ to Question 5 in Table 4a, which directed the inspectors to Table 4b since the issue was related to 
flood protection. The inspectors answered ‘No’ to Question 2 of Table 4b because the floor drains were degraded, but 
the pooling water in the VA plenums or MEERs would not have likely resulted in a plant trip or transient. As a result, 
the issue screened as having very low safety significance (Green). This finding had a cross cutting aspect in the 
Corrective Action Program component of the Problem Identification and Resolution cross cutting area because the 
licensee failed to properly classify, prioritize, or evaluate conditions adverse to quality associated with auxiliary 
building floor drains and VA intake plenum such that the conditions were promptly corrected [P.1(c)].  
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Significance:  Mar 31, 2012 



Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE SAFETY-RELATED HELB BARRIERS INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1), 10 
CFR 50.65(a)(2), and 10 CFR 50.65(b) when licensee personnel failed to scope numerous high energy line break 
(HELB) hazard barrier dampers into the maintenance rule, as required. The function of these barriers was to protect 
safety-related equipment such as the emergency diesel generators (EDGs) and safety-related alternating current (AC) 
and DC buses and cables from credited HELB sources in the turbine building. The licensee entered this issue into their 
CAP as IR 1310448. Corrective actions included scoping the dampers into the maintenance rule and assigning 
preventative maintenance performance monitoring criteria.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to monitor damper performance and establish performance goals could 
adversely affect the availability, reliability, and capability of safety-related structures, systems and components 
protected by the hazard barrier. The inspectors determined the finding could be evaluated using the SDP in accordance 
with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening and Characterization 
of Findings,” Table 4a for the Mitigating Systems Cornerstone. The finding screened as having very low safety 
significance since it was not a design or qualification deficiency confirmed not to result in a loss of operability or 
functionality. This finding was not indicative of current performance since the scoping aspects were determined prior 
to the rule’s effective date of July 10, 1996. As a result, a cross-cutting aspect was not assigned to this finding.  
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Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT CLASSIFICATION OF ENVIRONMENTAL QUALIFICATION ZONES 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.49(e) when 
licensee personnel failed to correctly classify the EDGs, essential switchgear (ESG), and MEERs containing electrical 
equipment important to safety. Specifically, the licensee’s environmental qualification (EQ) program did not take into 
consideration the temperature and humidity changes expected for these rooms following a turbine building HELB and 
improperly classified these rooms as mild environments subjected to abnormal conditions instead of harsh 
environments. The licensee entered this issue into their CAP as IR 1288474. Corrective actions included an 
assignment for Corporate Engineering to provide a recommended environmental classification for the rooms where 
the abnormal conditions, due to a turbine building HELB event, were expected to occur. The finding was determined 
to be more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
determined the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Phase I Initial Screening and Characterization of Findings,” Table 4a for the Mitigating 
Systems Cornerstone. The finding screened as having very low safety significance since it was not a design or 
qualification deficiency confirmed not to result in a loss of operability or functionality. This finding was not indicative 
of current performance and therefore was not assigned a cross-cutting aspect because the EQ classification of the 
rooms was completed in 1992.  
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Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
OPERAILITY EVALUATION NOT PERFORMED IN ACCORDANCE WITH STATION STANDARDS 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying a non-conservative assumption related to closure times 



for hazard barrier dampers separating the Turbine Building from various safety-related rooms within the Auxiliary 
Building. In particular, the issues raised by the inspectors during their review of Operability Evaluation 11-006, 
Revision 1, resulted in the station re-evaluating the non-conservative assumptions against aspects of the Current 
Licensing Basis (CLB) not previously considered, and substantially revising Operability Evaluation 11-006, Revision 
1. The licensee entered these issues into their CAP as IR 1185016, IR 1199223, IR 1237395, IR 1237140, IR 
1242942, IR 1246918, IR 1276888, IR 1277627, and IR 1279543. In addition to revising Operability Evaluation 
2011-006, Revision 1, corrective actions included an assignment to reconstitute design basis calculation records and 
plans to re-design the hazard barrier dampers. This finding did not involve enforcement action because no regulatory 
requirement was violated. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). The inspectors determined that the finding could be evaluated using the SDP in 
accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening 
and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered “No” 
to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04, and, as a result, the finding 
screened as having very low safety significance (Green). This finding had a cross cutting aspect in the Corrective 
Action Program component of the Problem Identification and Resolution cross-cutting area [P.1(c)] because the 
licensee failed to thoroughly evaluate the impact on operability of a non-conforming condition associated with hazard 
barrier damper closure times.  
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Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO MAINTENANCE RULE IMPLEMENTATION PROCEDURES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to licensee 
procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, procedural requirements for the use 
of operator restoration actions to credit availability of auxiliary feedwater, main steam dump valves, or emergency 
diesel generator ventilation during certain surveillances were not met. The licensee entered this issue into their CAP as 
IR 1249723, IR 1251652, IR 1291692, IR 1293440, and IR 1293998. Immediate corrective actions included a review 
of all risk management actions and implementation of new Operations Standing Order requirements to enhance 
discussions of risk management actions and to formally log dedicated operator assignments. The licensee was also 
improving the method of documenting and using restoration actions such that the actions would be more formally 
documented and referenced in controlled procedures. This finding did not involve enforcement action because no 
regulatory requirement was violated.  
The finding was determined to be more than minor because it was associated with the Procedure Quality attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a of IMC 0609.04 and, as a result, the finding screened as having very low 
safety significance. This finding had a cross cutting aspect in the Resources component of the Human Performance 
cross cutting area [H.2(c)] because the documented restoration actions for several surveillances were not in 
accordance with licensee procedures or industry generic guidance.  
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Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW AND ESTABLISH ADEQUATE HAZARD BARRIER IMPAIRMENT 
PROCEDURES 



The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50.65(a)
(4), “Requirements for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” when the licensee’s 
process for the control of hazard barriers failed to manage the risk of temporarily impairing barriers under certain 
circumstances. Specifically, the licensee’s Risk Management and Plant Barrier Impairment (PBI) Processes provided 
generic approval for the impairment of a hazard barrier door function to permit movement of heavy equipment 
through the door provided the duration was less than 30 minutes and the door was not blocked open. The inspector’s 
were concerned that this would not restrict activities in which the equipment being moved would prevent the door 
from closing and providing its hazard barrier function during the 30 minute time frame. The licensee communicated to 
the inspector’s that the 30 minutes had no regulatory basis, but was used, in part, because it was reasonable. In 
addition to this example, the inspectors identified two examples in which licensee personnel failed to adhere to the 
station’s PBI Program, which adversely affected the station’s ability to manage risk. The licensee entered this issue 
into their CAP as IR 1282782 and IR 1307401. As a result of the inspectors’ observations, the licensee revised 
procedure BwAP 1110 03, “Plant Barrier Impairment Program,” to include additional guidance on the control of 
hazard barriers. The licensee was also considering whether additional training of personnel on the control of hazard 
barriers was warranted.  
The finding was determined to be more than minor because it was associated with the Design Control attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a and, as a result, the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Corrective Action Program component of the Problem 
Identification and Resolution cross cutting area [P.2(b)] since licensee personnel failed to adequately utilize operating 
experience (i.e., Regulatory Information Summary 2001 009, “Control of Hazard Barriers”) to ensure that station 
procedures provided adequate controls for effectively managing risk when hazard barrier doors could be impaired 
during activities to facilitate maintenance. 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO CONTROL HIGH ENERGY LINE BREAK BARRIER DOORS 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to ensure that Unit 1 and Unit 2 boundary 
doors credited as shut in design basis High Energy Line Break (HELB) room heat-up calculations were effectively 
controlled in station procedures. Specifically, doors separating divisions for the Unit 1 and Unit 2 Engineered Safety 
Feature (ESF) Switchgear Rooms and Miscellaneous Electrical Equipment Rooms (MEERs) were not considered 
HELB boundaries in the station’s Plant Barrier Impairment (PBI) procedure as required. Therefore, these doors could 
have been impaired for various reasons (e.g., maintenance) without the licensee ensuring that regulatory requirements 
were maintained, including those contained in the Technical Specifications (TSs) and 10 CFR 50.65, “Requirements 
for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants.” The licensee entered this issue into their 
corrective action program as IR 1242942. Corrective actions included a revision to the station’s PBI procedure to 
ensure that these barrier doors were considered HELB boundaries. The performance deficiency was determined to be 
more than minor because it was associated with the Protection Against External Events attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, if these doors had been impaired during a design basis turbine building HELB event with an active single 
failure of a HELB isolation damper, both electrical divisions in the ESF Switchgear Rooms or MEERs could have 
been adversely affected by the harsh steam environment. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 
Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04 and, 
as a result, the finding screened as having very low safety significance (Green). Due to the age of this issue, it was not 
reflective of current licensee performance and therefore the inspectors did not assign a cross-cutting aspect to this 



finding.  
 
Inspection Report# : 2011004 (pdf)  

Significance: SL-IV Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.59, “Changes, Tests, and Experiments,” when 
licensee personnel failed to obtain a license amendment prior to implementing a proposed change to the plant that 
resulted in a more than minimal increase in the likelihood of occurrence of a malfunction of a structure, system or 
component important to safety previously evaluated in the Updated Final Safety Analysis Report (UFSAR). 
Specifically, the licensee performed a modification to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to 
be shared between units and the 10 CFR 50.59 evaluation that was performed reached the erroneous conclusion that 
prior NRC approval was not required. The licensee entered this issue into the corrective action program as IR 
1258017 and planned to submit a License Amendment Request (LAR) to the NRC for this design change. The 
violation was determined to be more than minor because the inspectors determined that the change required prior 
NRC approval. Violations of 10 CFR 50.59 are dispositioned using the traditional enforcement process because they 
are considered to be violations that potentially impede or impact the regulatory process. In accordance with Section 
6.1.d.2 of the NRC Enforcement Policy, this violation is categorized as Severity Level IV because the resulting 
changes were evaluated by the SDP as having very low safety significance.  
 
The associated Performance Deficiency is tracked as item 2011-004-07. 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: FIN Finding 
MODIFICATION OF THE AUXILIARY FEEDWATER SYSTEM WITHOUT PRIOR NRC APPROVAL 
The inspectors identified a finding of very low safety significance when licensee personnel failed to obtain a license 
amendment prior to implementing a proposed change to the plant that resulted in a more than minimal increase in the 
likelihood of occurrence of a malfunction of a structure, system or component important to safety previously 
evaluated in the Updated Final Safety Analysis Report (UFSAR). Specifically, the licensee performed a modification 
to the facility that permitted the Unit 1 and Unit 2 “A” AF trains to be shared between units and the 10 CFR 50.59 
evaluation that was performed reached the erroneous conclusion that prior NRC approval was not required. The 
licensee entered this issue into the corrective action program as IR 1258017 and planned to submit a License 
Amendment Request (LAR) to the NRC for this design change. The violation was determined to be more than minor 
because the inspectors determined that the change required prior NRC approval. The underlying technical issue was 
evaluated through the SDP to determine the severity of the violation. In this case, the inspectors determined the 
finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. Specifically, the inspectors answered “Yes” to Question 1 of the Mitigating Systems 
Cornerstone column of the Phase 1 worksheet because the inspectors concluded that this was a change confirmed not 
to result in the loss of operability. Based upon this Phase 1 screening, the inspectors concluded that the issue was of 
very low safety significance (Green). This finding had a cross-cutting aspect in the Operating Experience component 
of the Problem Identification and Resolution (PI&R) cross-cutting area [P.2.(b)] because the licensee failed to make 
adequate use of known industry operating experience in the screening of a modification prior to installation.  
 
The associated Traditional Enforcement Item is tracked as item 2011-004-06. 
Inspection Report# : 2011004 (pdf)  

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



FAILURE TO FOLLOW MAINTENANCE RULE PROCEDURE
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
licensee procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, the licensee failed to adhere 
to the requirements of procedure ER AA 310 when crediting availability of the Unit 1 and Unit 2 ‘B’ train AF pumps 
by not having documented restoration actions (i.e. Risk Management Actions (RMAs)) during quarterly in service 
testing surveillances that involved the manual cycling of cooling water valves. The licensee entered the issue into the 
corrective action program as IR 1251652 and took immediate corrective actions to revise the applicable portion of the 
Excel spreadsheet that documented restoration actions. The licensee was also considering a more robust process for 
the documentation of restoration actions to credit equipment availability. The performance deficiency was determined 
to be more than minor because it was associated with the Procedure Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
system that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
procedural requirements to credit the availability of the ‘B’ train AF pumps were not met. The inspectors determined 
the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase - 1 Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating 
Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 
4a of IMC 0609.04 and, as a result, the finding screened as having very low safety significance (Green). This finding 
had a cross cutting aspect in the Work Control component of the Human Performance cross cutting area [H.2(c)] since 
during performance of the 1B and 2B AF pump surveillances that involved the manual cycling of cooling water 
valves, the licensee did not have complete and accurate documentation related to the implementation of RMAs for 
these surveillances.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
DESIGN OF AUXILIARY FEEDWATER SYSTEM INCLUDED VOIDS IN SAFETY-RELATED 
ALTERNATE SUCTION FLOWPATHS 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to properly analyze the configuration of 
the SX connections to the AF pumps. Specifically, a section of the piping was intentionally maintained empty 
(voided), but was not previously analyzed. This condition existed since initial plant construction. The issue was 
entered into the licensee’s corrective action program as IR 1173517. Additionally, the licensee filled the voided 
sections of pipe, restoring compliance with the licensed design basis. The performance deficiency was determined to 
be more than minor because it was associated with the Mitigating Systems Cornerstone attribute of Design Control 
and affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the unverified configuration 
might have rendered each of the AF pumps inoperable. The inspectors determined the finding could be evaluated 
using the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase - 1 
Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. Specifically, 
the inspectors answered ‘Yes’ to Question 1 of the Mitigating Systems Cornerstone column of the Phase 1 worksheet 
because the inspectors concluded that this finding was confirmed not to result in a loss of operability. This conclusion 
was reached after reviewing tests performed by the licensee. The tests demonstrated there was reasonable assurance 
that the AF system would perform its safety function in the installed configuration. Based on this Phase 1 screening, 
the inspectors concluded that the issue was of very low safety significance (Green). Due to the age of this issue, the 
inspectors did not identify a cross cutting aspect associated with this finding because it was not indicative of current 
licensee performance.  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 



Item Type: NCV NonCited Violation 
Embedment Plate Design Deficiencies 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the structural steel 
embedment plate which supports Safety Injection (SI) pipe supports 1SI06025V and 1SI06030S. Specifically, the 
licensee failed to demonstrate compliance with the American Institute of Steel Construction (AISC) and Seismic 
Category I linear elastic requirements. The licensee entered this issue into their corrective action program and planned 
calculation revisions and modifications as needed to restore design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of the SI piping and pipe supports. Specifically, the licensee used the actual material yield stress to ensure 
the structural steel embedment plate would maintain structural integrity when subjected to design loads. This is 
contrary to the AISC and Seismic Category I linear elastic requirements to use the specified minimum yield stress of 
the material. The inspectors determined that the finding was of very low safety significance because the finding did 
not result in loss of operability or functionality. The inspectors did not identify a cross-cutting aspect associated with 
this finding because it was associated with a calculation from the 1980s and was not reflective of current performance. 
(Section 1R17.2.b.(1)) 
Inspection Report# : 2011008 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Permanent Lead Shielding Added to Safety Injection and Chemical Volume and Control System Piping. 
The inspectors identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 
CFR Part 50, Appendix B, Criterion III, “Design Control,” for the failure to properly evaluate the Unit 1 SI subsystem 
1SI06 and the Unit 1 Chemical Volume and Control System (CVCS) subsystem 1CV18 piping and pipe supports. 
Specifically, the licensee failed to demonstrate compliance with the AISC and the American Society of Mechanical 
Engineers (ASME) Boiler and Pressure Vessel Code for the 1SI06 and 1CV18 piping and pipe supports. The licensee 
entered this  
issue into their corrective action program and planned calculation revisions and modifications as needed to restore 
design margins.  
 
The finding was determined to be more than minor because the finding was associated with the Mitigating Systems 
cornerstone attribute of design control and affected the cornerstone objective of the availability, reliability, and 
capability of SI piping and pipe supports and CVCS piping and pipe supports. Specifically, the licensee did not 
perform an analysis to ensure compliance with AISC and ASME Section III requirements with the addition of 
permanent lead shielding to ensure the 1SI06 and 1CV18 piping and pipe supports would maintain structural integrity 
when subjected to design basis loads. The inspectors determined that the underlying finding was of very low safety 
significance because the finding did not result in loss of operability or functionality. The inspectors did not identify a 
cross-cutting aspect associated with this finding because this was a calculational deficiency that did not occur within 
the past three years and was not reflective of current performance. (Section 1R17.2.b.(2)) 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2011 



Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE EMERGENCY COMMUNICATION SYSTEM PERFORMANCE AGAINST 
MAINTENANCE RULE CRITERIA 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1) 
when licensee personnel failed to adequately monitor the performance of nonsafety related systems and components 
that exceeded performance criteria against pre established goals. Specifically, inadequate tracking of failures in the 
Emergency Communication (CQ) system resulted in the failure to evaluate corrective actions by the Maintenance 
Rule Expert Panel when 10 CFR 50.65(a)(1) performance criteria were unknowingly exceeded. In addition, once the 
system was placed in an (a)(1) status for an unrelated reason, the Action Plan did not address all of the performance 
criteria that had been unknowingly exceeded. The licensee entered this issue into their CAP as IR 1251652. 
Immediate corrective actions included revising the (a)(1) Action Plan to address the additional failures and to 
determine why the previously unknown failures were not included in the maintenance rule database. The finding was 
determined to be more than minor because it was associated with the Facilities and Equipment attribute of the 
Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 
0609, Attachment 4, “Phase 1 Initial Screening and Characterization of Findings.” Because this finding was associated 
with the Emergency Preparedness area, further evaluation was completed using IMC 0609, Appendix B, “Emergency 
Preparedness Significance Determination Process.” Using the examples of findings associated with Planning Standard 
10 CFR 50.47(b)(6) and Planning Standard 10 CFR 50.47(b)(8), the inspectors concluded that the finding was of very 
low safety significance. The inspectors determined that there was no cross cutting aspect associated with this finding 
since none of the cross-cutting aspects in IMC 0310 were determined to be appropriate for this issue.  
 
Inspection Report# : 2011005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE CIRCULATING WATER BLOWDOWN PROCEDURE DURING 
LIQUID RADIOLOGICAL RELEASES 
The inspectors identified a finding of very low safety significance and an associated NCV of Technical Specification 
5.4.1, “Procedures,” when licensee personnel failed to adequately maintain procedure BwOP CW-12, “Circulating 
Water Blowdown System Fill, Startup, Operations, and Shutdown.” The Circulating Water Blowdown system was 
used during certain liquid radiological releases. Specifically, the licensee’s procedure did not provide sufficient 
guidance to prevent the system from being operated outside analyzed limits. The potential consequence of not 
operating this system within the design assumptions was an unplanned and unmonitored release of radioactive 
material to the environment. This issue was entered into the licensee’s CAP as IR 1299273. Corrective actions 
included the implementation of an Operations Standing Order to prohibit the operation of the Circulating Water 
Blowdown lineup and an assignment to formally revise the procedure.  
The finding was determined to be more than minor because it was associated with the Programs and Processes 
attribute of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective of ensuring the 
adequate protection of public health and safety from exposure of radioactive materials released into the public domain 
as a result of routine civilian nuclear reactor operations. The inspectors determined that the finding could be evaluated 
in accordance with IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process,” since the 
finding was associated with the licensee’s Radioactive Effluent Release program. This finding was determined to be 



of very low safety significance since it was not a failure to implement the effluent program and no unplanned or 
unmonitored release actually occurred. This finding had a cross cutting aspect in the Decision Making component of 
the Human Performance cross cutting area [H.1(a)] since licensee personnel failed to demonstrate that nuclear safety 
was an overriding priority. Specifically, licensee personnel failed to make risk significant decisions when faced with 
uncertain or unexpected plant conditions to ensure safety was maintained.  
 
Inspection Report# : 2011005 (pdf)  

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

Miscellaneous 
Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT LICENSEE EVENT REPORT PER 10 CFR 50.73(a)(2(vii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.73(a)(2)(vii) when licensee personnel failed to 
report events where a single cause or condition could have caused two safety related instrument channels to become 
inoperable in a single system designed to shutdown the reactor and maintain it in a safe shutdown condition. 
Specifically, on March 8, 2011, the licensee had identified errors in the station’s High Energy Line Break (HELB) 
calculations of record. On March 14, 2011, the licensee completed an Operability Evaluation and concluded that the 
equipment rollup doors for the Division 11 and Division 21 Miscellaneous Electric Equipment Rooms (MEERs) could 
not be opened in Modes 1 4 without declaring the safety related instrument inverters within the rooms inoperable. The 
licensee implemented administrative compensatory actions to prevent these doors from being opened in Modes 1 4. 
On April 7, 2011, the inspectors identified that the licensee did not have plans to review this issue for 10 CFR 50.73 
reporting requirements. The inspectors notified the licensee that they were aware of previous instances when these 
doors had been opened in Modes 1 4. Following the inspectors’ discussion with the licensee, the licensee initiated a 
CAP assignment to conduct a formal License Event Report (LER) review. The due date for this assignment was 
revised numerous times. The inspectors challenged the timeliness of this review based on the previous conclusions in 
the Operability Evaluation and the historic practice of not restricting access to these doors in any operational mode. 
On December 22, 2011, the licensee submitted an LER to report multiple historic events. The inspectors concluded 
that the licensee failed to submit the LER within 60 days of the discovery of the event on March 14, 2011, based upon 
a review of 10 CFR 50.73 and NUREG-1022, Revision 2. This issue was entered into the licensee’s CAP as IR 
1299906. Corrective actions included submitting an LER to the NRC on December 22, 2011. The inspectors 
determined that the failure to submit an LER in accordance with NRC regulations was a performance deficiency. 
Since this issue impacted the regulatory process, it was dispositioned through the TE process. The inspectors 
determined that this issue was a Severity Level IV violation based on a similar example referenced in Supplement I, 
Example D.4 of the NRC Enforcement Policy. The inspectors reviewed the technical issue related to the HELB 
calculation errors using the Reactor Oversight Process and documented a licensee-identified NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” which was of very low safety significance. Reactor Oversight Process 
cross cutting aspects do not apply to traditional enforcement issues, or licensee identified ROP findings of very low 
safety significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  



Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM ADEQUATE EVALUATIONS TO FACILITATE INDEPENDENT SPENT FUEL 
STORAGE INSTALLATION ACTIVITIES 
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations (CFR) 72.146, 
“Design Control,” when licensee personnel failed to perform adequate evaluations of the Independent Spent Fuel 
Storage Installation (ISFSI) pad, ISFSI components, and the effects of ISFSI loading operations on the operating 
plant. Specifically, the inspectors identified three examples in which licensee personnel failed to perform adequate 
evaluations to ensure compliance with 10 CFR 72.212(b)(5)(ii); 10 CFR 72.212(b)(8); and the Safety Analysis Report 
(SAR) referenced in the Holtec Certificate of Compliance (CoC). The licensee entered these issues into their 
Corrective Action Program (CAP) as Issue Report (IR) 1280650, IR 1278520, and IR 1245756. Corrective actions 
included revisions to calculations. Because this violation was related to an ISFSI license, it was dispositioned using 
the Traditional Enforcement (TE) process in accordance with Section 2.2 of the Enforcement Policy. The inspectors 
determined that the deficiency was of more than minor significance because the licensee’s evaluation did not assure 
structural integrity of the affected components under the design basis loads, and required extensive revisions to the 
calculations. The inspectors determined that the issue represented a Severity Level IV violation. Reactor Oversight 
Process (ROP) cross cutting aspects do not apply to TE issues or licensee identified ROP findings of very low safety 
significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES TO ENSURE MULTI PURPOSE CANISTER DESIGN BASIS 
PRESSURE IS NOT EXCEEDED 
The inspectors identified a Severity Level IV NCV of 10 CFR 72.150, "Instructions, Procedures, and Drawings," 
when licensee personnel failed to adhere to procedures to ensure that the design pressure limit for the multi-purpose 
canister (MPC) would not be exceeded during loading operations. The licensee entered this issue into their CAP as IR 
01279837, IR 01286670, and IR 01285354. The licensee imposed an ISFSI stand-down to reinforce and correct 
procedure use and adherence as a corrective action to restore compliance. The issue was determined to be of more 
than minor significance using IMC 0612, “Power Reactor Inspection Reports,” Appendix E, “Examples of Minor 
Issues,” Example 2h, in that multiple examples of a failure to follow procedures were identified. Although the 
violation contributed to the likelihood of the canister design pressure being exceeded, it was verified that the canister 
was within its design pressure. Therefore, the inspectors determined that the issue represented a Severity Level IV 
violation. Reactor Oversight Process cross cutting aspects do not apply to TE issues or licensee identified ROP 
findings of very low safety significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  
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Braidwood 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IMPLEMENT ABNORMAL OPERATING PROCEDURES WHEN ENTRY CONDITIONS 
WERE PRESENT 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to 
implement adverse weather Abnormal Operating Procedures (AOPs) when entry conditions were present. 
Specifically, the site was not aware of a severe thunderstorm warning that had been issued for the area on May 6, 
2012, and did not implement site procedures that directed actions to be taken upon adverse weather conditions. In 
addition to entering the issue in the Corrective Action Program (CAP) as Issue Report (IR) 1364132, corrective 
actions included ensuring access to the National Weather Service website for Operations personnel, and 
implementation of additional weather alert notification tools. The performance deficiency was determined to be more 
than minor because it could be reasonably viewed as a precursor to a significant event in that the failure to implement 
the adverse weather AOPs could result in the failure to take actions intended to minimize the potential for a Loss of 
Offsite Power (LOOP) when the likelihood is elevated by adverse weather conditions. The performance deficiency 
was also determined to be more than minor because it was associated with the Protection Against External Factors 
attribute of the Initiating Events Cornerstone and adversely affected the cornerstone objective of limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. In accordance with IMC 0609, Attachment 4, Table 2, the finding was determined to affect the 
Transient Initiator Contributor (e.g. loss of offsite power) function of the Initiating Events Cornerstone. The inspectors 
answered ‘No’ to the Transient Initiator questions in IMC 0609, Attachment 4, Table 4a. As a result, the issue 
screened as having very low safety significance (Green). This finding had a cross cutting aspect in the Resources 
component of the Human Performance cross cutting area because the licensee’s facilities were not adequate to ensure 
main control room personnel were aware of the severe thunderstorm warning (H.2(d)).  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
STEAM GENERATOR PRIMARY MANWAY BOLTS EXAMINED WITH UNQUALIFIED PROCEDURE
A finding of very low safety significance (Green) and an associated NCV of 10 CFR 50.55a(g)4 was identified by the 
inspectors when licensee personnel failed to establish an ultrasonic test (UT) examination procedure for steam 
generator primary manway bolts qualified in accordance with the American Society of Mechanical Engineers (ASME) 
Code, Section XI. Specifically, the licensee failed to determine a limit for maximum scan speed and incorporate this 
limit into the ultrasonic examination procedure applied to the steam generator primary side manway bolting. The 
licensee entered this issue into the CAP as IR 1359195 and performed a procedure performance demonstration to 
qualify the maximum scan speed allowed for the UT examination of manway bolts. The performance deficiency was 
determined to be more than minor because the issue, if left uncorrected, would become a more significant safety 
concern. Absent NRC identification, the absence of a scan speed could have allowed service induced cracks to go 
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undetected. Undetected cracks would place the steam generator primary manway closure bolting at increased risk for 
failure, which would affect the pressure retaining integrity of the Reactor Coolant System (RCS) and pose an 
increased risk for through wall leakage and/or failure. Because the licensee promptly corrected this issue before 
unacceptable flaws were returned to service, the inspectors answered ‘No’ to the Significance Determination Process 
Phase I screening question “Assuming worst case degradation, would the finding result in exceeding the Tech Spec 
[Technical Specification] limit for any RCS leakage or could the finding have likely affected other mitigation systems 
resulting in a total loss of their safety function assuming the worst case degradation?” Therefore, this finding screened 
as having very low safety significance (Green). This finding had a cross cutting aspect in the Decision-Making 
component of the Human Performance cross-cutting area because the licensee did not implement conservative 
assumptions regarding a UT essential variable when creating the UT procedure and demonstrating that procedure. 
Specifically, the licensee staff failed to understand the significance of establishing a scanning speed into the UT 
procedure and recording the scanning speed during the procedure demonstration (H.1(b)). 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOMPLISH CORRECTIVE ACTIONS FOLLOWING IDENTIFIED BORIC ACID 
LEAKAGE ON REACTOR HEAD PENETRATION NO. 77 
A finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, Appendix B, Criterion 
XVI, “Corrective Action,” was identified by the inspectors when licensee personnel failed to accomplish corrective 
actions following identified boric acid leakage on a reactor head penetration. Specifically, the licensee did not 
adequately implement corrective actions involving cleaning and removal of boric acid deposits following identified 
boric acid leakage on Reactor Head Penetration No. 77. The licensee entered this issue into the CAP as IR 1359227 
and performed a UT examination of the penetration to confirm that no leakage path existed and a post cleaning visual 
examination to confirm no signs of gross degradation.  
The performance deficiency was determined to be more than minor because the issue was associated with the 
Equipment Performance attribute of the Initiating Events Cornerstone and adversely 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 operation. Specifically, the reactor head was returned to service without accomplishing 
corrective actions to remove all boric acid deposits from the Penetration No. 77 leakage. This resulted in boric acid 
deposits being left on the reactor head for one operating cycle and masking of potential surface indications from 
Penetration No. 77 leakage during the subsequent Bare Metal Visual (BMV) examination. Because no gross visual 
degradation was observed during the BMV examination after cleaning of boric acid deposits and no leakage path was 
detected during the UT examination of Penetration No. 77 in the A1R16 outage, the inspectors answered ‘No’ to the 
SDP Phase I screening question “Assuming worst case degradation, would the finding result in exceeding the Tech 
Spec limit for any RCS leakage or could the finding have likely affected other mitigation systems resulting in a total 
loss of their safety function assuming the worst case degradation?” Therefore, the finding screened as having very low 
safety significance (Green). This finding had a cross cutting aspect in the Work Control component of the Human 
Performance cross-cutting area because the licensee did not appropriately plan the reactor work activity to repair and 
clean the mechanical connection on Penetration No. 77 by incorporating job site conditions including risk insights 
associated with potentially washing down boric acid deposits below the reactor head insulation onto the reactor head 
(H.3(a)).  
 
Inspection Report# : 2012003 (pdf)  

Mitigating Systems 
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Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Install Foam-Water Sprinklers In Accordance With Sprinkler Standard 
The inspectors identified a finding of very low safety significance associated with cited violation of License Condition 
2.E for the licensee’s failure to implement the approved Fire Protection Program by failing to install foam-water 
sprinklers in accordance with the standard for installing sprinklers. Specifically, the licensee failed to correct 
significant obstructions to foam-water sprinklers in the Unit 2 2B diesel oil storage tank room that were previously 
identified by the NRC in a Non-Cited Violation in May 2010. The licensee entered this issue into their corrective 
action program and planned to survey each of the four diesel oil storage tank rooms for obstructions to determine the 
scope of physical changes needed to bring each room into compliance with the standard for installing sprinklers. The 
licensee will address corrective actions as part of their response to the Notice of Violation.  
 
The inspectors determined that the finding was more than minor because the significant obstructions to foam-water 
sprinklers in the 2B diesel oil storage tank room could adversely affect the application of foam or water suppressant in 
the event of a fire. The finding was of very low safety significance because a fire in the 2B diesel oil storage tank 
room would only affect the associated emergency diesel generator and no other equipment would be affected. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
because the issue had been previously identified by the NRC and the resolution did not address the cause of the issue, 
(i.e., the physical installation).  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Address Fire Brigade Performance Deficiencies 
The inspectors identified a finding of very low safety significance for the licensee’s failure to properly address fire 
brigade drill performance deficiencies identified after completion of an unannounced fire drill. Specifically, the 
licensee failed to address the need to wait for the fire brigade leader’s determination that it was safe to use elevators. 
The licensee entered this issue into their corrective action program and generated training requests to reinforce the 
proper use of elevators by the fire brigade.  
 
The inspectors determined that the finding was more than minor because the finding, if left uncorrected, would 
become a more significant safety concern. Specifically, the improper use of elevators by the fire brigade during a fire 
could impact the ability of the brigade to fight a fire as smoke, heat, or flames could affect fire brigade members upon 
opening of elevator doors on the fire floor. The finding was of very low safety significance because the simulated fire 
was successfully suppressed by individuals who did not use the elevator. This finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices because the licensee did not enforce expectations on not proceeding in 
the face of uncertainty or unexpected conditions.  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
OPERABILITY DETERMINATION STANDARDS NOT FOLLOWED FOR HELB RELATED 
STRUCTURAL ISSUES IDENTIFIED BY THE NRC
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The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to follow 
the Operability Determination process after identifying potential safety related structural loading issues created by a 
postulated turbine building High Energy Line Break (HELB). Specifically, the licensee identified and addressed a 
very specific issue related to safety related divisional separation wall loading concerns, but failed to adequately 
evaluate the extent to which a postulated current licensing basis (CLB) HELB condition could affect other Technical 
Specification (TS) and/or safety related structures, systems, and components (SSCs) within the areas of concern. The 
licensee entered these issues into the CAP as IR 1382574 and IR 1389889. Corrective actions included performing a 
prompt operability determination associated with the issues raised by the inspectors. The licensee also planned to 
complete a formal revision to Operability Evaluation 2012-004 by July 24, 2012. The performance deficiency was 
determined to be more than minor because it was similar to the “not minor if” aspect of Example 3.j in IMC 0612, 
Appendix E, “Examples of Minor Issues,” since the issues identified by the inspectors resulted in a condition in which 
there was a reasonable doubt on the operability of the structures protecting TS components and systems that perform a 
TS function. The issues were dissimilar from the “minor because” aspect of the example since the impact of the issues 
were not minimal. In addition, the performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). The inspectors determined that the finding could be 
evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process”, Attachment 0609.04, 
“Phase 1 – Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. The 
inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 609 and, as a 
result, the finding screened as having very low safety significance (Green). This finding had a cross cutting aspect in 
the Decision Making component of the Human Performance cross cutting area because licensee personnel failed to 
use the Operability Determination process to evaluate the issues identified by the inspectors and therefore did not 
obtain interdisciplinary input to make an operability decision (H.1(a)).  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN APPROVED FIRE PROTECTION PROGRAM REGARDING SAFE 
SHUTDOWN FIRE DAMPER QUALIFICATION 
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to adequately maintain the approved fire protection program after receiving 
information that adversely affected the qualification of fire dampers credited in the safe shutdown analysis. 
Specifically, the licensee inadvertently removed an action to secure ventilation upon the confirmation of a fire 
following a revision to the station’s Pre-Fire Plans in 2010. This action was established after the licensee received 
NRC Information Notice (IN) 89 52, “Potential Fire Damper Operational Problems,” which notified the licensee that 
these dampers were not qualified to shut with air flow through them. A significant contributor to this error was a 
failure of the licensee to adequately incorporate this action into the appropriate procedures and clearly document this 
requirement and basis for this requirement into the approved fire protection program. The licensee entered this issue 
into their corrective action program (CAP) as IR 1309949. Corrective actions included the implementation of 
Operations Standing Order 11 027 requiring manual operator action until a procedure change to the Fire Hazardous 
Materials Spill and/or Injury procedure (BwAP 1100 16), and Fire Response Guidelines (BwOP FP 100) was 
performed. Additionally, the licensee created an assignment to provide training to the fire brigade leaders for these 
planned procedure revisions. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, the failure to ensure that ventilation systems were secured upon the 
confirmation of a fire could affect the ability of fire dampers to shut and perform their safety function. The inspectors 
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evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,”
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” Table 3b for the Mitigating 
Systems Cornerstone, which directed this finding be reviewed using IMC 0609, Appendix F, “Fire Protection 
Significance Determination Process,” since the finding affected fire barriers. The inspectors assigned this issue a “low 
degradation” rating based upon the high likelihood that ventilation would be secured upon the onset of a fire due to 
numerous ionization detectors that automatically trip ventilation systems upon the detection of smoke. Based on this 
assigned rating, the inspectors determined that this finding was of very low safety significance (Green). The inspectors 
determined that the most significant causal factor related to this finding was a failure to adequately incorporate the 
requirement into the current licensing basis (CLB) in 1989, and therefore this finding was not indicative of current 
performance and a cross-cutting aspect was not assigned. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT CONDITIONS ADVERSE TO QUALITY 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” when licensee personnel failed to promptly correct conditions 
adverse to quality. Specifically, from 2006 to 2011, licensee personnel failed to correct a poor material condition in 
the auxiliary building ventilation (VA) intake plenums that resulted in clogging of floor drains and water leakage into 
electrical penetration and cable spreading room areas; and from 2010 to 2012, the licensee failed to correct a degraded 
floor drain in the Unit 2 miscellaneous electrical equipment room (MEER) that was next to a safety shower adjacent 
to a safety related direct current (DC) bus. The licensee entered this issue into their CAP as IRs 1291696 and 
1332289. Corrective actions included cleaning and re coating the VA intake plenums and routing out the floor drains 
in the MEERs. The finding was determined to be more than minor because it was associated with the Design Control 
and Protection Against External Events attributes of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage.). Specifically, the licensee failed to promptly correct degraded 
and clogged auxiliary building floor drains or the poor material condition in the VA intake plenum. The inspectors 
evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” and determined that the finding 
affected the Flood Protection Degraded Function of the Mitigating Systems Cornerstone, per Table 2. The inspectors 
answered ‘Yes’ to Question 5 in Table 4a, which directed the inspectors to Table 4b since the issue was related to 
flood protection. The inspectors answered ‘No’ to Question 2 of Table 4b because the floor drains were degraded, but 
the pooling water in the VA plenums or MEERs would not have likely resulted in a plant trip or transient. As a result, 
the issue screened as having very low safety significance (Green). This finding had a cross cutting aspect in the 
Corrective Action Program component of the Problem Identification and Resolution cross cutting area because the 
licensee failed to properly classify, prioritize, or evaluate conditions adverse to quality associated with auxiliary 
building floor drains and VA intake plenum such that the conditions were promptly corrected [P.1(c)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE SAFETY-RELATED HELB BARRIERS INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1), 10 
CFR 50.65(a)(2), and 10 CFR 50.65(b) when licensee personnel failed to scope numerous high energy line break 
(HELB) hazard barrier dampers into the maintenance rule, as required. The function of these barriers was to protect 
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safety-related equipment such as the emergency diesel generators (EDGs) and safety-related alternating current (AC) 
and DC buses and cables from credited HELB sources in the turbine building. The licensee entered this issue into their 
CAP as IR 1310448. Corrective actions included scoping the dampers into the maintenance rule and assigning 
preventative maintenance performance monitoring criteria.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to monitor damper performance and establish performance goals could 
adversely affect the availability, reliability, and capability of safety-related structures, systems and components 
protected by the hazard barrier. The inspectors determined the finding could be evaluated using the SDP in accordance 
with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening and Characterization 
of Findings,” Table 4a for the Mitigating Systems Cornerstone. The finding screened as having very low safety 
significance since it was not a design or qualification deficiency confirmed not to result in a loss of operability or 
functionality. This finding was not indicative of current performance since the scoping aspects were determined prior 
to the rule’s effective date of July 10, 1996. As a result, a cross-cutting aspect was not assigned to this finding.  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT CLASSIFICATION OF ENVIRONMENTAL QUALIFICATION ZONES 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.49(e) when 
licensee personnel failed to correctly classify the EDGs, essential switchgear (ESG), and MEERs containing electrical 
equipment important to safety. Specifically, the licensee’s environmental qualification (EQ) program did not take into 
consideration the temperature and humidity changes expected for these rooms following a turbine building HELB and 
improperly classified these rooms as mild environments subjected to abnormal conditions instead of harsh 
environments. The licensee entered this issue into their CAP as IR 1288474. Corrective actions included an 
assignment for Corporate Engineering to provide a recommended environmental classification for the rooms where 
the abnormal conditions, due to a turbine building HELB event, were expected to occur. The finding was determined 
to be more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
determined the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Phase I Initial Screening and Characterization of Findings,” Table 4a for the Mitigating 
Systems Cornerstone. The finding screened as having very low safety significance since it was not a design or 
qualification deficiency confirmed not to result in a loss of operability or functionality. This finding was not indicative 
of current performance and therefore was not assigned a cross-cutting aspect because the EQ classification of the 
rooms was completed in 1992.  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
OPERAILITY EVALUATION NOT PERFORMED IN ACCORDANCE WITH STATION STANDARDS 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying a non-conservative assumption related to closure times 
for hazard barrier dampers separating the Turbine Building from various safety-related rooms within the Auxiliary 
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Building. In particular, the issues raised by the inspectors during their review of Operability Evaluation 11-006, 
Revision 1, resulted in the station re-evaluating the non-conservative assumptions against aspects of the Current 
Licensing Basis (CLB) not previously considered, and substantially revising Operability Evaluation 11-006, Revision 
1. The licensee entered these issues into their CAP as IR 1185016, IR 1199223, IR 1237395, IR 1237140, IR 
1242942, IR 1246918, IR 1276888, IR 1277627, and IR 1279543. In addition to revising Operability Evaluation 
2011-006, Revision 1, corrective actions included an assignment to reconstitute design basis calculation records and 
plans to re-design the hazard barrier dampers. This finding did not involve enforcement action because no regulatory 
requirement was violated. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). The inspectors determined that the finding could be evaluated using the SDP in 
accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening 
and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered “No” 
to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 0609.04, and, as a result, the finding 
screened as having very low safety significance (Green). This finding had a cross cutting aspect in the Corrective 
Action Program component of the Problem Identification and Resolution cross-cutting area [P.1(c)] because the 
licensee failed to thoroughly evaluate the impact on operability of a non-conforming condition associated with hazard 
barrier damper closure times.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADHERE TO MAINTENANCE RULE IMPLEMENTATION PROCEDURES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to adhere to licensee 
procedure ER AA 310, “Implementation of the Maintenance Rule.” Specifically, procedural requirements for the use 
of operator restoration actions to credit availability of auxiliary feedwater, main steam dump valves, or emergency 
diesel generator ventilation during certain surveillances were not met. The licensee entered this issue into their CAP as 
IR 1249723, IR 1251652, IR 1291692, IR 1293440, and IR 1293998. Immediate corrective actions included a review 
of all risk management actions and implementation of new Operations Standing Order requirements to enhance 
discussions of risk management actions and to formally log dedicated operator assignments. The licensee was also 
improving the method of documenting and using restoration actions such that the actions would be more formally 
documented and referenced in controlled procedures. This finding did not involve enforcement action because no 
regulatory requirement was violated.  
The finding was determined to be more than minor because it was associated with the Procedure Quality attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a of IMC 0609.04 and, as a result, the finding screened as having very low 
safety significance. This finding had a cross cutting aspect in the Resources component of the Human Performance 
cross cutting area [H.2(c)] because the documented restoration actions for several surveillances were not in 
accordance with licensee procedures or industry generic guidance.  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Dec 31, 2011 
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Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW AND ESTABLISH ADEQUATE HAZARD BARRIER IMPAIRMENT 
PROCEDURES 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50.65(a)
(4), “Requirements for Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” when the licensee’s 
process for the control of hazard barriers failed to manage the risk of temporarily impairing barriers under certain 
circumstances. Specifically, the licensee’s Risk Management and Plant Barrier Impairment (PBI) Processes provided 
generic approval for the impairment of a hazard barrier door function to permit movement of heavy equipment 
through the door provided the duration was less than 30 minutes and the door was not blocked open. The inspector’s 
were concerned that this would not restrict activities in which the equipment being moved would prevent the door 
from closing and providing its hazard barrier function during the 30 minute time frame. The licensee communicated to 
the inspector’s that the 30 minutes had no regulatory basis, but was used, in part, because it was reasonable. In 
addition to this example, the inspectors identified two examples in which licensee personnel failed to adhere to the 
station’s PBI Program, which adversely affected the station’s ability to manage risk. The licensee entered this issue 
into their CAP as IR 1282782 and IR 1307401. As a result of the inspectors’ observations, the licensee revised 
procedure BwAP 1110 03, “Plant Barrier Impairment Program,” to include additional guidance on the control of 
hazard barriers. The licensee was also considering whether additional training of personnel on the control of hazard 
barriers was warranted.  
The finding was determined to be more than minor because it was associated with the Design Control attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 – Initial Screening and Characterization of 
Findings,” Table 4a, for the Mitigating Systems Cornerstone. The inspectors answered ‘No’ to all of the Mitigating 
Systems Cornerstone questions in Table 4a and, as a result, the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Corrective Action Program component of the Problem 
Identification and Resolution cross cutting area [P.2(b)] since licensee personnel failed to adequately utilize operating 
experience (i.e., Regulatory Information Summary 2001 009, “Control of Hazard Barriers”) to ensure that station 
procedures provided adequate controls for effectively managing risk when hazard barrier doors could be impaired 
during activities to facilitate maintenance. 
Inspection Report# : 2011005 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE EMERGENCY COMMUNICATION SYSTEM PERFORMANCE AGAINST 
MAINTENANCE RULE CRITERIA 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1) 
when licensee personnel failed to adequately monitor the performance of nonsafety related systems and components 
that exceeded performance criteria against pre established goals. Specifically, inadequate tracking of failures in the 
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Emergency Communication (CQ) system resulted in the failure to evaluate corrective actions by the Maintenance 
Rule Expert Panel when 10 CFR 50.65(a)(1) performance criteria were unknowingly exceeded. In addition, once the 
system was placed in an (a)(1) status for an unrelated reason, the Action Plan did not address all of the performance 
criteria that had been unknowingly exceeded. The licensee entered this issue into their CAP as IR 1251652. 
Immediate corrective actions included revising the (a)(1) Action Plan to address the additional failures and to 
determine why the previously unknown failures were not included in the maintenance rule database. The finding was 
determined to be more than minor because it was associated with the Facilities and Equipment attribute of the 
Emergency Preparedness Cornerstone and adversely affected the cornerstone objective of ensuring that the licensee is 
capable of implementing adequate measures to protect the health and safety of the public in the event of a radiological 
emergency. The inspectors determined that the finding could be evaluated using the SDP in accordance with IMC 
0609, Attachment 4, “Phase 1 Initial Screening and Characterization of Findings.” Because this finding was associated 
with the Emergency Preparedness area, further evaluation was completed using IMC 0609, Appendix B, “Emergency 
Preparedness Significance Determination Process.” Using the examples of findings associated with Planning Standard 
10 CFR 50.47(b)(6) and Planning Standard 10 CFR 50.47(b)(8), the inspectors concluded that the finding was of very 
low safety significance. The inspectors determined that there was no cross cutting aspect associated with this finding 
since none of the cross-cutting aspects in IMC 0310 were determined to be appropriate for this issue.  
 
Inspection Report# : 2011005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ADEQUATE CIRCULATING WATER BLOWDOWN PROCEDURE DURING 
LIQUID RADIOLOGICAL RELEASES 
The inspectors identified a finding of very low safety significance and an associated NCV of Technical Specification 
5.4.1, “Procedures,” when licensee personnel failed to adequately maintain procedure BwOP CW-12, “Circulating 
Water Blowdown System Fill, Startup, Operations, and Shutdown.” The Circulating Water Blowdown system was 
used during certain liquid radiological releases. Specifically, the licensee’s procedure did not provide sufficient 
guidance to prevent the system from being operated outside analyzed limits. The potential consequence of not 
operating this system within the design assumptions was an unplanned and unmonitored release of radioactive 
material to the environment. This issue was entered into the licensee’s CAP as IR 1299273. Corrective actions 
included the implementation of an Operations Standing Order to prohibit the operation of the Circulating Water 
Blowdown lineup and an assignment to formally revise the procedure.  
The finding was determined to be more than minor because it was associated with the Programs and Processes 
attribute of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective of ensuring the 
adequate protection of public health and safety from exposure of radioactive materials released into the public domain 
as a result of routine civilian nuclear reactor operations. The inspectors determined that the finding could be evaluated 
in accordance with IMC 0609, Appendix D, “Public Radiation Safety Significance Determination Process,” since the 
finding was associated with the licensee’s Radioactive Effluent Release program. This finding was determined to be 
of very low safety significance since it was not a failure to implement the effluent program and no unplanned or 
unmonitored release actually occurred. This finding had a cross cutting aspect in the Decision Making component of 
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the Human Performance cross cutting area [H.1(a)] since licensee personnel failed to demonstrate that nuclear safety 
was an overriding priority. Specifically, licensee personnel failed to make risk significant decisions when faced with 
uncertain or unexpected plant conditions to ensure safety was maintained.  
 
Inspection Report# : 2011005 (pdf)  

Security 

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

Miscellaneous 

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT LICENSEE EVENT REPORT PER 10 CFR 50.73(a)(2(vii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.73(a)(2)(vii) when licensee personnel failed to 
report events where a single cause or condition could have caused two safety related instrument channels to become 
inoperable in a single system designed to shutdown the reactor and maintain it in a safe shutdown condition. 
Specifically, on March 8, 2011, the licensee had identified errors in the station’s High Energy Line Break (HELB) 
calculations of record. On March 14, 2011, the licensee completed an Operability Evaluation and concluded that the 
equipment rollup doors for the Division 11 and Division 21 Miscellaneous Electric Equipment Rooms (MEERs) could 
not be opened in Modes 1 4 without declaring the safety related instrument inverters within the rooms inoperable. The 
licensee implemented administrative compensatory actions to prevent these doors from being opened in Modes 1 4. 
On April 7, 2011, the inspectors identified that the licensee did not have plans to review this issue for 10 CFR 50.73 
reporting requirements. The inspectors notified the licensee that they were aware of previous instances when these 
doors had been opened in Modes 1 4. Following the inspectors’ discussion with the licensee, the licensee initiated a 
CAP assignment to conduct a formal License Event Report (LER) review. The due date for this assignment was 
revised numerous times. The inspectors challenged the timeliness of this review based on the previous conclusions in 
the Operability Evaluation and the historic practice of not restricting access to these doors in any operational mode. 
On December 22, 2011, the licensee submitted an LER to report multiple historic events. The inspectors concluded 
that the licensee failed to submit the LER within 60 days of the discovery of the event on March 14, 2011, based upon 
a review of 10 CFR 50.73 and NUREG-1022, Revision 2. This issue was entered into the licensee’s CAP as IR 
1299906. Corrective actions included submitting an LER to the NRC on December 22, 2011. The inspectors 
determined that the failure to submit an LER in accordance with NRC regulations was a performance deficiency. 
Since this issue impacted the regulatory process, it was dispositioned through the TE process. The inspectors 
determined that this issue was a Severity Level IV violation based on a similar example referenced in Supplement I, 
Example D.4 of the NRC Enforcement Policy. The inspectors reviewed the technical issue related to the HELB 
calculation errors using the Reactor Oversight Process and documented a licensee-identified NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” which was of very low safety significance. Reactor Oversight Process 
cross cutting aspects do not apply to traditional enforcement issues, or licensee identified ROP findings of very low 
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safety significance, therefore, none was identified. 
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM ADEQUATE EVALUATIONS TO FACILITATE INDEPENDENT SPENT FUEL 
STORAGE INSTALLATION ACTIVITIES 
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations (CFR) 72.146, 
“Design Control,” when licensee personnel failed to perform adequate evaluations of the Independent Spent Fuel 
Storage Installation (ISFSI) pad, ISFSI components, and the effects of ISFSI loading operations on the operating 
plant. Specifically, the inspectors identified three examples in which licensee personnel failed to perform adequate 
evaluations to ensure compliance with 10 CFR 72.212(b)(5)(ii); 10 CFR 72.212(b)(8); and the Safety Analysis Report 
(SAR) referenced in the Holtec Certificate of Compliance (CoC). The licensee entered these issues into their 
Corrective Action Program (CAP) as Issue Report (IR) 1280650, IR 1278520, and IR 1245756. Corrective actions 
included revisions to calculations. Because this violation was related to an ISFSI license, it was dispositioned using 
the Traditional Enforcement (TE) process in accordance with Section 2.2 of the Enforcement Policy. The inspectors 
determined that the deficiency was of more than minor significance because the licensee’s evaluation did not assure 
structural integrity of the affected components under the design basis loads, and required extensive revisions to the 
calculations. The inspectors determined that the issue represented a Severity Level IV violation. Reactor Oversight 
Process (ROP) cross cutting aspects do not apply to TE issues or licensee identified ROP findings of very low safety 
significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  

Significance: SL-IV Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURES TO ENSURE MULTI PURPOSE CANISTER DESIGN BASIS 
PRESSURE IS NOT EXCEEDED 
The inspectors identified a Severity Level IV NCV of 10 CFR 72.150, "Instructions, Procedures, and Drawings," 
when licensee personnel failed to adhere to procedures to ensure that the design pressure limit for the multi-purpose 
canister (MPC) would not be exceeded during loading operations. The licensee entered this issue into their CAP as IR 
01279837, IR 01286670, and IR 01285354. The licensee imposed an ISFSI stand-down to reinforce and correct 
procedure use and adherence as a corrective action to restore compliance. The issue was determined to be of more 
than minor significance using IMC 0612, “Power Reactor Inspection Reports,” Appendix E, “Examples of Minor 
Issues,” Example 2h, in that multiple examples of a failure to follow procedures were identified. Although the 
violation contributed to the likelihood of the canister design pressure being exceeded, it was verified that the canister 
was within its design pressure. Therefore, the inspectors determined that the issue represented a Severity Level IV 
violation. Reactor Oversight Process cross cutting aspects do not apply to TE issues or licensee identified ROP 
findings of very low safety significance, therefore, none was identified.  
 
Inspection Report# : 2011005 (pdf)  

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

Initiating Events 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IMPLEMENT ABNORMAL OPERATING PROCEDURES WHEN ENTRY CONDITIONS 
WERE PRESENT 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to 
implement adverse weather Abnormal Operating Procedures (AOPs) when entry conditions were present. 
Specifically, the site was not aware of a severe thunderstorm warning that had been issued for the area on May 6, 
2012, and did not implement site procedures that directed actions to be taken upon adverse weather conditions. In 
addition to entering the issue in the Corrective Action Program (CAP) as Issue Report (IR) 1364132, corrective 
actions included ensuring access to the National Weather Service website for Operations personnel, and 
implementation of additional weather alert notification tools. The performance deficiency was determined to be more 
than minor because it could be reasonably viewed as a precursor to a significant event in that the failure to implement 
the adverse weather AOPs could result in the failure to take actions intended to minimize the potential for a Loss of 
Offsite Power (LOOP) when the likelihood is elevated by adverse weather conditions. The performance deficiency 
was also determined to be more than minor because it was associated with the Protection Against External Factors 
attribute of the Initiating Events Cornerstone and adversely affected the cornerstone objective of limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. In accordance with IMC 0609, Attachment 4, Table 2, the finding was determined to affect the 
Transient Initiator Contributor (e.g. loss of offsite power) function of the Initiating Events Cornerstone. The inspectors 
answered ‘No’ to the Transient Initiator questions in IMC 0609, Attachment 4, Table 4a. As a result, the issue 
screened as having very low safety significance (Green). This finding had a cross cutting aspect in the Resources 
component of the Human Performance cross cutting area because the licensee’s facilities were not adequate to ensure 
main control room personnel were aware of the severe thunderstorm warning (H.2(d)).  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
STEAM GENERATOR PRIMARY MANWAY BOLTS EXAMINED WITH UNQUALIFIED PROCEDURE
A finding of very low safety significance (Green) and an associated NCV of 10 CFR 50.55a(g)4 was identified by the 
inspectors when licensee personnel failed to establish an ultrasonic test (UT) examination procedure for steam 
generator primary manway bolts qualified in accordance with the American Society of Mechanical Engineers (ASME) 
Code, Section XI. Specifically, the licensee failed to determine a limit for maximum scan speed and incorporate this 
limit into the ultrasonic examination procedure applied to the steam generator primary side manway bolting. The 
licensee entered this issue into the CAP as IR 1359195 and performed a procedure performance demonstration to 
qualify the maximum scan speed allowed for the UT examination of manway bolts. The performance deficiency was 
determined to be more than minor because the issue, if left uncorrected, would become a more significant safety 
concern. Absent NRC identification, the absence of a scan speed could have allowed service induced cracks to go 
undetected. Undetected cracks would place the steam generator primary manway closure bolting at increased risk for 
failure, which would affect the pressure retaining integrity of the Reactor Coolant System (RCS) and pose an 
increased risk for through wall leakage and/or failure. Because the licensee promptly corrected this issue before 
unacceptable flaws were returned to service, the inspectors answered ‘No’ to the Significance Determination Process 
Phase I screening question “Assuming worst case degradation, would the finding result in exceeding the Tech Spec 
[Technical Specification] limit for any RCS leakage or could the finding have likely affected other mitigation systems 
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resulting in a total loss of their safety function assuming the worst case degradation?” Therefore, this finding screened 
as having very low safety significance (Green). This finding had a cross cutting aspect in the Decision-Making 
component of the Human Performance cross-cutting area because the licensee did not implement conservative 
assumptions regarding a UT essential variable when creating the UT procedure and demonstrating that procedure. 
Specifically, the licensee staff failed to understand the significance of establishing a scanning speed into the UT 
procedure and recording the scanning speed during the procedure demonstration (H.1(b)). 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOMPLISH CORRECTIVE ACTIONS FOLLOWING IDENTIFIED BORIC ACID 
LEAKAGE ON REACTOR HEAD PENETRATION NO. 77 
A finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, Appendix B, Criterion 
XVI, “Corrective Action,” was identified by the inspectors when licensee personnel failed to accomplish corrective 
actions following identified boric acid leakage on a reactor head penetration. Specifically, the licensee did not 
adequately implement corrective actions involving cleaning and removal of boric acid deposits following identified 
boric acid leakage on Reactor Head Penetration No. 77. The licensee entered this issue into the CAP as IR 1359227 
and performed a UT examination of the penetration to confirm that no leakage path existed and a post cleaning visual 
examination to confirm no signs of gross degradation.  
The performance deficiency was determined to be more than minor because the issue was associated with the 
Equipment Performance attribute of the Initiating Events Cornerstone and adversely 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 operation. Specifically, the reactor head was returned to service without accomplishing 
corrective actions to remove all boric acid deposits from the Penetration No. 77 leakage. This resulted in boric acid 
deposits being left on the reactor head for one operating cycle and masking of potential surface indications from 
Penetration No. 77 leakage during the subsequent Bare Metal Visual (BMV) examination. Because no gross visual 
degradation was observed during the BMV examination after cleaning of boric acid deposits and no leakage path was 
detected during the UT examination of Penetration No. 77 in the A1R16 outage, the inspectors answered ‘No’ to the 
SDP Phase I screening question “Assuming worst case degradation, would the finding result in exceeding the Tech 
Spec limit for any RCS leakage or could the finding have likely affected other mitigation systems resulting in a total 
loss of their safety function assuming the worst case degradation?” Therefore, the finding screened as having very low 
safety significance (Green). This finding had a cross cutting aspect in the Work Control component of the Human 
Performance cross-cutting area because the licensee did not appropriately plan the reactor work activity to repair and 
clean the mechanical connection on Penetration No. 77 by incorporating job site conditions including risk insights 
associated with potentially washing down boric acid deposits below the reactor head insulation onto the reactor head 
(H.3(a)).  
 
Inspection Report# : 2012003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN WATERTIGHT DOOR SAFETY FUNCTION AFTER ROUTINE PASSAGE 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when the licensee’s Plant Barrier Impairment 
(PBI) control program permitted the Unit 1 and Unit 2 Emergency Diesel Generator (EDG) Diesel Oil Storage Tank 
(DOST) room watertight doors to be left open and unattended following normal ingress into the Unit 1 and Unit 2 
DOST rooms. The licensee entered this issue into their corrective action program (CAP) as IR 1449644. Corrective 
actions included the creation and implementation of Operations Department Standing Order (SO) 12 004 on 
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December 18, 2012, until BwAP 1110-3 was formally revised on December 21, 2012 to suspend the practice of 
permitting the Unit 1 and Unit 2 DOST watertight doors to be left open and unattended to perform tours, inspections, 
walkdowns, sampling, or other routine tasks in the DOST rooms.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, from August 1986 until December 7, 2012, the licensee permitted the 
practice of removing safety related flood barriers from service for individually short periods of time, multiple times of 
day, without ensuring that the described barrier would be both available and capable of performing its safety function 
during an internal turbine building flooding event. The finding was determined to be of very low safety significance 
following a detailed risk evaluation by an NRC senior reactor analyst (SRA). This finding had a cross cutting aspect in 
the Resources component of the Human Performance cross-cutting area since the licensee failed to ensure that an 
adequate procedure was maintained following a recent October 2011 revision to BwAP1110 3 that added specific 
requirements and expectations for normal passage through barrier doors. Specifically, the licensee specified new 
requirements for using safety-related doors in Section D.2.e of BwAP 1110 3, but failed to adequately apply these 
requirements to Section D.2.b of the same procedure (H.2(c)). 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PBI ALLOWANCE FOR ONE EDG DOST WATERTIGHT DOOR INOPERABLE 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to recognize that 
when one of the two Unit 1 or Unit 2 DOST room watertight doors was impaired, the safety function of both 
associated safety-related EDGs was adversely impacted since the access door between the two DOST rooms was not 
designed to be watertight. The licensee entered this issue into their CAP as IR 1451835. Corrective actions included 
the creation and implementation SO 12 004 on December 18, 2012, until BwAP 1110-3 was formally revised on 
December 21, 2012. Both the interim SO and revision to BwAP 1110-3 required that both EDGs be considered 
inoperable if a flood watch was not implemented prior to the impairment of a DOST room watertight door.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, on at least one occurrence in the past three years, the licensee had 
unknowingly lost the EDG safety function when performing maintenance on DOST watertight doors. The finding was 
determined to be of very low safety significance following a detailed risk evaluation by an NRC SRA. There was no 
cross cutting aspect associated with the finding because it was not indicative of current performance. Specifically, an 
Engineering Change Request (ECR) that identified and evaluated this issue was completed in 1999.  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATION OF BLOCK WALLS FOR HIGH ENERGY LINE 
BREAK LOADS 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to perform 
an adequate technical review to determine the operability of auxiliary building safety-related block walls affected by 
High Energy Line Break (HELB) pressure loading. The licensee entered this issue in their CAP as IR 1454143. 
Corrective actions included a significant revision to the Operability Evaluation to address each of the inspector’s 
concerns.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
reliability, availability, and capability of systems that respond to initiating events to prevent undesirable consequences 
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(i.e. core damage). Additionally, More than Minor Example 3.j of IMC 0612, Appendix E, “Examples of Minor 
Issues,” was used to inform the answer to this more than minor screening question. Specifically, the licensee used non 
conservative allowable stress values for masonry and steel support columns that, at the time of discovery, resulted in 
reasonable doubt of the operability of the affected walls. In accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Initial Characterization of Findings,” Table 2, the inspectors determined the finding affected 
the Mitigating Systems Cornerstone. As a result, the inspectors determined the finding could be evaluated using 
Appendix A, “The SDP for Findings At Power,” Exhibit 2, for the Mitigating Systems Cornerstone. Because the 
finding did not ultimately affect the operability or functionality of any equipment, the inspectors answered ‘Yes’ to 
Screening Question 1 and determined the finding was of very low safety significance (Green). This finding had a 
cross cutting aspect in the Decision-Making component of the Human Performance cross cutting area because the 
licensee used non conservative assumptions in an operability evaluation of auxiliary building block walls. 
Specifically, the licensee used non conservative assumptions for masonry and steel allowable stresses in the 
evaluation of safety related walls, which could not be justified (H.1(b)).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADEQUATELY EVALUATE OPERATION CREW PERFORMANCE FOR A REACTOR 
TRIP AND FAILURE TO ADEQUATELY EVALUATE EMERGENCY OPERATING PROCEDURE 
STANDARDS 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to 
implement a Caution Note in Emergency Operating Procedure (EOP) 2BwEP ES-0.1, “Reactor Trip Response,” 
during a July 30, 2009, Unit 2 reactor trip; failed to identify that deficiency during a “4.0 Crew Critique” to evaluate 
Operation’s response to that event; and failed to adequately evaluate a concern identified during this inspection period 
that was entered into the Corrective Action Program (CAP) related to the requirement to follow the EOP guidance. In 
particular, licensee personnel incorrectly concluded that a reactor trip involving reactor coolant system (RCS) natural 
circulation would not require the initiation of an RCS cooldown within 2 hours following the shutdown despite the 
licensee’s Analysis of Record (AOR) and Technical Specification (TS) bases documents that required a cooldown be 
initiated within 2 hours to ensure that an adequate volume of water was available in the Condensate Storage Tank 
(CST) to cool down the RCS without utilizing the Ultimate Heat Sink (UHS). Corrective actions included revising 
1/2BwEP ES-0.1 to relocate the Caution Note in the procedure and alleviate any future confusion with the cooldown 
requirement. Additionally, the Caution Note was modified to be consistent with the Current Licensing Basis (CLB) 
analysis of the CST and Operations management discussed the issue with the Operations crew staff and supervision to 
ensure that the Caution Note would be performed as required by 1/2BwEP ES-0.1.  
The inspectors determined that the failure to follow the EOP Caution Note during the July 30, 2009 Unit 2 reactor 
trip; the failure to identify this deficiency during the 4.0 Crew Critique assessment associated with this reactor trip, 
and the failure to adequately evaluate an issue entered into the CAP regarding this requirement was a performance 
deficiency. The inspectors determined that the performance deficiency was more than minor because it was associated 
with the Human Performance and Design Control attributes of the Mitigating Systems Cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e. core damage). The inspectors evaluated this finding using 
the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Initial 
Characterization of Findings,” which directed the finding to be screened using IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings at Power.” The inspectors determined that because the station 
operated and nominally maintained CST level significantly above the minimum CST TS level prior to the June 30, 
2009 Unit 2 reactor trip, the CST maintained its operability and functionality, and therefore this finding was of very 
low safety significance (Green). This finding had a cross cutting aspect in the CAP component of the Problem 
Identification and Resolution cross cutting area because the licensee failed to adequately evaluate Operations’ 
response to the July 30, 2009, reactor trip and subsequently failed to adequately evaluate an issue identified within the 
CAP (P.1(c)). 
Inspection Report# : 2012004 (pdf)  
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Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRAIN FIRE BRIGADE MEMBERS ON THE USE OF ELEVATORS 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Braidwood 
Operating License Condition 2.E, “Fire Protection Program,” when licensee personnel failed to ensure that fire 
brigade members retained knowledge provided in fire brigade initial training. Specifically, station Fire Chiefs and fire 
brigade members did not have an adequate knowledge or continuing training on the proper methods and 
implementation for the use and control of elevators during a fire as demonstrated during a fire drill on June 14, 2012. 
Corrective actions included ensuring all elevator keys were adequately stored, informing the Fire Chiefs and fire 
brigade members of the key locations, and initiating a training request to provide the Fire Chiefs and fire brigade 
members with adequate training covering elevator key usage and elevator control during a fire response.  
The inspectors determined that the failure to ensure Fire Chiefs and fire brigade members had the knowledge to 
perform their duties was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the External Factors (Fire) attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the turbine building and 
auxiliary building elevators could be utilized in the licensee’s Fire Protection Program to transport fire brigade 
members and their equipment in response to a fire. Safety-related equipment was in (or adjacent to) these fire zones. 
Therefore, if elevators were not controlled in the correct manner, the elevator may not be available for fire brigade use 
or may place personnel in danger by stopping at an undesirable elevation. The inspectors screened the finding in 
accordance with IMC 0609, Attachment 4, “Initial Characterization of Findings.” Based on Table 2, the inspectors 
concluded the issue represented a weakness in the External Event Mitigation Systems (Seismic/Fire/Flood/Severe 
Weather Protection Degraded) function of the Mitigating Systems Cornerstone. The inspectors reviewed the questions 
in Table 3 of IMC 0609, Attachment 4, and answered ‘No’ to Questions A-D and ‘Yes’ to Question E.1, “Does the 
finding involve discrepancies with the fire brigade?” As a result, the inspectors transitioned to IMC 0609, Appendix 
A, “The Significance Determination Process (SDP) for Findings at Power.” The inspectors reviewed IMC 0612, 
Appendix A, Exhibit 2, and answered ‘No’ to Question B - External Event Mitigation Systems 
(Seismic/Fire/Flood/Severe Weather Protection Degraded), “Does the finding involve the loss or degradation of 
equipment or function specifically designed to mitigate a seismic, flooding, or severe weather initiating event (e.g., 
seismic snubbers, flooding barriers, tornado doors)?” As a result, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the Resources component of the Human Performance 
cross-cutting area because the licensee failed to ensure Fire Chiefs and fire brigade members had an adequate 
knowledge or continuing training on the proper methods and implementation for the use and control of elevators 
during a fire as demonstrated during a fire drill on June 14, 2012 (H.2(b)). 
Inspection Report# : 2012004 (pdf)  

Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Install Foam-Water Sprinklers In Accordance With Sprinkler Standard 
The inspectors identified a finding of very low safety significance associated with cited violation of License Condition 
2.E for the licensee’s failure to implement the approved Fire Protection Program by failing to install foam-water 
sprinklers in accordance with the standard for installing sprinklers. Specifically, the licensee failed to correct 
significant obstructions to foam-water sprinklers in the Unit 2 2B diesel oil storage tank room that were previously 
identified by the NRC in a Non-Cited Violation in May 2010. The licensee entered this issue into their corrective 
action program and planned to survey each of the four diesel oil storage tank rooms for obstructions to determine the 
scope of physical changes needed to bring each room into compliance with the standard for installing sprinklers. The 
licensee will address corrective actions as part of their response to the Notice of Violation.  
 
The inspectors determined that the finding was more than minor because the significant obstructions to foam-water 
sprinklers in the 2B diesel oil storage tank room could adversely affect the application of foam or water suppressant in 
the event of a fire. The finding was of very low safety significance because a fire in the 2B diesel oil storage tank 
room would only affect the associated emergency diesel generator and no other equipment would be affected. This 
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finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
because the issue had been previously identified by the NRC and the resolution did not address the cause of the issue, 
(i.e., the physical installation).  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Address Fire Brigade Performance Deficiencies 
The inspectors identified a finding of very low safety significance for the licensee’s failure to properly address fire 
brigade drill performance deficiencies identified after completion of an unannounced fire drill. Specifically, the 
licensee failed to address the need to wait for the fire brigade leader’s determination that it was safe to use elevators. 
The licensee entered this issue into their corrective action program and generated training requests to reinforce the 
proper use of elevators by the fire brigade.  
 
The inspectors determined that the finding was more than minor because the finding, if left uncorrected, would 
become a more significant safety concern. Specifically, the improper use of elevators by the fire brigade during a fire 
could impact the ability of the brigade to fight a fire as smoke, heat, or flames could affect fire brigade members upon 
opening of elevator doors on the fire floor. The finding was of very low safety significance because the simulated fire 
was successfully suppressed by individuals who did not use the elevator. This finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices because the licensee did not enforce expectations on not proceeding in 
the face of uncertainty or unexpected conditions.  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
OPERABILITY DETERMINATION STANDARDS NOT FOLLOWED FOR HELB RELATED 
STRUCTURAL ISSUES IDENTIFIED BY THE NRC 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to follow 
the Operability Determination process after identifying potential safety related structural loading issues created by a 
postulated turbine building High Energy Line Break (HELB). Specifically, the licensee identified and addressed a 
very specific issue related to safety related divisional separation wall loading concerns, but failed to adequately 
evaluate the extent to which a postulated current licensing basis (CLB) HELB condition could affect other Technical 
Specification (TS) and/or safety related structures, systems, and components (SSCs) within the areas of concern. The 
licensee entered these issues into the CAP as IR 1382574 and IR 1389889. Corrective actions included performing a 
prompt operability determination associated with the issues raised by the inspectors. The licensee also planned to 
complete a formal revision to Operability Evaluation 2012-004 by July 24, 2012. The performance deficiency was 
determined to be more than minor because it was similar to the “not minor if” aspect of Example 3.j in IMC 0612, 
Appendix E, “Examples of Minor Issues,” since the issues identified by the inspectors resulted in a condition in which 
there was a reasonable doubt on the operability of the structures protecting TS components and systems that perform a 
TS function. The issues were dissimilar from the “minor because” aspect of the example since the impact of the issues 
were not minimal. In addition, the performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). The inspectors determined that the finding could be 
evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process”, Attachment 0609.04, 
“Phase 1 – Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. The 
inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 609 and, as a 
result, the finding screened as having very low safety significance (Green). This finding had a cross cutting aspect in 
the Decision Making component of the Human Performance cross cutting area because licensee personnel failed to 
use the Operability Determination process to evaluate the issues identified by the inspectors and therefore did not 
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obtain interdisciplinary input to make an operability decision (H.1(a)). 
 
Inspection Report# : 2012003 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN APPROVED FIRE PROTECTION PROGRAM REGARDING SAFE 
SHUTDOWN FIRE DAMPER QUALIFICATION 
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to adequately maintain the approved fire protection program after receiving 
information that adversely affected the qualification of fire dampers credited in the safe shutdown analysis. 
Specifically, the licensee inadvertently removed an action to secure ventilation upon the confirmation of a fire 
following a revision to the station’s Pre-Fire Plans in 2010. This action was established after the licensee received 
NRC Information Notice (IN) 89 52, “Potential Fire Damper Operational Problems,” which notified the licensee that 
these dampers were not qualified to shut with air flow through them. A significant contributor to this error was a 
failure of the licensee to adequately incorporate this action into the appropriate procedures and clearly document this 
requirement and basis for this requirement into the approved fire protection program. The licensee entered this issue 
into their corrective action program (CAP) as IR 1309949. Corrective actions included the implementation of 
Operations Standing Order 11 027 requiring manual operator action until a procedure change to the Fire Hazardous 
Materials Spill and/or Injury procedure (BwAP 1100 16), and Fire Response Guidelines (BwOP FP 100) was 
performed. Additionally, the licensee created an assignment to provide training to the fire brigade leaders for these 
planned procedure revisions. The finding was determined to be more than minor because it was associated with the 
Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, the failure to ensure that ventilation systems were secured upon the 
confirmation of a fire could affect the ability of fire dampers to shut and perform their safety function. The inspectors 
evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” Table 3b for the Mitigating 
Systems Cornerstone, which directed this finding be reviewed using IMC 0609, Appendix F, “Fire Protection 
Significance Determination Process,” since the finding affected fire barriers. The inspectors assigned this issue a “low 
degradation” rating based upon the high likelihood that ventilation would be secured upon the onset of a fire due to 
numerous ionization detectors that automatically trip ventilation systems upon the detection of smoke. Based on this 
assigned rating, the inspectors determined that this finding was of very low safety significance (Green). The inspectors 
determined that the most significant causal factor related to this finding was a failure to adequately incorporate the 
requirement into the current licensing basis (CLB) in 1989, and therefore this finding was not indicative of current 
performance and a cross-cutting aspect was not assigned. 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PROMPTLY CORRECT CONDITIONS ADVERSE TO QUALITY 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, “Corrective Action,” when licensee personnel failed to promptly correct conditions 
adverse to quality. Specifically, from 2006 to 2011, licensee personnel failed to correct a poor material condition in 
the auxiliary building ventilation (VA) intake plenums that resulted in clogging of floor drains and water leakage into 
electrical penetration and cable spreading room areas; and from 2010 to 2012, the licensee failed to correct a degraded 
floor drain in the Unit 2 miscellaneous electrical equipment room (MEER) that was next to a safety shower adjacent 
to a safety related direct current (DC) bus. The licensee entered this issue into their CAP as IRs 1291696 and 
1332289. Corrective actions included cleaning and re coating the VA intake plenums and routing out the floor drains 
in the MEERs. The finding was determined to be more than minor because it was associated with the Design Control 
and Protection Against External Events attributes of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
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to prevent undesirable consequences (i.e., core damage.). Specifically, the licensee failed to promptly correct degraded 
and clogged auxiliary building floor drains or the poor material condition in the VA intake plenum. The inspectors 
evaluated this finding using the SDP in accordance with IMC 0609, “Significance Determination Process,” 
Attachment 0609.04, “Phase I Initial Screening and Characterization of Findings,” and determined that the finding 
affected the Flood Protection Degraded Function of the Mitigating Systems Cornerstone, per Table 2. The inspectors 
answered ‘Yes’ to Question 5 in Table 4a, which directed the inspectors to Table 4b since the issue was related to 
flood protection. The inspectors answered ‘No’ to Question 2 of Table 4b because the floor drains were degraded, but 
the pooling water in the VA plenums or MEERs would not have likely resulted in a plant trip or transient. As a result, 
the issue screened as having very low safety significance (Green). This finding had a cross cutting aspect in the 
Corrective Action Program component of the Problem Identification and Resolution cross cutting area because the 
licensee failed to properly classify, prioritize, or evaluate conditions adverse to quality associated with auxiliary 
building floor drains and VA intake plenum such that the conditions were promptly corrected [P.1(c)].  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE SAFETY-RELATED HELB BARRIERS INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.65(a)(1), 10 
CFR 50.65(a)(2), and 10 CFR 50.65(b) when licensee personnel failed to scope numerous high energy line break 
(HELB) hazard barrier dampers into the maintenance rule, as required. The function of these barriers was to protect 
safety-related equipment such as the emergency diesel generators (EDGs) and safety-related alternating current (AC) 
and DC buses and cables from credited HELB sources in the turbine building. The licensee entered this issue into their 
CAP as IR 1310448. Corrective actions included scoping the dampers into the maintenance rule and assigning 
preventative maintenance performance monitoring criteria.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to monitor damper performance and establish performance goals could 
adversely affect the availability, reliability, and capability of safety-related structures, systems and components 
protected by the hazard barrier. The inspectors determined the finding could be evaluated using the SDP in accordance 
with IMC 0609, “Significance Determination Process,” Attachment 4, “Phase I Initial Screening and Characterization 
of Findings,” Table 4a for the Mitigating Systems Cornerstone. The finding screened as having very low safety 
significance since it was not a design or qualification deficiency confirmed not to result in a loss of operability or 
functionality. This finding was not indicative of current performance since the scoping aspects were determined prior 
to the rule’s effective date of July 10, 1996. As a result, a cross-cutting aspect was not assigned to this finding.  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INCORRECT CLASSIFICATION OF ENVIRONMENTAL QUALIFICATION ZONES 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR 50.49(e) when 
licensee personnel failed to correctly classify the EDGs, essential switchgear (ESG), and MEERs containing electrical 
equipment important to safety. Specifically, the licensee’s environmental qualification (EQ) program did not take into 
consideration the temperature and humidity changes expected for these rooms following a turbine building HELB and 
improperly classified these rooms as mild environments subjected to abnormal conditions instead of harsh 
environments. The licensee entered this issue into their CAP as IR 1288474. Corrective actions included an 
assignment for Corporate Engineering to provide a recommended environmental classification for the rooms where 
the abnormal conditions, due to a turbine building HELB event, were expected to occur. The finding was determined 
to be more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
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systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors 
determined the finding could be evaluated using the SDP in accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Phase I Initial Screening and Characterization of Findings,” Table 4a for the Mitigating 
Systems Cornerstone. The finding screened as having very low safety significance since it was not a design or 
qualification deficiency confirmed not to result in a loss of operability or functionality. This finding was not indicative 
of current performance and therefore was not assigned a cross-cutting aspect because the EQ classification of the 
rooms was completed in 1992.  
 
Inspection Report# : 2012002 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ANALYZE RECYCLE HOLDUP TANK INLET PIPING LOADS 
The inspectors identified a finding of very low safety significance (Green) and an associated cited violation (VIO) of 
10 CFR 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to evaluate the effect of 
dynamic loads on inlet piping from Unit 1 and Unit 2 Residual Heat Removal (RHR) suction relief valves that 
discharge to the Recycle Holdup Tank (RHUT); and, as a result, failed to verify the adequacy of the RHUT design to 
withstand design loads that resulted from a discharge from RHR system suction relief valves into the RHUT. As of 
September 30, 2012, IR 649581, Assignment 8 to resolve the potential over-pressurization of the RHUT had not been 
completed. At the end of the inspection period, licensee efforts to complete and refine a model to determine whether 
physical modifications were necessary were still in progress. It remained unclear whether a physical modification 
would be necessary; when that determination would be made; and if a physical modification was necessary, when that 
modification would be completed.  
The inspectors determined that the licensee’s failure to evaluate the effect of dynamic water hammer loads on inlet 
piping from Unit 1 and Unit 2 RHR suction relief valves that discharge to the RHUT was a performance deficiency. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, the licensee’s existing design and piping configuration had not addressed water 
hammer effects when the Unit 1 and Unit 2 RHR suction relief valves were aligned to discharge to the RHUT, which 
could rupture the inlet piping and potentially affect offsite dose consequences. The NRC Senior Reactor Analysts 
(SRAs) concluded that the risk significance associated with the finding was of very low safety significance (Green). 
This finding had a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area because the licensee failed to take timely corrective actions to address a previously 
issued NCV (P.1(d)).  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT A 10 CFR 50.72(b)(3)(v) AND A 10 CFR 50.73(a)(2)(v) REPORT; INOPERABLE 
ULTIMATE HEAT SINK 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.72(b)(3)(v) and 10 CFR 50.73(a)(2)(v) when 
licensee personnel failed to report a condition that resulted in a loss of safety function after the UHS was declared 
inoperable after exceeding the TS limit of 100 degrees Fahrenheit (°F). Specifically, on July 7, 2012, the licensee had 
identified and entered TS 3.7.9, “Ultimate Heat Sink,” Condition (A), “Ultimate Heat Sink Inoperable,” after the UHS 
lake temperature exceeded the TS 3.7.9.2 Surveillance Requirement value of less than or equal to 100°F. The 
inspectors determined that although this condition represented a loss of safety function in accordance with the 10 CFR 
50.72 and 10 CFR 50.73 reporting requirements and NUREG-1022, “Event Reporting Guidelines 10 CFR 50.72 and 
10 CFR 50.73,” Revision 2, the condition was not reported as required. This issue was entered into the licensee’s CAP 
as IR 1422296. Corrective actions included an action to report this event in accordance with NRC requirements.  
The inspectors determined that the failure to submit a report required by 10 CFR 50.72 and a Licensee Event Report 
(LER) required by 10 CFR 50.73 for a loss of safety function after the UHS was declared inoperable on July 7, 2012, 
was a performance deficiency. This violation had the potential to impact the regulatory process based, in part, on the 
generic communications that 10 CFR 50.72 and 10 CFR 50.73 reports serve, the required ROP inspection reviews that 
the NRC performs on all LERs, and the potential impact on licensee performance assessment. The inspectors 
determined that this issue was a Severity Level IV violation based on similar examples referenced in Section 6.9 of 
the NRC Enforcement Policy. Specifically, Example 9, “The licensee fails to make a report required by 10 CFR 50.72 
or 10 CFR 50.73,” and Example 10, “A failure to identify all applicable reporting codes on a Licensee Event Report 
that may impact the completeness or accuracy of other information (e.g., performance indicator data) submitted to the 
NRC.” Because cross cutting aspects do not apply to traditional enforcement issues, no cross-cutting aspect was 
assigned.  
 
Inspection Report# : 2012004 (pdf)  
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Braidwood 1 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IMPLEMENT ABNORMAL OPERATING PROCEDURES WHEN ENTRY CONDITIONS 
WERE PRESENT 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to 
implement adverse weather Abnormal Operating Procedures (AOPs) when entry conditions were present. 
Specifically, the site was not aware of a severe thunderstorm warning that had been issued for the area on May 6, 
2012, and did not implement site procedures that directed actions to be taken upon adverse weather conditions. In 
addition to entering the issue in the Corrective Action Program (CAP) as Issue Report (IR) 1364132, corrective 
actions included ensuring access to the National Weather Service website for Operations personnel, and 
implementation of additional weather alert notification tools. The performance deficiency was determined to be more 
than minor because it could be reasonably viewed as a precursor to a significant event in that the failure to implement 
the adverse weather AOPs could result in the failure to take actions intended to minimize the potential for a Loss of 
Offsite Power (LOOP) when the likelihood is elevated by adverse weather conditions. The performance deficiency 
was also determined to be more than minor because it was associated with the Protection Against External Factors 
attribute of the Initiating Events Cornerstone and adversely affected the cornerstone objective of limiting the 
likelihood of those events that upset plant stability and challenge critical safety functions during shutdown as well as 
power operations. In accordance with IMC 0609, Attachment 4, Table 2, the finding was determined to affect the 
Transient Initiator Contributor (e.g. loss of offsite power) function of the Initiating Events Cornerstone. The inspectors 
answered ‘No’ to the Transient Initiator questions in IMC 0609, Attachment 4, Table 4a. As a result, the issue 
screened as having very low safety significance (Green). This finding had a cross cutting aspect in the Resources 
component of the Human Performance cross cutting area because the licensee’s facilities were not adequate to ensure 
main control room personnel were aware of the severe thunderstorm warning (H.2(d)).  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
STEAM GENERATOR PRIMARY MANWAY BOLTS EXAMINED WITH UNQUALIFIED PROCEDURE
A finding of very low safety significance (Green) and an associated NCV of 10 CFR 50.55a(g)4 was identified by the 
inspectors when licensee personnel failed to establish an ultrasonic test (UT) examination procedure for steam 
generator primary manway bolts qualified in accordance with the American Society of Mechanical Engineers (ASME) 
Code, Section XI. Specifically, the licensee failed to determine a limit for maximum scan speed and incorporate this 
limit into the ultrasonic examination procedure applied to the steam generator primary side manway bolting. The 
licensee entered this issue into the CAP as IR 1359195 and performed a procedure performance demonstration to 
qualify the maximum scan speed allowed for the UT examination of manway bolts. The performance deficiency was 
determined to be more than minor because the issue, if left uncorrected, would become a more significant safety 
concern. Absent NRC identification, the absence of a scan speed could have allowed service induced cracks to go 
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undetected. Undetected cracks would place the steam generator primary manway closure bolting at increased risk for 
failure, which would affect the pressure retaining integrity of the Reactor Coolant System (RCS) and pose an 
increased risk for through wall leakage and/or failure. Because the licensee promptly corrected this issue before 
unacceptable flaws were returned to service, the inspectors answered ‘No’ to the Significance Determination Process 
Phase I screening question “Assuming worst case degradation, would the finding result in exceeding the Tech Spec 
[Technical Specification] limit for any RCS leakage or could the finding have likely affected other mitigation systems 
resulting in a total loss of their safety function assuming the worst case degradation?” Therefore, this finding screened 
as having very low safety significance (Green). This finding had a cross cutting aspect in the Decision-Making 
component of the Human Performance cross-cutting area because the licensee did not implement conservative 
assumptions regarding a UT essential variable when creating the UT procedure and demonstrating that procedure. 
Specifically, the licensee staff failed to understand the significance of establishing a scanning speed into the UT 
procedure and recording the scanning speed during the procedure demonstration (H.1(b)). 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOMPLISH CORRECTIVE ACTIONS FOLLOWING IDENTIFIED BORIC ACID 
LEAKAGE ON REACTOR HEAD PENETRATION NO. 77 
A finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, Appendix B, Criterion 
XVI, “Corrective Action,” was identified by the inspectors when licensee personnel failed to accomplish corrective 
actions following identified boric acid leakage on a reactor head penetration. Specifically, the licensee did not 
adequately implement corrective actions involving cleaning and removal of boric acid deposits following identified 
boric acid leakage on Reactor Head Penetration No. 77. The licensee entered this issue into the CAP as IR 1359227 
and performed a UT examination of the penetration to confirm that no leakage path existed and a post cleaning visual 
examination to confirm no signs of gross degradation.  
The performance deficiency was determined to be more than minor because the issue was associated with the 
Equipment Performance attribute of the Initiating Events Cornerstone and adversely 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 operation. Specifically, the reactor head was returned to service without accomplishing 
corrective actions to remove all boric acid deposits from the Penetration No. 77 leakage. This resulted in boric acid 
deposits being left on the reactor head for one operating cycle and masking of potential surface indications from 
Penetration No. 77 leakage during the subsequent Bare Metal Visual (BMV) examination. Because no gross visual 
degradation was observed during the BMV examination after cleaning of boric acid deposits and no leakage path was 
detected during the UT examination of Penetration No. 77 in the A1R16 outage, the inspectors answered ‘No’ to the 
SDP Phase I screening question “Assuming worst case degradation, would the finding result in exceeding the Tech 
Spec limit for any RCS leakage or could the finding have likely affected other mitigation systems resulting in a total 
loss of their safety function assuming the worst case degradation?” Therefore, the finding screened as having very low 
safety significance (Green). This finding had a cross cutting aspect in the Work Control component of the Human 
Performance cross-cutting area because the licensee did not appropriately plan the reactor work activity to repair and 
clean the mechanical connection on Penetration No. 77 by incorporating job site conditions including risk insights 
associated with potentially washing down boric acid deposits below the reactor head insulation onto the reactor head 
(H.3(a)).  
 
Inspection Report# : 2012003 (pdf)  

Mitigating Systems 
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Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE 10 CFR 50.59 EVALUATION REMOVING THE POSITIVE 
DISPLACEMENT PUMP FROM THE CURRENT LICENSING BASIS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
POSITIVE DISPLACEMENT PUMPS NOT AVAILABLE TO PERFORM THEIR MITIGATING 
FUNCTIONS ASSOCIATED WITH BOTH NORMAL AND ABNORMAL OPERATIONS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
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current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH AN ADEQUATE QUALITY INSTRUCTION FOR DETERMINING 
PRESSURIZER POWER OPERATED RELIEF VALVE OPERABILITY 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for pressurizer (PZR) power 
operated relief valve (PORV) accumulator system leakage when establishing a design operability limit. Specifically, 
procedures BwAR 1 12 D7 (Unit 1) and BwAR 2 12 D7 (Unit 2), “PZR PORV Supply Pressure High/Low,” 
established a minimum PZR PORV air accumulator operability pressure limit of 85 pounds per square inch gauge 
(psig). However, this pressure limit did not account for allowable accumulator system leakage, which could be as high 
as 15 psig per hour, during a postulated Steam Generator Tube Rupture (SGTR) event with a loss of the nonsafety-
related air supply to the valves. The licensee entered this issue into their CAP as IR 1493170. Corrective actions to 
address this issue included a revision to Unit 1 BwAR 1 12 D7 and Unit 2 BwAR 2 12 D7 to require Operations to 
declare the PZR PORVs inoperable at a higher minimum accumulator pressure limit of 94 psig. The finding was 
determined to be more than minor because it was associated with the Design Control attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the operability limit of 85 psig failed to account for the licensing basis conditions of a postulated Chapter 
15 SGTR event, loss of nonsafety related instrument air to the containment and PZR PORVs, and acceptable loss of 
air from the safety related accumulators through normal leakage and valve strokes. The finding was evaluated using 
IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance Determination Process for 
Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors answered ‘No’ to Questions 
1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance (Green). There was no cross 
cutting aspect associated with the finding because it was not indicative of current licensee performance.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN WATERTIGHT DOOR SAFETY FUNCTION AFTER ROUTINE PASSAGE 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when the licensee’s Plant Barrier Impairment 
(PBI) control program permitted the Unit 1 and Unit 2 Emergency Diesel Generator (EDG) Diesel Oil Storage Tank 
(DOST) room watertight doors to be left open and unattended following normal ingress into the Unit 1 and Unit 2 
DOST rooms. The licensee entered this issue into their corrective action program (CAP) as IR 1449644. Corrective 
actions included the creation and implementation of Operations Department Standing Order (SO) 12 004 on 
December 18, 2012, until BwAP 1110-3 was formally revised on December 21, 2012 to suspend the practice of 
permitting the Unit 1 and Unit 2 DOST watertight doors to be left open and unattended to perform tours, inspections, 
walkdowns, sampling, or other routine tasks in the DOST rooms.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, from August 1986 until December 7, 2012, the licensee permitted the 
practice of removing safety related flood barriers from service for individually short periods of time, multiple times of 
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day, without ensuring that the described barrier would be both available and capable of performing its safety function 
during an internal turbine building flooding event. The finding was determined to be of very low safety significance 
following a detailed risk evaluation by an NRC senior reactor analyst (SRA). This finding had a cross cutting aspect in 
the Resources component of the Human Performance cross-cutting area since the licensee failed to ensure that an 
adequate procedure was maintained following a recent October 2011 revision to BwAP1110 3 that added specific 
requirements and expectations for normal passage through barrier doors. Specifically, the licensee specified new 
requirements for using safety-related doors in Section D.2.e of BwAP 1110 3, but failed to adequately apply these 
requirements to Section D.2.b of the same procedure (H.2(c)). 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PBI ALLOWANCE FOR ONE EDG DOST WATERTIGHT DOOR INOPERABLE 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to recognize that 
when one of the two Unit 1 or Unit 2 DOST room watertight doors was impaired, the safety function of both 
associated safety-related EDGs was adversely impacted since the access door between the two DOST rooms was not 
designed to be watertight. The licensee entered this issue into their CAP as IR 1451835. Corrective actions included 
the creation and implementation SO 12 004 on December 18, 2012, until BwAP 1110-3 was formally revised on 
December 21, 2012. Both the interim SO and revision to BwAP 1110-3 required that both EDGs be considered 
inoperable if a flood watch was not implemented prior to the impairment of a DOST room watertight door.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, on at least one occurrence in the past three years, the licensee had 
unknowingly lost the EDG safety function when performing maintenance on DOST watertight doors. The finding was 
determined to be of very low safety significance following a detailed risk evaluation by an NRC SRA. There was no 
cross cutting aspect associated with the finding because it was not indicative of current performance. Specifically, an 
Engineering Change Request (ECR) that identified and evaluated this issue was completed in 1999.  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATION OF BLOCK WALLS FOR HIGH ENERGY LINE 
BREAK LOADS 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to perform 
an adequate technical review to determine the operability of auxiliary building safety-related block walls affected by 
High Energy Line Break (HELB) pressure loading. The licensee entered this issue in their CAP as IR 1454143. 
Corrective actions included a significant revision to the Operability Evaluation to address each of the inspector’s 
concerns.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
reliability, availability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Additionally, More than Minor Example 3.j of IMC 0612, Appendix E, “Examples of Minor 
Issues,” was used to inform the answer to this more than minor screening question. Specifically, the licensee used non 
conservative allowable stress values for masonry and steel support columns that, at the time of discovery, resulted in 
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reasonable doubt of the operability of the affected walls. In accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Initial Characterization of Findings,” Table 2, the inspectors determined the finding affected 
the Mitigating Systems Cornerstone. As a result, the inspectors determined the finding could be evaluated using 
Appendix A, “The SDP for Findings At Power,” Exhibit 2, for the Mitigating Systems Cornerstone. Because the 
finding did not ultimately affect the operability or functionality of any equipment, the inspectors answered ‘Yes’ to 
Screening Question 1 and determined the finding was of very low safety significance (Green). This finding had a 
cross cutting aspect in the Decision-Making component of the Human Performance cross cutting area because the 
licensee used non conservative assumptions in an operability evaluation of auxiliary building block walls. 
Specifically, the licensee used non conservative assumptions for masonry and steel allowable stresses in the 
evaluation of safety related walls, which could not be justified (H.1(b)).  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADEQUATELY EVALUATE OPERATION CREW PERFORMANCE FOR A REACTOR 
TRIP AND FAILURE TO ADEQUATELY EVALUATE EMERGENCY OPERATING PROCEDURE 
STANDARDS 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to 
implement a Caution Note in Emergency Operating Procedure (EOP) 2BwEP ES-0.1, “Reactor Trip Response,” 
during a July 30, 2009, Unit 2 reactor trip; failed to identify that deficiency during a “4.0 Crew Critique” to evaluate 
Operation’s response to that event; and failed to adequately evaluate a concern identified during this inspection period 
that was entered into the Corrective Action Program (CAP) related to the requirement to follow the EOP guidance. In 
particular, licensee personnel incorrectly concluded that a reactor trip involving reactor coolant system (RCS) natural 
circulation would not require the initiation of an RCS cooldown within 2 hours following the shutdown despite the 
licensee’s Analysis of Record (AOR) and Technical Specification (TS) bases documents that required a cooldown be 
initiated within 2 hours to ensure that an adequate volume of water was available in the Condensate Storage Tank 
(CST) to cool down the RCS without utilizing the Ultimate Heat Sink (UHS). Corrective actions included revising 
1/2BwEP ES-0.1 to relocate the Caution Note in the procedure and alleviate any future confusion with the cooldown 
requirement. Additionally, the Caution Note was modified to be consistent with the Current Licensing Basis (CLB) 
analysis of the CST and Operations management discussed the issue with the Operations crew staff and supervision to 
ensure that the Caution Note would be performed as required by 1/2BwEP ES-0.1.  
The inspectors determined that the failure to follow the EOP Caution Note during the July 30, 2009 Unit 2 reactor 
trip; the failure to identify this deficiency during the 4.0 Crew Critique assessment associated with this reactor trip, 
and the failure to adequately evaluate an issue entered into the CAP regarding this requirement was a performance 
deficiency. The inspectors determined that the performance deficiency was more than minor because it was associated 
with the Human Performance and Design Control attributes of the Mitigating Systems Cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e. core damage). The inspectors evaluated this finding using 
the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Initial 
Characterization of Findings,” which directed the finding to be screened using IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings at Power.” The inspectors determined that because the station 
operated and nominally maintained CST level significantly above the minimum CST TS level prior to the June 30, 
2009 Unit 2 reactor trip, the CST maintained its operability and functionality, and therefore this finding was of very 
low safety significance (Green). This finding had a cross cutting aspect in the CAP component of the Problem 
Identification and Resolution cross cutting area because the licensee failed to adequately evaluate Operations’ 
response to the July 30, 2009, reactor trip and subsequently failed to adequately evaluate an issue identified within the 
CAP (P.1(c)). 
Inspection Report# : 2012004 (pdf)  
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Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRAIN FIRE BRIGADE MEMBERS ON THE USE OF ELEVATORS 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Braidwood 
Operating License Condition 2.E, “Fire Protection Program,” when licensee personnel failed to ensure that fire 
brigade members retained knowledge provided in fire brigade initial training. Specifically, station Fire Chiefs and fire 
brigade members did not have an adequate knowledge or continuing training on the proper methods and 
implementation for the use and control of elevators during a fire as demonstrated during a fire drill on June 14, 2012. 
Corrective actions included ensuring all elevator keys were adequately stored, informing the Fire Chiefs and fire 
brigade members of the key locations, and initiating a training request to provide the Fire Chiefs and fire brigade 
members with adequate training covering elevator key usage and elevator control during a fire response.  
The inspectors determined that the failure to ensure Fire Chiefs and fire brigade members had the knowledge to 
perform their duties was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the External Factors (Fire) attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the turbine building and 
auxiliary building elevators could be utilized in the licensee’s Fire Protection Program to transport fire brigade 
members and their equipment in response to a fire. Safety-related equipment was in (or adjacent to) these fire zones. 
Therefore, if elevators were not controlled in the correct manner, the elevator may not be available for fire brigade use 
or may place personnel in danger by stopping at an undesirable elevation. The inspectors screened the finding in 
accordance with IMC 0609, Attachment 4, “Initial Characterization of Findings.” Based on Table 2, the inspectors 
concluded the issue represented a weakness in the External Event Mitigation Systems (Seismic/Fire/Flood/Severe 
Weather Protection Degraded) function of the Mitigating Systems Cornerstone. The inspectors reviewed the questions 
in Table 3 of IMC 0609, Attachment 4, and answered ‘No’ to Questions A-D and ‘Yes’ to Question E.1, “Does the 
finding involve discrepancies with the fire brigade?” As a result, the inspectors transitioned to IMC 0609, Appendix 
A, “The Significance Determination Process (SDP) for Findings at Power.” The inspectors reviewed IMC 0612, 
Appendix A, Exhibit 2, and answered ‘No’ to Question B - External Event Mitigation Systems 
(Seismic/Fire/Flood/Severe Weather Protection Degraded), “Does the finding involve the loss or degradation of 
equipment or function specifically designed to mitigate a seismic, flooding, or severe weather initiating event (e.g., 
seismic snubbers, flooding barriers, tornado doors)?” As a result, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the Resources component of the Human Performance 
cross-cutting area because the licensee failed to ensure Fire Chiefs and fire brigade members had an adequate 
knowledge or continuing training on the proper methods and implementation for the use and control of elevators 
during a fire as demonstrated during a fire drill on June 14, 2012 (H.2(b)). 
Inspection Report# : 2012004 (pdf)  

Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Install Foam-Water Sprinklers In Accordance With Sprinkler Standard 
The inspectors identified a finding of very low safety significance associated with cited violation of License Condition 
2.E for the licensee’s failure to implement the approved Fire Protection Program by failing to install foam-water 
sprinklers in accordance with the standard for installing sprinklers. Specifically, the licensee failed to correct 
significant obstructions to foam-water sprinklers in the Unit 2 2B diesel oil storage tank room that were previously 
identified by the NRC in a Non-Cited Violation in May 2010. The licensee entered this issue into their corrective 
action program and planned to survey each of the four diesel oil storage tank rooms for obstructions to determine the 
scope of physical changes needed to bring each room into compliance with the standard for installing sprinklers. The 
licensee will address corrective actions as part of their response to the Notice of Violation.  

1Q/2013 Inspection Findings - Braidwood 1

Page 7 of 11



 
The inspectors determined that the finding was more than minor because the significant obstructions to foam-water 
sprinklers in the 2B diesel oil storage tank room could adversely affect the application of foam or water suppressant in 
the event of a fire. The finding was of very low safety significance because a fire in the 2B diesel oil storage tank 
room would only affect the associated emergency diesel generator and no other equipment would be affected. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
because the issue had been previously identified by the NRC and the resolution did not address the cause of the issue, 
(i.e., the physical installation).  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Address Fire Brigade Performance Deficiencies 
The inspectors identified a finding of very low safety significance for the licensee’s failure to properly address fire 
brigade drill performance deficiencies identified after completion of an unannounced fire drill. Specifically, the 
licensee failed to address the need to wait for the fire brigade leader’s determination that it was safe to use elevators. 
The licensee entered this issue into their corrective action program and generated training requests to reinforce the 
proper use of elevators by the fire brigade.  
 
The inspectors determined that the finding was more than minor because the finding, if left uncorrected, would 
become a more significant safety concern. Specifically, the improper use of elevators by the fire brigade during a fire 
could impact the ability of the brigade to fight a fire as smoke, heat, or flames could affect fire brigade members upon 
opening of elevator doors on the fire floor. The finding was of very low safety significance because the simulated fire 
was successfully suppressed by individuals who did not use the elevator. This finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices because the licensee did not enforce expectations on not proceeding in 
the face of uncertainty or unexpected conditions.  
 
Inspection Report# : 2012008 (pdf)  

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
OPERABILITY DETERMINATION STANDARDS NOT FOLLOWED FOR HELB RELATED 
STRUCTURAL ISSUES IDENTIFIED BY THE NRC 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to follow 
the Operability Determination process after identifying potential safety related structural loading issues created by a 
postulated turbine building High Energy Line Break (HELB). Specifically, the licensee identified and addressed a 
very specific issue related to safety related divisional separation wall loading concerns, but failed to adequately 
evaluate the extent to which a postulated current licensing basis (CLB) HELB condition could affect other Technical 
Specification (TS) and/or safety related structures, systems, and components (SSCs) within the areas of concern. The 
licensee entered these issues into the CAP as IR 1382574 and IR 1389889. Corrective actions included performing a 
prompt operability determination associated with the issues raised by the inspectors. The licensee also planned to 
complete a formal revision to Operability Evaluation 2012-004 by July 24, 2012. The performance deficiency was 
determined to be more than minor because it was similar to the “not minor if” aspect of Example 3.j in IMC 0612, 
Appendix E, “Examples of Minor Issues,” since the issues identified by the inspectors resulted in a condition in which 
there was a reasonable doubt on the operability of the structures protecting TS components and systems that perform a 
TS function. The issues were dissimilar from the “minor because” aspect of the example since the impact of the issues 
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were not minimal. In addition, the performance deficiency was determined to be more than minor because it was 
associated with the Design Control attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). The inspectors determined that the finding could be 
evaluated using the SDP in accordance with IMC 0609, “Significance Determination Process”, Attachment 0609.04, 
“Phase 1 – Initial Screening and Characterization of Findings,” Table 4a, for the Mitigating Systems Cornerstone. The 
inspectors answered ‘No’ to all of the Mitigating Systems Cornerstone questions in Table 4a of IMC 609 and, as a 
result, the finding screened as having very low safety significance (Green). This finding had a cross cutting aspect in 
the Decision Making component of the Human Performance cross cutting area because licensee personnel failed to 
use the Operability Determination process to evaluate the issues identified by the inspectors and therefore did not 
obtain interdisciplinary input to make an operability decision (H.1(a)).  
 
Inspection Report# : 2012003 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ANALYZE RECYCLE HOLDUP TANK INLET PIPING LOADS 
The inspectors identified a finding of very low safety significance (Green) and an associated cited violation (VIO) of 
10 CFR 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to evaluate the effect of 
dynamic loads on inlet piping from Unit 1 and Unit 2 Residual Heat Removal (RHR) suction relief valves that 
discharge to the Recycle Holdup Tank (RHUT); and, as a result, failed to verify the adequacy of the RHUT design to 
withstand design loads that resulted from a discharge from RHR system suction relief valves into the RHUT. As of 
September 30, 2012, IR 649581, Assignment 8 to resolve the potential over-pressurization of the RHUT had not been 
completed. At the end of the inspection period, licensee efforts to complete and refine a model to determine whether 
physical modifications were necessary were still in progress. It remained unclear whether a physical modification 
would be necessary; when that determination would be made; and if a physical modification was necessary, when that 
modification would be completed.  
The inspectors determined that the licensee’s failure to evaluate the effect of dynamic water hammer loads on inlet 
piping from Unit 1 and Unit 2 RHR suction relief valves that discharge to the RHUT was a performance deficiency. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, the licensee’s existing design and piping configuration had not addressed water 
hammer effects when the Unit 1 and Unit 2 RHR suction relief valves were aligned to discharge to the RHUT, which 
could rupture the inlet piping and potentially affect offsite dose consequences. The NRC Senior Reactor Analysts 
(SRAs) concluded that the risk significance associated with the finding was of very low safety significance (Green). 
This finding had a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area because the licensee failed to take timely corrective actions to address a previously 
issued NCV (P.1(d)).  
 
Inspection Report# : 2012004 (pdf)  
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Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 
Significance: N/A Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT A 10 CFR 50.72(b)(3)(v) AND A 10 CFR 50.73(a)(2)(v) REPORT; INOPERABLE 
ULTIMATE HEAT SINK 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.72(b)(3)(v) and 10 CFR 50.73(a)(2)(v) when 
licensee personnel failed to report a condition that resulted in a loss of safety function after the UHS was declared 
inoperable after exceeding the TS limit of 100 degrees Fahrenheit (°F). Specifically, on July 7, 2012, the licensee had 
identified and entered TS 3.7.9, “Ultimate Heat Sink,” Condition (A), “Ultimate Heat Sink Inoperable,” after the UHS 
lake temperature exceeded the TS 3.7.9.2 Surveillance Requirement value of less than or equal to 100°F. The 
inspectors determined that although this condition represented a loss of safety function in accordance with the 10 CFR 
50.72 and 10 CFR 50.73 reporting requirements and NUREG-1022, “Event Reporting Guidelines 10 CFR 50.72 and 
10 CFR 50.73,” Revision 2, the condition was not reported as required. This issue was entered into the licensee’s CAP 
as IR 1422296. Corrective actions included an action to report this event in accordance with NRC requirements.  
The inspectors determined that the failure to submit a report required by 10 CFR 50.72 and a Licensee Event Report 
(LER) required by 10 CFR 50.73 for a loss of safety function after the UHS was declared inoperable on July 7, 2012, 
was a performance deficiency. This violation had the potential to impact the regulatory process based, in part, on the 
generic communications that 10 CFR 50.72 and 10 CFR 50.73 reports serve, the required ROP inspection reviews that 
the NRC performs on all LERs, and the potential impact on licensee performance assessment. The inspectors 
determined that this issue was a Severity Level IV violation based on similar examples referenced in Section 6.9 of 
the NRC Enforcement Policy. Specifically, Example 9, “The licensee fails to make a report required by 10 CFR 50.72 
or 10 CFR 50.73,” and Example 10, “A failure to identify all applicable reporting codes on a Licensee Event Report 
that may impact the completeness or accuracy of other information (e.g., performance indicator data) submitted to the 
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NRC.” Because cross cutting aspects do not apply to traditional enforcement issues, no cross-cutting aspect was 
assigned.  
 
Inspection Report# : 2012004 (pdf)  

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

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY AND CORRECT DEGRADED DOST ROOM SUMP PUMP DISCHARGE 
CHECK VALVES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to identify degraded 
Diesel Oil Storage Tank (DOST) room sump discharge check valves in 2013 and after performing periodic testing in 
2005. The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1526652, “IR 
Not Generated as Required – 2005 OD Check Valve UT [Ultrasonic Testing] Results.” Corrective actions included 
the repair of the degraded DOST room sump check valves. The inspectors determined that the failure to identify 
issues associated with degraded DOST room sump pump discharge check valves was a performance deficiency. The 
inspectors determined that the performance deficiency was more than minor because it was associated with the 
Protection Against External Factors attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Since the finding resulted in the potential for a loss of the 
emergency power function during a turbine building flooding event, and based upon an actual DOST room sump 
check valve failure, a detailed risk evaluation was performed, which determined that the finding was of very low 
safety significance. This finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution (PI&R) cross cutting area because the licensee failed to take appropriate 
corrective actions in a timely manner to address degraded DOST room sump check valves.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE NONSAFETY RELATED TURBINE BUILDING TO AUXILIARY BUILDING 
SUMP PUMP DISCHARGE CHECK VALVES INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
50.65(b)(2)(ii) when licensee personnel failed to scope four Unit 1 and Unit 2 Essential Service Water (SX) pump 
room sump pump discharge check valves and eight Unit 1 and Unit 2 DOST room sump pump discharge check valves 
into the Maintenance Rule as required. The licensee entered this issue into their CAP as IR 1498897, ”Review 
1/2WF040A/B Valves for Inclusion Into MRule [Maintenance Rule],” and planned to scope the components into the 
Maintenance Rule. The inspectors determined that the failure to scope the Unit 1 and Unit 2 SX pump room sump 
pump discharge check valves and Unit 1 and Unit 2 DOST room sump pump discharge check valves into the 
Maintenance Rule was a performance deficiency. The inspectors determined that the performance deficiency was 
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more than minor because, if left uncorrected, the performance deficiency would have the potential to lead to a more 
significant safety concern. Since a degraded SX or DOST sump check valve would degrade one or more trains of a 
system that supported a risk-significant system or function, a detailed risk evaluation was performed that determined 
the finding was of very low safety significance. This finding had a cross cutting aspect in the Decision-Making 
component of the Human Performance cross cutting area because the licensee failed to use conservative assumptions 
readily available in the applicable guidance document to demonstrate that not scoping the components into the 
Maintenance Rule was in accordance with Maintenance Rule requirements and therefore maintained safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATIONS FOR A DEGRADED UNIT 1 BORIC ACID STORAGE 
TANK BLADDER 
A finding of very low safety significance was self revealed when licensee personnel performed inadequate 
functionality evaluations after previously identifying that the Unit 1 Boric Acid Storage Tank (BAST) bladder was 
degraded. The licensee entered this issue into their CAP as IR 1498696, “Secured Boric Acid Tank Transfer Earlier 
Than Expected.” Corrective actions included the replacement of the Unit 1 and Unit 2 BAST bladders. The inspectors 
determined that the failure to adequately evaluate Unit 1 BAST system functionality after identifying that the Unit 1 
BAST bladder had substantially degraded was a performance deficiency. The inspectors determined the performance 
deficiency was more than minor because it was associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors screened the finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for 
Findings At-Power.” The inspectors answered ‘No’ to all of the Mitigating System Screening questions for Reactivity 
Control Systems, therefore the finding screened as having very low safety significance. This finding had a cross 
cutting aspect in the Operating Experience component of the PI&R cross cutting area because the licensee failed to 
implement and institutionalize Operating Experience that specifically discussed the potential adverse consequences 
that a degraded tank bladder could have on plant safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADVERTENT REMOVAL OF THE DESIGN BASIS REQUIREMENT TO COMMENCE A COOLDOWN
WITHIN TWO HOURS FOLLOWING THE ESTABLISHMENT OF NATURAL CIRCULATION 
CONDITIONS AND LOSS OF AIR TO CONTAINMENT 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to maintain the procedural 
requirement to commence a reactor coolant system (RCS) cooldown within 2 hours following a design basis seismic 
event that included a reactor trip, failure of all nonsafety related equipment, and limiting single active failure. The 
licensee entered this issue into their CAP as IR 1496506, “NRC Identified PZR [Pressurizer] PORV [Power-Operated 
Relief Valve] Natural Circulation Cooldown Analysis.” Corrective actions included development of a revised 
instruction in the Emergency Operating Procedures (EOPs). The inspectors determined that the failure to adequately 
revise an EOP was a performance deficiency. Specifically, the licensee removed a procedural requirement to 
commence an RCS natural circulation cooldown if instrument air was lost to containment, which inadvertently could 
adversely affect a safety related PZR PORV function. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Procedural Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
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systems that respond to initiating events to prevent undesirable consequences (i.e, core damage.) The inspectors 
evaluated this finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” and determined that this finding was of very low safety significance because the issue was determined to not 
be a confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because licensee personnel failed to thoroughly evaluate a 
problem and ensure that the resolution adequately addressed the cause and extent of condition, as necessary. 
Specifically, the licensee failed to adequately evaluate a prior NRC finding such that the corrective actions adequately 
addressed the problem.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR PZR PORV ACCUMULATOR LEAKAGE DURING HOT STANDBY AND 
SUBSEQUENT COOLDOWN PERIOD FOLLOWING A POSTULATED EARTHQUAKE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for PZR PORV 
accumulator air system leakage during the assumed 2 hour time spent in hot standby following a limiting seismic 
event. The licensee entered this issue into their CAP as IR 1481590, “NRC Question Regarding Pressurizer PORV 
Accumulator Leakage.” As part of their corrective actions, the licensee planned to revise procedures and seek 
clarification from the NRC concerning the licensing basis of the auxiliary spray system. The inspectors determined 
that the failure to ensure that the PZR PORVs could perform their credited safety function following a limiting 
seismic event was a performance deficiency. The inspectors determined that the performance deficiency was more 
than minor because it was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors evaluated this 
finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” and 
determined that the finding was of very low safety significance because the issue was determined to not be a 
confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because the licensee failed to thoroughly evaluate a problem such 
that the resolution addressed causes and extent of condition, as necessary. Specifically, the licensee failed to 
adequately evaluate not accounting for PZR PORV air accumulator leakage in the natural circulation cooldown 
current licensing basis (CLB) due to the reliance on another system to provide the credited safety function. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE 10 CFR 50.59 EVALUATION REMOVING THE POSITIVE 
DISPLACEMENT PUMP FROM THE CURRENT LICENSING BASIS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
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Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
POSITIVE DISPLACEMENT PUMPS NOT AVAILABLE TO PERFORM THEIR MITIGATING 
FUNCTIONS ASSOCIATED WITH BOTH NORMAL AND ABNORMAL OPERATIONS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH AN ADEQUATE QUALITY INSTRUCTION FOR DETERMINING 
PRESSURIZER POWER OPERATED RELIEF VALVE OPERABILITY 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for pressurizer (PZR) power 
operated relief valve (PORV) accumulator system leakage when establishing a design operability limit. Specifically, 
procedures BwAR 1 12 D7 (Unit 1) and BwAR 2 12 D7 (Unit 2), “PZR PORV Supply Pressure High/Low,” 
established a minimum PZR PORV air accumulator operability pressure limit of 85 pounds per square inch gauge 
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(psig). However, this pressure limit did not account for allowable accumulator system leakage, which could be as high 
as 15 psig per hour, during a postulated Steam Generator Tube Rupture (SGTR) event with a loss of the nonsafety-
related air supply to the valves. The licensee entered this issue into their CAP as IR 1493170. Corrective actions to 
address this issue included a revision to Unit 1 BwAR 1 12 D7 and Unit 2 BwAR 2 12 D7 to require Operations to 
declare the PZR PORVs inoperable at a higher minimum accumulator pressure limit of 94 psig. The finding was 
determined to be more than minor because it was associated with the Design Control attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the operability limit of 85 psig failed to account for the licensing basis conditions of a postulated Chapter 
15 SGTR event, loss of nonsafety related instrument air to the containment and PZR PORVs, and acceptable loss of 
air from the safety related accumulators through normal leakage and valve strokes. The finding was evaluated using 
IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance Determination Process for 
Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors answered ‘No’ to Questions 
1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance (Green). There was no cross 
cutting aspect associated with the finding because it was not indicative of current licensee performance.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN WATERTIGHT DOOR SAFETY FUNCTION AFTER ROUTINE PASSAGE 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when the licensee’s Plant Barrier Impairment 
(PBI) control program permitted the Unit 1 and Unit 2 Emergency Diesel Generator (EDG) Diesel Oil Storage Tank 
(DOST) room watertight doors to be left open and unattended following normal ingress into the Unit 1 and Unit 2 
DOST rooms. The licensee entered this issue into their corrective action program (CAP) as IR 1449644. Corrective 
actions included the creation and implementation of Operations Department Standing Order (SO) 12 004 on 
December 18, 2012, until BwAP 1110-3 was formally revised on December 21, 2012 to suspend the practice of 
permitting the Unit 1 and Unit 2 DOST watertight doors to be left open and unattended to perform tours, inspections, 
walkdowns, sampling, or other routine tasks in the DOST rooms.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, from August 1986 until December 7, 2012, the licensee permitted the 
practice of removing safety related flood barriers from service for individually short periods of time, multiple times of 
day, without ensuring that the described barrier would be both available and capable of performing its safety function 
during an internal turbine building flooding event. The finding was determined to be of very low safety significance 
following a detailed risk evaluation by an NRC senior reactor analyst (SRA). This finding had a cross cutting aspect in 
the Resources component of the Human Performance cross-cutting area since the licensee failed to ensure that an 
adequate procedure was maintained following a recent October 2011 revision to BwAP1110 3 that added specific 
requirements and expectations for normal passage through barrier doors. Specifically, the licensee specified new 
requirements for using safety-related doors in Section D.2.e of BwAP 1110 3, but failed to adequately apply these 
requirements to Section D.2.b of the same procedure (H.2(c)). 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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INADEQUATE PBI ALLOWANCE FOR ONE EDG DOST WATERTIGHT DOOR INOPERABLE
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to recognize that 
when one of the two Unit 1 or Unit 2 DOST room watertight doors was impaired, the safety function of both 
associated safety-related EDGs was adversely impacted since the access door between the two DOST rooms was not 
designed to be watertight. The licensee entered this issue into their CAP as IR 1451835. Corrective actions included 
the creation and implementation SO 12 004 on December 18, 2012, until BwAP 1110-3 was formally revised on 
December 21, 2012. Both the interim SO and revision to BwAP 1110-3 required that both EDGs be considered 
inoperable if a flood watch was not implemented prior to the impairment of a DOST room watertight door.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, on at least one occurrence in the past three years, the licensee had 
unknowingly lost the EDG safety function when performing maintenance on DOST watertight doors. The finding was 
determined to be of very low safety significance following a detailed risk evaluation by an NRC SRA. There was no 
cross cutting aspect associated with the finding because it was not indicative of current performance. Specifically, an 
Engineering Change Request (ECR) that identified and evaluated this issue was completed in 1999.  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATION OF BLOCK WALLS FOR HIGH ENERGY LINE 
BREAK LOADS 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to perform 
an adequate technical review to determine the operability of auxiliary building safety-related block walls affected by 
High Energy Line Break (HELB) pressure loading. The licensee entered this issue in their CAP as IR 1454143. 
Corrective actions included a significant revision to the Operability Evaluation to address each of the inspector’s 
concerns.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
reliability, availability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Additionally, More than Minor Example 3.j of IMC 0612, Appendix E, “Examples of Minor 
Issues,” was used to inform the answer to this more than minor screening question. Specifically, the licensee used non 
conservative allowable stress values for masonry and steel support columns that, at the time of discovery, resulted in 
reasonable doubt of the operability of the affected walls. In accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Initial Characterization of Findings,” Table 2, the inspectors determined the finding affected 
the Mitigating Systems Cornerstone. As a result, the inspectors determined the finding could be evaluated using 
Appendix A, “The SDP for Findings At Power,” Exhibit 2, for the Mitigating Systems Cornerstone. Because the 
finding did not ultimately affect the operability or functionality of any equipment, the inspectors answered ‘Yes’ to 
Screening Question 1 and determined the finding was of very low safety significance (Green). This finding had a 
cross cutting aspect in the Decision-Making component of the Human Performance cross cutting area because the 
licensee used non conservative assumptions in an operability evaluation of auxiliary building block walls. 
Specifically, the licensee used non conservative assumptions for masonry and steel allowable stresses in the 
evaluation of safety related walls, which could not be justified (H.1(b)).  
 
Inspection Report# : 2012005 (pdf)  
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Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ADEQUATELY EVALUATE OPERATION CREW PERFORMANCE FOR A REACTOR 
TRIP AND FAILURE TO ADEQUATELY EVALUATE EMERGENCY OPERATING PROCEDURE 
STANDARDS 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to 
implement a Caution Note in Emergency Operating Procedure (EOP) 2BwEP ES-0.1, “Reactor Trip Response,” 
during a July 30, 2009, Unit 2 reactor trip; failed to identify that deficiency during a “4.0 Crew Critique” to evaluate 
Operation’s response to that event; and failed to adequately evaluate a concern identified during this inspection period 
that was entered into the Corrective Action Program (CAP) related to the requirement to follow the EOP guidance. In 
particular, licensee personnel incorrectly concluded that a reactor trip involving reactor coolant system (RCS) natural 
circulation would not require the initiation of an RCS cooldown within 2 hours following the shutdown despite the 
licensee’s Analysis of Record (AOR) and Technical Specification (TS) bases documents that required a cooldown be 
initiated within 2 hours to ensure that an adequate volume of water was available in the Condensate Storage Tank 
(CST) to cool down the RCS without utilizing the Ultimate Heat Sink (UHS). Corrective actions included revising 
1/2BwEP ES-0.1 to relocate the Caution Note in the procedure and alleviate any future confusion with the cooldown 
requirement. Additionally, the Caution Note was modified to be consistent with the Current Licensing Basis (CLB) 
analysis of the CST and Operations management discussed the issue with the Operations crew staff and supervision to 
ensure that the Caution Note would be performed as required by 1/2BwEP ES-0.1.  
The inspectors determined that the failure to follow the EOP Caution Note during the July 30, 2009 Unit 2 reactor 
trip; the failure to identify this deficiency during the 4.0 Crew Critique assessment associated with this reactor trip, 
and the failure to adequately evaluate an issue entered into the CAP regarding this requirement was a performance 
deficiency. The inspectors determined that the performance deficiency was more than minor because it was associated 
with the Human Performance and Design Control attributes of the Mitigating Systems Cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e. core damage). The inspectors evaluated this finding using 
the SDP in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Initial 
Characterization of Findings,” which directed the finding to be screened using IMC 0609, Appendix A, “The 
Significance Determination Process (SDP) for Findings at Power.” The inspectors determined that because the station 
operated and nominally maintained CST level significantly above the minimum CST TS level prior to the June 30, 
2009 Unit 2 reactor trip, the CST maintained its operability and functionality, and therefore this finding was of very 
low safety significance (Green). This finding had a cross cutting aspect in the CAP component of the Problem 
Identification and Resolution cross cutting area because the licensee failed to adequately evaluate Operations’ 
response to the July 30, 2009, reactor trip and subsequently failed to adequately evaluate an issue identified within the 
CAP (P.1(c)). 
Inspection Report# : 2012004 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO TRAIN FIRE BRIGADE MEMBERS ON THE USE OF ELEVATORS 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Braidwood 
Operating License Condition 2.E, “Fire Protection Program,” when licensee personnel failed to ensure that fire 
brigade members retained knowledge provided in fire brigade initial training. Specifically, station Fire Chiefs and fire 
brigade members did not have an adequate knowledge or continuing training on the proper methods and 
implementation for the use and control of elevators during a fire as demonstrated during a fire drill on June 14, 2012. 
Corrective actions included ensuring all elevator keys were adequately stored, informing the Fire Chiefs and fire 
brigade members of the key locations, and initiating a training request to provide the Fire Chiefs and fire brigade 
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members with adequate training covering elevator key usage and elevator control during a fire response. 
The inspectors determined that the failure to ensure Fire Chiefs and fire brigade members had the knowledge to 
perform their duties was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the External Factors (Fire) attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the turbine building and 
auxiliary building elevators could be utilized in the licensee’s Fire Protection Program to transport fire brigade 
members and their equipment in response to a fire. Safety-related equipment was in (or adjacent to) these fire zones. 
Therefore, if elevators were not controlled in the correct manner, the elevator may not be available for fire brigade use 
or may place personnel in danger by stopping at an undesirable elevation. The inspectors screened the finding in 
accordance with IMC 0609, Attachment 4, “Initial Characterization of Findings.” Based on Table 2, the inspectors 
concluded the issue represented a weakness in the External Event Mitigation Systems (Seismic/Fire/Flood/Severe 
Weather Protection Degraded) function of the Mitigating Systems Cornerstone. The inspectors reviewed the questions 
in Table 3 of IMC 0609, Attachment 4, and answered ‘No’ to Questions A-D and ‘Yes’ to Question E.1, “Does the 
finding involve discrepancies with the fire brigade?” As a result, the inspectors transitioned to IMC 0609, Appendix 
A, “The Significance Determination Process (SDP) for Findings at Power.” The inspectors reviewed IMC 0612, 
Appendix A, Exhibit 2, and answered ‘No’ to Question B - External Event Mitigation Systems 
(Seismic/Fire/Flood/Severe Weather Protection Degraded), “Does the finding involve the loss or degradation of 
equipment or function specifically designed to mitigate a seismic, flooding, or severe weather initiating event (e.g., 
seismic snubbers, flooding barriers, tornado doors)?” As a result, the finding screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect in the Resources component of the Human Performance 
cross-cutting area because the licensee failed to ensure Fire Chiefs and fire brigade members had an adequate 
knowledge or continuing training on the proper methods and implementation for the use and control of elevators 
during a fire as demonstrated during a fire drill on June 14, 2012 (H.2(b)). 
Inspection Report# : 2012004 (pdf)  

Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Install Foam-Water Sprinklers In Accordance With Sprinkler Standard 
The inspectors identified a finding of very low safety significance associated with cited violation of License Condition 
2.E for the licensee’s failure to implement the approved Fire Protection Program by failing to install foam-water 
sprinklers in accordance with the standard for installing sprinklers. Specifically, the licensee failed to correct 
significant obstructions to foam-water sprinklers in the Unit 2 2B diesel oil storage tank room that were previously 
identified by the NRC in a Non-Cited Violation in May 2010. The licensee entered this issue into their corrective 
action program and planned to survey each of the four diesel oil storage tank rooms for obstructions to determine the 
scope of physical changes needed to bring each room into compliance with the standard for installing sprinklers. The 
licensee will address corrective actions as part of their response to the Notice of Violation.  
 
The inspectors determined that the finding was more than minor because the significant obstructions to foam-water 
sprinklers in the 2B diesel oil storage tank room could adversely affect the application of foam or water suppressant in 
the event of a fire. The finding was of very low safety significance because a fire in the 2B diesel oil storage tank 
room would only affect the associated emergency diesel generator and no other equipment would be affected. This 
finding had a cross-cutting aspect in the area of Problem Identification and Resolution, Corrective Action Program 
because the issue had been previously identified by the NRC and the resolution did not address the cause of the issue, 
(i.e., the physical installation).  
 
Inspection Report# : 2013003 (pdf)  
Inspection Report# : 2012008 (pdf)  
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Significance:  Aug 24, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Properly Address Fire Brigade Performance Deficiencies 
The inspectors identified a finding of very low safety significance for the licensee’s failure to properly address fire 
brigade drill performance deficiencies identified after completion of an unannounced fire drill. Specifically, the 
licensee failed to address the need to wait for the fire brigade leader’s determination that it was safe to use elevators. 
The licensee entered this issue into their corrective action program and generated training requests to reinforce the 
proper use of elevators by the fire brigade.  
 
The inspectors determined that the finding was more than minor because the finding, if left uncorrected, would 
become a more significant safety concern. Specifically, the improper use of elevators by the fire brigade during a fire 
could impact the ability of the brigade to fight a fire as smoke, heat, or flames could affect fire brigade members upon 
opening of elevator doors on the fire floor. The finding was of very low safety significance because the simulated fire 
was successfully suppressed by individuals who did not use the elevator. This finding had a cross-cutting aspect in the 
area of Human Performance, Work Practices because the licensee did not enforce expectations on not proceeding in 
the face of uncertainty or unexpected conditions.  
 
Inspection Report# : 2012008 (pdf)  

Barrier Integrity 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ANALYZE RECYCLE HOLDUP TANK INLET PIPING LOADS 
The inspectors identified a finding of very low safety significance (Green) and an associated cited violation (VIO) of 
10 CFR 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to evaluate the effect of 
dynamic loads on inlet piping from Unit 1 and Unit 2 Residual Heat Removal (RHR) suction relief valves that 
discharge to the Recycle Holdup Tank (RHUT); and, as a result, failed to verify the adequacy of the RHUT design to 
withstand design loads that resulted from a discharge from RHR system suction relief valves into the RHUT. As of 
September 30, 2012, IR 649581, Assignment 8 to resolve the potential over-pressurization of the RHUT had not been 
completed. At the end of the inspection period, licensee efforts to complete and refine a model to determine whether 
physical modifications were necessary were still in progress. It remained unclear whether a physical modification 
would be necessary; when that determination would be made; and if a physical modification was necessary, when that 
modification would be completed.  
The inspectors determined that the licensee’s failure to evaluate the effect of dynamic water hammer loads on inlet 
piping from Unit 1 and Unit 2 RHR suction relief valves that discharge to the RHUT was a performance deficiency. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, the licensee’s existing design and piping configuration had not addressed water 
hammer effects when the Unit 1 and Unit 2 RHR suction relief valves were aligned to discharge to the RHUT, which 
could rupture the inlet piping and potentially affect offsite dose consequences. The NRC Senior Reactor Analysts 
(SRAs) concluded that the risk significance associated with the finding was of very low safety significance (Green). 
This finding had a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area because the licensee failed to take timely corrective actions to address a previously 
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issued NCV (P.1(d)).  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

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

Miscellaneous 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTROL OF A SPECIAL LIFTING DEVICE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to adhere to design requirements 
specified for a special lifting device used to handle a transfer cask containing spent nuclear fuel in the vicinity of the 
spent fuel pool. The licensee entered this issue into their CAP as IR 1509204, “Required NDE [Nondestructive 
Examination] Not Performed on Lift Yoke,” and IR 1509602, “Lift Yoke Stud Nuts Not Lock Wired.” As part of their 
corrective actions, the licensee performed required tests and installed lock wire in accordance with design drawings 
prior to conducting additional lifts with the special lifting device. The inspectors determined that the failure to adhere 
to design drawings and American National Standards Institute (ANSI) requirements for annual testing of a special 
lifting device was a performance deficiency. The inspectors determined that the performance deficiency was more 
than minor because it was associated with the Design Control attribute of the Barrier Integrity Cornerstone and 
adversely impacted the cornerstone objective of providing reasonable assurance that physical design barriers protect 
the public from radioactive releases caused by accidents or events. The inspectors evaluated the finding using IMC 
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0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions.” The inspectors answered ‘No’ to all the 
screening questions in Appendix A, Exhibit 3, and therefore the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Resources component of the Human Performance cross 
cutting area since the licensee failed to have complete, accurate, and up to date design documentation and procedures 
that ensured personnel, equipment, procedures, and other resources were available and adequate to assure nuclear 
safety. Specifically the licensee’s procedures for annual testing of a special lifting device lacked specific guidance, 
and design changes were made that conflicted with design drawings. 
Inspection Report# : 2013003 (pdf)  

Significance: N/A Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT A 10 CFR 50.72(b)(3)(v) AND A 10 CFR 50.73(a)(2)(v) REPORT; INOPERABLE 
ULTIMATE HEAT SINK 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.72(b)(3)(v) and 10 CFR 50.73(a)(2)(v) when 
licensee personnel failed to report a condition that resulted in a loss of safety function after the UHS was declared 
inoperable after exceeding the TS limit of 100 degrees Fahrenheit (°F). Specifically, on July 7, 2012, the licensee had 
identified and entered TS 3.7.9, “Ultimate Heat Sink,” Condition (A), “Ultimate Heat Sink Inoperable,” after the UHS 
lake temperature exceeded the TS 3.7.9.2 Surveillance Requirement value of less than or equal to 100°F. The 
inspectors determined that although this condition represented a loss of safety function in accordance with the 10 CFR 
50.72 and 10 CFR 50.73 reporting requirements and NUREG-1022, “Event Reporting Guidelines 10 CFR 50.72 and 
10 CFR 50.73,” Revision 2, the condition was not reported as required. This issue was entered into the licensee’s CAP 
as IR 1422296. Corrective actions included an action to report this event in accordance with NRC requirements.  
The inspectors determined that the failure to submit a report required by 10 CFR 50.72 and a Licensee Event Report 
(LER) required by 10 CFR 50.73 for a loss of safety function after the UHS was declared inoperable on July 7, 2012, 
was a performance deficiency. This violation had the potential to impact the regulatory process based, in part, on the 
generic communications that 10 CFR 50.72 and 10 CFR 50.73 reports serve, the required ROP inspection reviews that 
the NRC performs on all LERs, and the potential impact on licensee performance assessment. The inspectors 
determined that this issue was a Severity Level IV violation based on similar examples referenced in Section 6.9 of 
the NRC Enforcement Policy. Specifically, Example 9, “The licensee fails to make a report required by 10 CFR 50.72 
or 10 CFR 50.73,” and Example 10, “A failure to identify all applicable reporting codes on a Licensee Event Report 
that may impact the completeness or accuracy of other information (e.g., performance indicator data) submitted to the 
NRC.” Because cross cutting aspects do not apply to traditional enforcement issues, no cross-cutting aspect was 
assigned.  
 
Inspection Report# : 2012004 (pdf)  

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

Initiating Events 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
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Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Evaluate SAT Overcurrent Relay Settings in Design Calculations. 
The inspectors identified a finding of very low safety significance for the licensee’s failure to ensure the system 
auxiliary transformer (SAT) 242-1 overcurrent relay provided protection coordination with upstream and downstream 
protective devices as required by Institute of Electrical and Electronics Engineers (IEEE)-242 and Design Document 
RPS-TG-3. Specifically, the licensee failed to demonstrate the relays would have provided upstream directional 
discrimination to allow the offsite power to clear a system fault before disconnecting the plant from the grid. The 
licensee entered this issue into their corrective action program and after further evaluation concluded the SAT 
overcurrent relay settings were still acceptable.  
 
The inspectors determined the performance deficiency was more than minor because if left uncorrected, the 
performance deficiency had the potential to lead to a more significant safety concern. Specifically, it would have 
increased the likelihood of events that upset plant stability and affected the availability and reliability of the preferred 
alternating current (AC) power supply. The inspectors determined the finding was of very low safety significance 
(Green) because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant 
from the onset of the trip to a stable shutdown condition. The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure Six Component Cooling (CC) System Manual Valves Were in the Correct Position as 
Required by Technical Specification (TS) Surveillance Requirement (SR) 3.7.7.1. 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification Surveillance Requirement 3.7.7.1, for the licensee’s failure to ensure six component cooling (CC) 
system manual valves in the flow path servicing safety-related equipment, that were not locked, sealed, or otherwise 
secured in position, were verified in the correct position every 31 days. The licensee entered this finding into their 
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Correction Action Program, verified the correct position of the six CC system manual valves, and revised surveillance 
procedures to include the requirement to periodically verify the correct position of these valves.  
 
The performance deficiency was determined to be more than minor because it was similar to IMC 0612, Appendix E, 
Example 3.c, since more than one valve was in the required position, but not locked, sealed, or otherwise secured in 
the correct position, and it impacted the Mitigating Systems cornerstone’s objective of ensuring the availability, 
reliability, and capability of systems to respond to initiating events to prevent undesirable consequences, (i.e., core 
damage). Since the finding did not represent an actual loss of safety function, the inspectors screened the finding as 
having very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Accident Flows in Component Cooling Water Pump Net Positive Suction Head 
Calculations. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to incorporate accident flows in component cooling water 
(CCW) pump net positive suction head (NPSH) available calculations. Specifically, the licensee failed to calculate the 
NPSH for the CCW pumps using the run-out flows, which would have resulted in much lower available NPSH. The 
licensee entered this issue into their Corrective Action Program and recalculated the CCW pump available NPSH and 
determined that margin remained.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
capability of the CCW system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider the accident loads in the CCW pumps NPSH calculations there was reasonable doubt as to whether 
the CCW pumps would have been operable during accident conditions. The inspectors determined that the finding 
was of very low safety significance (Green) because it did not result in the loss of operability or an actual loss of the 
CCW system. The inspectors did not identify a cross cutting aspect associated with this finding because the finding 
was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Adequate Tornado Missile Protection in SX Discharge Pipe. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to consider design control measures commensurate with 
those applied to the original essential service water (SX) design related to tornado missile protection. Specifically, the 
licensee processed a physical modification to the SX discharge pipe and failed to protect or evaluate the exposed 
portion from potential tornado missiles. The licensee entered this issue into their Corrective Action Program and 
showed by calculation that the modified SX pipe would shear off upon impact from the design basis tornado missile 
and the safety-related portion would be unharmed and capable of performing its intended function.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
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capability of the SX system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider tornado missile protection in the SX design, there was reasonable doubt as to whether the SX 
pumps would have been operable during accident conditions. Since the finding would degrade two or more trains of a 
multi-train system or function, the inspectors determined a Detailed Risk-Evaluation was required. Based on the 
Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage frequency for the finding 
was 6.66E-7/yr and was of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Multiple Failures in the Emergency Operating Procedures (EOPs) 1(2)BwEP ES 1.3, 
“Transfer to Cold leg Recirculation” as Required by Technical Specification. 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification, Section 5.4.1b for the licensee’s failure to establish the necessary actions as required in Emergency 
Operating Procedures (EOPs) 1(2)BwEP ES 1.3, “Transfer to Cold Leg Recirculation,” Revision 201. Specifically, 
the licensee failed to ensure EOPs 1(2)BwEP ES 1.3 contained the necessary actions for transition to 1(2)BwCA-1.1, 
“Loss of Emergency Coolant Recirculation” for a small loss of coolant accident (SLOCA) or medium loss of coolant 
accident (MLOCA) with a concurrent failure of residual heat removal (RHR) heat exchanger (HX) to safety injection 
(SI) and centrifugal charging pump (CCP) isolation valves. The licensee entered this finding into their Correction 
Action Program to revise the subject procedures.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of procedure quality 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, the licensee failed to ensure the procedure for establishing containment sump recirculation for a SLOCA 
or MLOCA contained the necessary actions for potential equipment failures. Since the finding resulted in the potential 
for a loss of the containment sump recirculation function during a SLOCA or MLOCA for certain equipment failures 
when transferring to containment sump recirculation, the inspectors determined a Detailed Risk-Evaluation was 
required. Based on the Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage 
frequency for the finding was 1.0E-8/yr. and was of very low safety significance (Green). The inspectors did not 
identify a cross-cutting aspect associated with this finding because the finding was not representative of current 
performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY AND CORRECT DEGRADED DOST ROOM SUMP PUMP DISCHARGE 
CHECK VALVES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to identify degraded 
Diesel Oil Storage Tank (DOST) room sump discharge check valves in 2013 and after performing periodic testing in 
2005. The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1526652, “IR 
Not Generated as Required – 2005 OD Check Valve UT [Ultrasonic Testing] Results.” Corrective actions included 
the repair of the degraded DOST room sump check valves. The inspectors determined that the failure to identify 
issues associated with degraded DOST room sump pump discharge check valves was a performance deficiency. The 
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inspectors determined that the performance deficiency was more than minor because it was associated with the 
Protection Against External Factors attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Since the finding resulted in the potential for a loss of the 
emergency power function during a turbine building flooding event, and based upon an actual DOST room sump 
check valve failure, a detailed risk evaluation was performed, which determined that the finding was of very low 
safety significance. This finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution (PI&R) cross cutting area because the licensee failed to take appropriate 
corrective actions in a timely manner to address degraded DOST room sump check valves.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE NONSAFETY RELATED TURBINE BUILDING TO AUXILIARY BUILDING 
SUMP PUMP DISCHARGE CHECK VALVES INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
50.65(b)(2)(ii) when licensee personnel failed to scope four Unit 1 and Unit 2 Essential Service Water (SX) pump 
room sump pump discharge check valves and eight Unit 1 and Unit 2 DOST room sump pump discharge check valves 
into the Maintenance Rule as required. The licensee entered this issue into their CAP as IR 1498897, ”Review 
1/2WF040A/B Valves for Inclusion Into MRule [Maintenance Rule],” and planned to scope the components into the 
Maintenance Rule. The inspectors determined that the failure to scope the Unit 1 and Unit 2 SX pump room sump 
pump discharge check valves and Unit 1 and Unit 2 DOST room sump pump discharge check valves into the 
Maintenance Rule was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because, if left uncorrected, the performance deficiency would have the potential to lead to a more 
significant safety concern. Since a degraded SX or DOST sump check valve would degrade one or more trains of a 
system that supported a risk-significant system or function, a detailed risk evaluation was performed that determined 
the finding was of very low safety significance. This finding had a cross cutting aspect in the Decision-Making 
component of the Human Performance cross cutting area because the licensee failed to use conservative assumptions 
readily available in the applicable guidance document to demonstrate that not scoping the components into the 
Maintenance Rule was in accordance with Maintenance Rule requirements and therefore maintained safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATIONS FOR A DEGRADED UNIT 1 BORIC ACID STORAGE 
TANK BLADDER 
A finding of very low safety significance was self revealed when licensee personnel performed inadequate 
functionality evaluations after previously identifying that the Unit 1 Boric Acid Storage Tank (BAST) bladder was 
degraded. The licensee entered this issue into their CAP as IR 1498696, “Secured Boric Acid Tank Transfer Earlier 
Than Expected.” Corrective actions included the replacement of the Unit 1 and Unit 2 BAST bladders. The inspectors 
determined that the failure to adequately evaluate Unit 1 BAST system functionality after identifying that the Unit 1 
BAST bladder had substantially degraded was a performance deficiency. The inspectors determined the performance 
deficiency was more than minor because it was associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors screened the finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for 
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Findings At-Power.” The inspectors answered ‘No’ to all of the Mitigating System Screening questions for Reactivity 
Control Systems, therefore the finding screened as having very low safety significance. This finding had a cross 
cutting aspect in the Operating Experience component of the PI&R cross cutting area because the licensee failed to 
implement and institutionalize Operating Experience that specifically discussed the potential adverse consequences 
that a degraded tank bladder could have on plant safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADVERTENT REMOVAL OF THE DESIGN BASIS REQUIREMENT TO COMMENCE A COOLDOWN
WITHIN TWO HOURS FOLLOWING THE ESTABLISHMENT OF NATURAL CIRCULATION 
CONDITIONS AND LOSS OF AIR TO CONTAINMENT 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to maintain the procedural 
requirement to commence a reactor coolant system (RCS) cooldown within 2 hours following a design basis seismic 
event that included a reactor trip, failure of all nonsafety related equipment, and limiting single active failure. The 
licensee entered this issue into their CAP as IR 1496506, “NRC Identified PZR [Pressurizer] PORV [Power-Operated 
Relief Valve] Natural Circulation Cooldown Analysis.” Corrective actions included development of a revised 
instruction in the Emergency Operating Procedures (EOPs). The inspectors determined that the failure to adequately 
revise an EOP was a performance deficiency. Specifically, the licensee removed a procedural requirement to 
commence an RCS natural circulation cooldown if instrument air was lost to containment, which inadvertently could 
adversely affect a safety related PZR PORV function. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Procedural Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e, core damage.) The inspectors 
evaluated this finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” and determined that this finding was of very low safety significance because the issue was determined to not 
be a confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because licensee personnel failed to thoroughly evaluate a 
problem and ensure that the resolution adequately addressed the cause and extent of condition, as necessary. 
Specifically, the licensee failed to adequately evaluate a prior NRC finding such that the corrective actions adequately 
addressed the problem.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR PZR PORV ACCUMULATOR LEAKAGE DURING HOT STANDBY AND 
SUBSEQUENT COOLDOWN PERIOD FOLLOWING A POSTULATED EARTHQUAKE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for PZR PORV 
accumulator air system leakage during the assumed 2 hour time spent in hot standby following a limiting seismic 
event. The licensee entered this issue into their CAP as IR 1481590, “NRC Question Regarding Pressurizer PORV 
Accumulator Leakage.” As part of their corrective actions, the licensee planned to revise procedures and seek 
clarification from the NRC concerning the licensing basis of the auxiliary spray system. The inspectors determined 
that the failure to ensure that the PZR PORVs could perform their credited safety function following a limiting 
seismic event was a performance deficiency. The inspectors determined that the performance deficiency was more 
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than minor because it was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors evaluated this 
finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” and 
determined that the finding was of very low safety significance because the issue was determined to not be a 
confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because the licensee failed to thoroughly evaluate a problem such 
that the resolution addressed causes and extent of condition, as necessary. Specifically, the licensee failed to 
adequately evaluate not accounting for PZR PORV air accumulator leakage in the natural circulation cooldown 
current licensing basis (CLB) due to the reliance on another system to provide the credited safety function. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE 10 CFR 50.59 EVALUATION REMOVING THE POSITIVE 
DISPLACEMENT PUMP FROM THE CURRENT LICENSING BASIS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
POSITIVE DISPLACEMENT PUMPS NOT AVAILABLE TO PERFORM THEIR MITIGATING 
FUNCTIONS ASSOCIATED WITH BOTH NORMAL AND ABNORMAL OPERATIONS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
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direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH AN ADEQUATE QUALITY INSTRUCTION FOR DETERMINING 
PRESSURIZER POWER OPERATED RELIEF VALVE OPERABILITY 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for pressurizer (PZR) power 
operated relief valve (PORV) accumulator system leakage when establishing a design operability limit. Specifically, 
procedures BwAR 1 12 D7 (Unit 1) and BwAR 2 12 D7 (Unit 2), “PZR PORV Supply Pressure High/Low,” 
established a minimum PZR PORV air accumulator operability pressure limit of 85 pounds per square inch gauge 
(psig). However, this pressure limit did not account for allowable accumulator system leakage, which could be as high 
as 15 psig per hour, during a postulated Steam Generator Tube Rupture (SGTR) event with a loss of the nonsafety-
related air supply to the valves. The licensee entered this issue into their CAP as IR 1493170. Corrective actions to 
address this issue included a revision to Unit 1 BwAR 1 12 D7 and Unit 2 BwAR 2 12 D7 to require Operations to 
declare the PZR PORVs inoperable at a higher minimum accumulator pressure limit of 94 psig. The finding was 
determined to be more than minor because it was associated with the Design Control attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the operability limit of 85 psig failed to account for the licensing basis conditions of a postulated Chapter 
15 SGTR event, loss of nonsafety related instrument air to the containment and PZR PORVs, and acceptable loss of 
air from the safety related accumulators through normal leakage and valve strokes. The finding was evaluated using 
IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance Determination Process for 
Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors answered ‘No’ to Questions 
1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance (Green). There was no cross 
cutting aspect associated with the finding because it was not indicative of current licensee performance.  
 
Inspection Report# : 2013002 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN WATERTIGHT DOOR SAFETY FUNCTION AFTER ROUTINE PASSAGE 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when the licensee’s Plant Barrier Impairment 
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(PBI) control program permitted the Unit 1 and Unit 2 Emergency Diesel Generator (EDG) Diesel Oil Storage Tank 
(DOST) room watertight doors to be left open and unattended following normal ingress into the Unit 1 and Unit 2 
DOST rooms. The licensee entered this issue into their corrective action program (CAP) as IR 1449644. Corrective 
actions included the creation and implementation of Operations Department Standing Order (SO) 12 004 on 
December 18, 2012, until BwAP 1110-3 was formally revised on December 21, 2012 to suspend the practice of 
permitting the Unit 1 and Unit 2 DOST watertight doors to be left open and unattended to perform tours, inspections, 
walkdowns, sampling, or other routine tasks in the DOST rooms.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, from August 1986 until December 7, 2012, the licensee permitted the 
practice of removing safety related flood barriers from service for individually short periods of time, multiple times of 
day, without ensuring that the described barrier would be both available and capable of performing its safety function 
during an internal turbine building flooding event. The finding was determined to be of very low safety significance 
following a detailed risk evaluation by an NRC senior reactor analyst (SRA). This finding had a cross cutting aspect in 
the Resources component of the Human Performance cross-cutting area since the licensee failed to ensure that an 
adequate procedure was maintained following a recent October 2011 revision to BwAP1110 3 that added specific 
requirements and expectations for normal passage through barrier doors. Specifically, the licensee specified new 
requirements for using safety-related doors in Section D.2.e of BwAP 1110 3, but failed to adequately apply these 
requirements to Section D.2.b of the same procedure (H.2(c)). 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE PBI ALLOWANCE FOR ONE EDG DOST WATERTIGHT DOOR INOPERABLE 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to recognize that 
when one of the two Unit 1 or Unit 2 DOST room watertight doors was impaired, the safety function of both 
associated safety-related EDGs was adversely impacted since the access door between the two DOST rooms was not 
designed to be watertight. The licensee entered this issue into their CAP as IR 1451835. Corrective actions included 
the creation and implementation SO 12 004 on December 18, 2012, until BwAP 1110-3 was formally revised on 
December 21, 2012. Both the interim SO and revision to BwAP 1110-3 required that both EDGs be considered 
inoperable if a flood watch was not implemented prior to the impairment of a DOST room watertight door.  
The finding was determined to be more than minor because it was associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, on at least one occurrence in the past three years, the licensee had 
unknowingly lost the EDG safety function when performing maintenance on DOST watertight doors. The finding was 
determined to be of very low safety significance following a detailed risk evaluation by an NRC SRA. There was no 
cross cutting aspect associated with the finding because it was not indicative of current performance. Specifically, an 
Engineering Change Request (ECR) that identified and evaluated this issue was completed in 1999.  
 
Inspection Report# : 2012005 (pdf)  

Significance:  Dec 31, 2012 
Identified By: NRC 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATION OF BLOCK WALLS FOR HIGH ENERGY LINE 
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BREAK LOADS 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to perform 
an adequate technical review to determine the operability of auxiliary building safety-related block walls affected by 
High Energy Line Break (HELB) pressure loading. The licensee entered this issue in their CAP as IR 1454143. 
Corrective actions included a significant revision to the Operability Evaluation to address each of the inspector’s 
concerns.  
The finding was determined to be more than minor because it was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
reliability, availability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Additionally, More than Minor Example 3.j of IMC 0612, Appendix E, “Examples of Minor 
Issues,” was used to inform the answer to this more than minor screening question. Specifically, the licensee used non 
conservative allowable stress values for masonry and steel support columns that, at the time of discovery, resulted in 
reasonable doubt of the operability of the affected walls. In accordance with IMC 0609, “Significance Determination 
Process,” Attachment 4, “Initial Characterization of Findings,” Table 2, the inspectors determined the finding affected 
the Mitigating Systems Cornerstone. As a result, the inspectors determined the finding could be evaluated using 
Appendix A, “The SDP for Findings At Power,” Exhibit 2, for the Mitigating Systems Cornerstone. Because the 
finding did not ultimately affect the operability or functionality of any equipment, the inspectors answered ‘Yes’ to 
Screening Question 1 and determined the finding was of very low safety significance (Green). This finding had a 
cross cutting aspect in the Decision-Making component of the Human Performance cross cutting area because the 
licensee used non conservative assumptions in an operability evaluation of auxiliary building block walls. 
Specifically, the licensee used non conservative assumptions for masonry and steel allowable stresses in the 
evaluation of safety related walls, which could not be justified (H.1(b)).  
 
Inspection Report# : 2012005 (pdf)  

Barrier Integrity 

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures for Shutdown Loss of Coolant Accident (LOCA) Not Appropriate If RCS Leakage Is Isolated. 
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to ensure abnormal 
operating Procedures (AOPs) 1(2)BwOA S/D-2, “Shutdown LOCA,” Revision 104 (105 for Unit 2) contained the 
necessary actions to immediately terminate Safety Injection (SI) flow if reactor coolant system (RCS) leakage was 
isolated. Specifically, the licensee failed to update 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the 
Westinghouse Owners Group (WOG) Abnormal Response Guideline (ARG)-2, “Shutdown LOCA,” that resulted in a 
CAUTION not added to terminate SI flow in a timely manner to prevent RCS over-pressurization, if RCS leakage was 
isolated. The licensee entered this finding into their Correction Action Program to add the CAUTION statement in the 
procedure.  
The finding was determined to be more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of procedure quality and affected the cornerstone’s objective of providing reasonable assurance that physical 
design barriers protect the public from radioactive releases caused by accidents or events. Operations in accordance 
with the procedure may have challenged the RCS barrier during a shutdown LOCA event. Specifically, the licensee 
failed to update Procedure 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the WOG ARG-2, “Shutdown 
LOCA” guideline that resulted in a CAUTION that was not added to terminate SI flow in a timely manner to prevent 
RCS over-pressurization, if RCS leakage was isolated. The inspectors conducted an assessment of the risk 
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significance of the issue in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process.” The inspectors determined the finding did not require a Phase II assessment and was of very 
low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding 
because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ANALYZE RECYCLE HOLDUP TANK INLET PIPING LOADS 
The inspectors identified a finding of very low safety significance (Green) and an associated cited violation (VIO) of 
10 CFR 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to evaluate the effect of 
dynamic loads on inlet piping from Unit 1 and Unit 2 Residual Heat Removal (RHR) suction relief valves that 
discharge to the Recycle Holdup Tank (RHUT); and, as a result, failed to verify the adequacy of the RHUT design to 
withstand design loads that resulted from a discharge from RHR system suction relief valves into the RHUT. As of 
September 30, 2012, IR 649581, Assignment 8 to resolve the potential over-pressurization of the RHUT had not been 
completed. At the end of the inspection period, licensee efforts to complete and refine a model to determine whether 
physical modifications were necessary were still in progress. It remained unclear whether a physical modification 
would be necessary; when that determination would be made; and if a physical modification was necessary, when that 
modification would be completed.  
The inspectors determined that the licensee’s failure to evaluate the effect of dynamic water hammer loads on inlet 
piping from Unit 1 and Unit 2 RHR suction relief valves that discharge to the RHUT was a performance deficiency. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, the licensee’s existing design and piping configuration had not addressed water 
hammer effects when the Unit 1 and Unit 2 RHR suction relief valves were aligned to discharge to the RHUT, which 
could rupture the inlet piping and potentially affect offsite dose consequences. The NRC Senior Reactor Analysts 
(SRAs) concluded that the risk significance associated with the finding was of very low safety significance (Green). 
This finding had a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area because the licensee failed to take timely corrective actions to address a previously 
issued NCV (P.1(d)).  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

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

Miscellaneous 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTROL OF A SPECIAL LIFTING DEVICE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to adhere to design requirements 
specified for a special lifting device used to handle a transfer cask containing spent nuclear fuel in the vicinity of the 
spent fuel pool. The licensee entered this issue into their CAP as IR 1509204, “Required NDE [Nondestructive 
Examination] Not Performed on Lift Yoke,” and IR 1509602, “Lift Yoke Stud Nuts Not Lock Wired.” As part of their 
corrective actions, the licensee performed required tests and installed lock wire in accordance with design drawings 
prior to conducting additional lifts with the special lifting device. The inspectors determined that the failure to adhere 
to design drawings and American National Standards Institute (ANSI) requirements for annual testing of a special 
lifting device was a performance deficiency. The inspectors determined that the performance deficiency was more 
than minor because it was associated with the Design Control attribute of the Barrier Integrity Cornerstone and 
adversely impacted the cornerstone objective of providing reasonable assurance that physical design barriers protect 
the public from radioactive releases caused by accidents or events. The inspectors evaluated the finding using IMC 
0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions.” The inspectors answered ‘No’ to all the 
screening questions in Appendix A, Exhibit 3, and therefore the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Resources component of the Human Performance cross 
cutting area since the licensee failed to have complete, accurate, and up to date design documentation and procedures 
that ensured personnel, equipment, procedures, and other resources were available and adequate to assure nuclear 
safety. Specifically the licensee’s procedures for annual testing of a special lifting device lacked specific guidance, 
and design changes were made that conflicted with design drawings. 
Inspection Report# : 2013003 (pdf)  
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Braidwood 1 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
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Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Evaluate SAT Overcurrent Relay Settings in Design Calculations. 
The inspectors identified a finding of very low safety significance for the licensee’s failure to ensure the system 
auxiliary transformer (SAT) 242-1 overcurrent relay provided protection coordination with upstream and downstream 
protective devices as required by Institute of Electrical and Electronics Engineers (IEEE)-242 and Design Document 
RPS-TG-3. Specifically, the licensee failed to demonstrate the relays would have provided upstream directional 
discrimination to allow the offsite power to clear a system fault before disconnecting the plant from the grid. The 
licensee entered this issue into their corrective action program and after further evaluation concluded the SAT 
overcurrent relay settings were still acceptable.  
 
The inspectors determined the performance deficiency was more than minor because if left uncorrected, the 
performance deficiency had the potential to lead to a more significant safety concern. Specifically, it would have 
increased the likelihood of events that upset plant stability and affected the availability and reliability of the preferred 
alternating current (AC) power supply. The inspectors determined the finding was of very low safety significance 
(Green) because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant 
from the onset of the trip to a stable shutdown condition. The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ACCURATE OPERATOR LOGS 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” 
when licensee personnel failed to provide complete and accurate operator logs of record. Specifically, operator log 
entries of record on May 9, 2013, did not accurately document entry into and exit from Limiting Condition for 
Operation (LCO) 3.0.3. Initial corrective actions included additional late log entries and issuance of Operations 
Standing Order 13 10, “Corrections to Electronic Log Entries,” which provided interim guidance to operators 
regarding how to make revisions to electronic log entries. The Operations Director also initiated discussions with the 
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fleet Operations Director peer group to determine how to incorporate guidance on revising electronic logs into 
procedure OP AA 111 101, “Operating Narrative Logs and Records.” The licensee entered this issue into their 
Corrective Action Program (CAP) as Issue Report (IR) 1519660, “Lack of Details in Log Entries.” In consultation 
with regional enforcement staff, the inspectors determined that the issue was more than minor because operator logs 
of record are material documents to the NRC, in that inspection activities are planned and conducted based, in part, on 
the review of operator logs and the presumption of their accuracy. In determining the significance of the violation, the 
inspectors referenced the examples of violations in Section 6.9, “Inaccurate and Incomplete Information or Failure to 
a Make a Required Report,” of the NRC Enforcement Policy. Because the issue was determined to be more than 
minor, but did not meet the threshold of the examples of Severity Level I, II, or III violations, the inspectors 
determined this issue was a Severity Level IV violation. Because a more than minor Reactor Oversight Process 
finding was not identified, there was no cross cutting aspect associated with this violation.  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure Six Component Cooling (CC) System Manual Valves Were in the Correct Position as 
Required by Technical Specification (TS) Surveillance Requirement (SR) 3.7.7.1. 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification Surveillance Requirement 3.7.7.1, for the licensee’s failure to ensure six component cooling (CC) 
system manual valves in the flow path servicing safety-related equipment, that were not locked, sealed, or otherwise 
secured in position, were verified in the correct position every 31 days. The licensee entered this finding into their 
Correction Action Program, verified the correct position of the six CC system manual valves, and revised surveillance 
procedures to include the requirement to periodically verify the correct position of these valves.  
 
The performance deficiency was determined to be more than minor because it was similar to IMC 0612, Appendix E, 
Example 3.c, since more than one valve was in the required position, but not locked, sealed, or otherwise secured in 
the correct position, and it impacted the Mitigating Systems cornerstone’s objective of ensuring the availability, 
reliability, and capability of systems to respond to initiating events to prevent undesirable consequences, (i.e., core 
damage). Since the finding did not represent an actual loss of safety function, the inspectors screened the finding as 
having very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Accident Flows in Component Cooling Water Pump Net Positive Suction Head 
Calculations. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to incorporate accident flows in component cooling water 
(CCW) pump net positive suction head (NPSH) available calculations. Specifically, the licensee failed to calculate the 
NPSH for the CCW pumps using the run-out flows, which would have resulted in much lower available NPSH. The 
licensee entered this issue into their Corrective Action Program and recalculated the CCW pump available NPSH and 
determined that margin remained.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
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Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
capability of the CCW system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider the accident loads in the CCW pumps NPSH calculations there was reasonable doubt as to whether 
the CCW pumps would have been operable during accident conditions. The inspectors determined that the finding 
was of very low safety significance (Green) because it did not result in the loss of operability or an actual loss of the 
CCW system. The inspectors did not identify a cross cutting aspect associated with this finding because the finding 
was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Adequate Tornado Missile Protection in SX Discharge Pipe. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to consider design control measures commensurate with 
those applied to the original essential service water (SX) design related to tornado missile protection. Specifically, the 
licensee processed a physical modification to the SX discharge pipe and failed to protect or evaluate the exposed 
portion from potential tornado missiles. The licensee entered this issue into their Corrective Action Program and 
showed by calculation that the modified SX pipe would shear off upon impact from the design basis tornado missile 
and the safety-related portion would be unharmed and capable of performing its intended function.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
capability of the SX system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider tornado missile protection in the SX design, there was reasonable doubt as to whether the SX 
pumps would have been operable during accident conditions. Since the finding would degrade two or more trains of a 
multi-train system or function, the inspectors determined a Detailed Risk-Evaluation was required. Based on the 
Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage frequency for the finding 
was 6.66E-7/yr and was of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Multiple Failures in the Emergency Operating Procedures (EOPs) 1(2)BwEP ES 1.3, 
“Transfer to Cold leg Recirculation” as Required by Technical Specification. 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification, Section 5.4.1b for the licensee’s failure to establish the necessary actions as required in Emergency 
Operating Procedures (EOPs) 1(2)BwEP ES 1.3, “Transfer to Cold Leg Recirculation,” Revision 201. Specifically, 
the licensee failed to ensure EOPs 1(2)BwEP ES 1.3 contained the necessary actions for transition to 1(2)BwCA-1.1, 
“Loss of Emergency Coolant Recirculation” for a small loss of coolant accident (SLOCA) or medium loss of coolant 
accident (MLOCA) with a concurrent failure of residual heat removal (RHR) heat exchanger (HX) to safety injection 
(SI) and centrifugal charging pump (CCP) isolation valves. The licensee entered this finding into their Correction 
Action Program to revise the subject procedures.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of procedure quality and affected the cornerstone’s objective of ensuring the availability, reliability, and 
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capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the licensee failed to ensure the procedure for establishing containment sump recirculation for a SLOCA 
or MLOCA contained the necessary actions for potential equipment failures. Since the finding resulted in the potential 
for a loss of the containment sump recirculation function during a SLOCA or MLOCA for certain equipment failures 
when transferring to containment sump recirculation, the inspectors determined a Detailed Risk-Evaluation was 
required. Based on the Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage 
frequency for the finding was 1.0E-8/yr. and was of very low safety significance (Green). The inspectors did not 
identify a cross-cutting aspect associated with this finding because the finding was not representative of current 
performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY AND CORRECT DEGRADED DOST ROOM SUMP PUMP DISCHARGE 
CHECK VALVES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to identify degraded 
Diesel Oil Storage Tank (DOST) room sump discharge check valves in 2013 and after performing periodic testing in 
2005. The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1526652, “IR 
Not Generated as Required – 2005 OD Check Valve UT [Ultrasonic Testing] Results.” Corrective actions included 
the repair of the degraded DOST room sump check valves. The inspectors determined that the failure to identify 
issues associated with degraded DOST room sump pump discharge check valves was a performance deficiency. The 
inspectors determined that the performance deficiency was more than minor because it was associated with the 
Protection Against External Factors attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Since the finding resulted in the potential for a loss of the 
emergency power function during a turbine building flooding event, and based upon an actual DOST room sump 
check valve failure, a detailed risk evaluation was performed, which determined that the finding was of very low 
safety significance. This finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution (PI&R) cross cutting area because the licensee failed to take appropriate 
corrective actions in a timely manner to address degraded DOST room sump check valves.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE NONSAFETY RELATED TURBINE BUILDING TO AUXILIARY BUILDING 
SUMP PUMP DISCHARGE CHECK VALVES INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
50.65(b)(2)(ii) when licensee personnel failed to scope four Unit 1 and Unit 2 Essential Service Water (SX) pump 
room sump pump discharge check valves and eight Unit 1 and Unit 2 DOST room sump pump discharge check valves 
into the Maintenance Rule as required. The licensee entered this issue into their CAP as IR 1498897, ”Review 
1/2WF040A/B Valves for Inclusion Into MRule [Maintenance Rule],” and planned to scope the components into the 
Maintenance Rule. The inspectors determined that the failure to scope the Unit 1 and Unit 2 SX pump room sump 
pump discharge check valves and Unit 1 and Unit 2 DOST room sump pump discharge check valves into the 
Maintenance Rule was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because, if left uncorrected, the performance deficiency would have the potential to lead to a more 
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significant safety concern. Since a degraded SX or DOST sump check valve would degrade one or more trains of a 
system that supported a risk-significant system or function, a detailed risk evaluation was performed that determined 
the finding was of very low safety significance. This finding had a cross cutting aspect in the Decision-Making 
component of the Human Performance cross cutting area because the licensee failed to use conservative assumptions 
readily available in the applicable guidance document to demonstrate that not scoping the components into the 
Maintenance Rule was in accordance with Maintenance Rule requirements and therefore maintained safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATIONS FOR A DEGRADED UNIT 1 BORIC ACID STORAGE 
TANK BLADDER 
A finding of very low safety significance was self revealed when licensee personnel performed inadequate 
functionality evaluations after previously identifying that the Unit 1 Boric Acid Storage Tank (BAST) bladder was 
degraded. The licensee entered this issue into their CAP as IR 1498696, “Secured Boric Acid Tank Transfer Earlier 
Than Expected.” Corrective actions included the replacement of the Unit 1 and Unit 2 BAST bladders. The inspectors 
determined that the failure to adequately evaluate Unit 1 BAST system functionality after identifying that the Unit 1 
BAST bladder had substantially degraded was a performance deficiency. The inspectors determined the performance 
deficiency was more than minor because it was associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors screened the finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for 
Findings At-Power.” The inspectors answered ‘No’ to all of the Mitigating System Screening questions for Reactivity 
Control Systems, therefore the finding screened as having very low safety significance. This finding had a cross 
cutting aspect in the Operating Experience component of the PI&R cross cutting area because the licensee failed to 
implement and institutionalize Operating Experience that specifically discussed the potential adverse consequences 
that a degraded tank bladder could have on plant safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADVERTENT REMOVAL OF THE DESIGN BASIS REQUIREMENT TO COMMENCE A COOLDOWN
WITHIN TWO HOURS FOLLOWING THE ESTABLISHMENT OF NATURAL CIRCULATION 
CONDITIONS AND LOSS OF AIR TO CONTAINMENT 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to maintain the procedural 
requirement to commence a reactor coolant system (RCS) cooldown within 2 hours following a design basis seismic 
event that included a reactor trip, failure of all nonsafety related equipment, and limiting single active failure. The 
licensee entered this issue into their CAP as IR 1496506, “NRC Identified PZR [Pressurizer] PORV [Power-Operated 
Relief Valve] Natural Circulation Cooldown Analysis.” Corrective actions included development of a revised 
instruction in the Emergency Operating Procedures (EOPs). The inspectors determined that the failure to adequately 
revise an EOP was a performance deficiency. Specifically, the licensee removed a procedural requirement to 
commence an RCS natural circulation cooldown if instrument air was lost to containment, which inadvertently could 
adversely affect a safety related PZR PORV function. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Procedural Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e, core damage.) The inspectors 
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evaluated this finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” and determined that this finding was of very low safety significance because the issue was determined to not 
be a confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because licensee personnel failed to thoroughly evaluate a 
problem and ensure that the resolution adequately addressed the cause and extent of condition, as necessary. 
Specifically, the licensee failed to adequately evaluate a prior NRC finding such that the corrective actions adequately 
addressed the problem.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR PZR PORV ACCUMULATOR LEAKAGE DURING HOT STANDBY AND 
SUBSEQUENT COOLDOWN PERIOD FOLLOWING A POSTULATED EARTHQUAKE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for PZR PORV 
accumulator air system leakage during the assumed 2 hour time spent in hot standby following a limiting seismic 
event. The licensee entered this issue into their CAP as IR 1481590, “NRC Question Regarding Pressurizer PORV 
Accumulator Leakage.” As part of their corrective actions, the licensee planned to revise procedures and seek 
clarification from the NRC concerning the licensing basis of the auxiliary spray system. The inspectors determined 
that the failure to ensure that the PZR PORVs could perform their credited safety function following a limiting 
seismic event was a performance deficiency. The inspectors determined that the performance deficiency was more 
than minor because it was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors evaluated this 
finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” and 
determined that the finding was of very low safety significance because the issue was determined to not be a 
confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because the licensee failed to thoroughly evaluate a problem such 
that the resolution addressed causes and extent of condition, as necessary. Specifically, the licensee failed to 
adequately evaluate not accounting for PZR PORV air accumulator leakage in the natural circulation cooldown 
current licensing basis (CLB) due to the reliance on another system to provide the credited safety function. 
Inspection Report# : 2013003 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM AN ADEQUATE 10 CFR 50.59 EVALUATION REMOVING THE POSITIVE 
DISPLACEMENT PUMP FROM THE CURRENT LICENSING BASIS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
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reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: FIN Finding 
POSITIVE DISPLACEMENT PUMPS NOT AVAILABLE TO PERFORM THEIR MITIGATING 
FUNCTIONS ASSOCIATED WITH BOTH NORMAL AND ABNORMAL OPERATIONS 
The inspectors identified a finding of very low safety significance (Green) and an associated Severity Level IV NCV 
of 10 CFR 50.59 when licensee personnel failed to perform an adequate 10 CFR 50.59 safety evaluation that revised 
the Updated Final Safety Analysis Report (UFSAR) to permit the Chemical Volume Control System (CVCS) positive 
displacement pump (PDP) to be isolated and removed from service for an extended, but undefined, period of time. 
The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1477923. As part of 
their corrective actions, the licensee planned to re perform the 10 CFR 50.59 evaluation to include a review of the 
direct effects that this change had on the CVCS PDP functions that were important to safety. The finding was 
determined to be more than minor because it was associated with the Equipment Performance attribute of the 
Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, in 1997, the licensee failed to evaluate whether there was an increase in the probability of a 
malfunction for the PDP functions important to safety prior to isolating and removing the PDPs from service. The 
finding was evaluated using IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance 
Determination Process for Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors 
answered ‘No’ to Questions 1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance 
(Green). The finding was also determined to be a Severity Level IV NCV in accordance with Section 6.1.d.2 of the 
NRC Enforcement Policy because the resulting changes were evaluated by the SDP as having very low safety 
significance (Green). There was no cross cutting aspect associated with the finding because it was not indicative of 
current licensee performance. 
Inspection Report# : 2013002 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ESTABLISH AN ADEQUATE QUALITY INSTRUCTION FOR DETERMINING 
PRESSURIZER POWER OPERATED RELIEF VALVE OPERABILITY 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for pressurizer (PZR) power 
operated relief valve (PORV) accumulator system leakage when establishing a design operability limit. Specifically, 
procedures BwAR 1 12 D7 (Unit 1) and BwAR 2 12 D7 (Unit 2), “PZR PORV Supply Pressure High/Low,” 
established a minimum PZR PORV air accumulator operability pressure limit of 85 pounds per square inch gauge 
(psig). However, this pressure limit did not account for allowable accumulator system leakage, which could be as high 
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as 15 psig per hour, during a postulated Steam Generator Tube Rupture (SGTR) event with a loss of the nonsafety-
related air supply to the valves. The licensee entered this issue into their CAP as IR 1493170. Corrective actions to 
address this issue included a revision to Unit 1 BwAR 1 12 D7 and Unit 2 BwAR 2 12 D7 to require Operations to 
declare the PZR PORVs inoperable at a higher minimum accumulator pressure limit of 94 psig. The finding was 
determined to be more than minor because it was associated with the Design Control attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the operability limit of 85 psig failed to account for the licensing basis conditions of a postulated Chapter 
15 SGTR event, loss of nonsafety related instrument air to the containment and PZR PORVs, and acceptable loss of 
air from the safety related accumulators through normal leakage and valve strokes. The finding was evaluated using 
IMC 0609, “Significance Determination Process.” Using Appendix A, “The Significance Determination Process for 
Findings At Power,” Exhibit 2, “Mitigating Systems Screening Questions,” the inspectors answered ‘No’ to Questions 
1, 2, 3 and 4 and, as a result, determined the finding was of very low safety significance (Green). There was no cross 
cutting aspect associated with the finding because it was not indicative of current licensee performance.  
 
Inspection Report# : 2013002 (pdf)  

Barrier Integrity 

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures for Shutdown Loss of Coolant Accident (LOCA) Not Appropriate If RCS Leakage Is Isolated. 
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to ensure abnormal 
operating Procedures (AOPs) 1(2)BwOA S/D-2, “Shutdown LOCA,” Revision 104 (105 for Unit 2) contained the 
necessary actions to immediately terminate Safety Injection (SI) flow if reactor coolant system (RCS) leakage was 
isolated. Specifically, the licensee failed to update 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the 
Westinghouse Owners Group (WOG) Abnormal Response Guideline (ARG)-2, “Shutdown LOCA,” that resulted in a 
CAUTION not added to terminate SI flow in a timely manner to prevent RCS over-pressurization, if RCS leakage was 
isolated. The licensee entered this finding into their Correction Action Program to add the CAUTION statement in the 
procedure.  
The finding was determined to be more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of procedure quality and affected the cornerstone’s objective of providing reasonable assurance that physical 
design barriers protect the public from radioactive releases caused by accidents or events. Operations in accordance 
with the procedure may have challenged the RCS barrier during a shutdown LOCA event. Specifically, the licensee 
failed to update Procedure 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the WOG ARG-2, “Shutdown 
LOCA” guideline that resulted in a CAUTION that was not added to terminate SI flow in a timely manner to prevent 
RCS over-pressurization, if RCS leakage was isolated. The inspectors conducted an assessment of the risk 
significance of the issue in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process.” The inspectors determined the finding did not require a Phase II assessment and was of very 
low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding 
because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Sep 30, 2012 

4Q/2013 Inspection Findings - Braidwood 1

Page 9 of 12



Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ANALYZE RECYCLE HOLDUP TANK INLET PIPING LOADS 
The inspectors identified a finding of very low safety significance (Green) and an associated cited violation (VIO) of 
10 CFR 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to evaluate the effect of 
dynamic loads on inlet piping from Unit 1 and Unit 2 Residual Heat Removal (RHR) suction relief valves that 
discharge to the Recycle Holdup Tank (RHUT); and, as a result, failed to verify the adequacy of the RHUT design to 
withstand design loads that resulted from a discharge from RHR system suction relief valves into the RHUT. As of 
September 30, 2012, IR 649581, Assignment 8 to resolve the potential over-pressurization of the RHUT had not been 
completed. At the end of the inspection period, licensee efforts to complete and refine a model to determine whether 
physical modifications were necessary were still in progress. It remained unclear whether a physical modification 
would be necessary; when that determination would be made; and if a physical modification was necessary, when that 
modification would be completed.  
The inspectors determined that the licensee’s failure to evaluate the effect of dynamic water hammer loads on inlet 
piping from Unit 1 and Unit 2 RHR suction relief valves that discharge to the RHUT was a performance deficiency. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, the licensee’s existing design and piping configuration had not addressed water 
hammer effects when the Unit 1 and Unit 2 RHR suction relief valves were aligned to discharge to the RHUT, which 
could rupture the inlet piping and potentially affect offsite dose consequences. The NRC Senior Reactor Analysts 
(SRAs) concluded that the risk significance associated with the finding was of very low safety significance (Green). 
This finding had a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area because the licensee failed to take timely corrective actions to address a previously 
issued NCV (P.1(d)).  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT A REPORT REQUIRED BY 10 CFR 50.72(b)(3)(xiii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.72(b)(3)(xiii) when licensee personnel failed to 
submit a report required by 10 CFR 50.72 for a loss of emergency assessment capability when an unplanned 
degradation was identified associated with the Technical Support Center (TSC) ventilation filtered make-up train. 
Specifically, the discharge damper for the TSC ventilation filtered make up fan was found unexpectedly closed, which 
adversely impacted the ability to supply filtered air to the TSC absent implementation of compensatory actions. 
Corrective actions included making the required Event Report on January 14, 2014. The licensee entered this issue 
into their CAP as IR 1598598, “Wording Differences Between NUREG-1022 and Reportability Manual,” and IR 
1608133, “ENS [Event Notification System] Call Made Due to TSC Ventilation Impact in October 2013.” The 
inspectors determined that this issue had the potential to impact the regulatory process based, in part, on the generic 
communications input that 10 CFR 50.72 reports serve. Since the issue impacted the regulatory process, it was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based upon Example 6.d.9 in the NRC Enforcement Policy. Example 6.d.9 specifically stated, “The 
licensee fails to make a report requirement by 10 CFR 50.72 or 10 CFR 50.73.” Because a more than minor Reactor 
Oversight Process finding was not identified, there was no cross cutting aspect associated with this violation.
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Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE AND TECHNICAL SPECIFICATION ASSOCIATED WITH 
CONTROL FOR HIGH AND LOCKED HIGH RADIATION AREAS 
The inspectors identified a self revealed finding of very low safety significance and an associated NCV of Technical 
Specification 5.7.1 when licensee personnel failed to adequately monitor and provide positive control over activities 
within a high radiation area that was greater than 100 millirem per hour (mrem/hr) but less than or equal to 1000 
mrem/hr from a radiation source which was created during the cycling of valve 1RH8701B inside the missile barrier 
in containment. A slug of material dislodged from the valve and was transported to a location that resulted in localized 
elevated dose rates where an individual was performing work. As an immediate corrective action, the licensee 
instituted appropriate radiation protection controls and initiated an Apparent Cause Evaluation (ACE) to review the 
event in more detail. The licensee entered this issue into their CAP as IR 1559430, “ED [Electronic Dosimeter] Dose 
Rate Alarm Received.” The performance deficiency was more than minor because, if left uncorrected, it would have 
the potential to lead to a more significant safety concern. Specifically, not evaluating the radiological impact of the 
slug of radioactive material being transported to an area where a worker was performing work caused the worker to 
receive unnecessary and unplanned exposure to radiation that if left uncorrected could lead to a more significant safety
concern in that a worker could receive a much higher dose under different circumstances. The inspectors determined 
that the finding was of very low safety significance (Green) using IMC 0609, Appendix C. This finding had a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area because licensee 
personnel failed to validate and communicate the changing dose rates of the work area after Operations personnel 
performed work that affected the dose rates in the work area (H.4(a)). 
Inspection Report# : 2013005 (pdf)  

Public Radiation Safety 

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

Miscellaneous 
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Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTROL OF A SPECIAL LIFTING DEVICE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to adhere to design requirements 
specified for a special lifting device used to handle a transfer cask containing spent nuclear fuel in the vicinity of the 
spent fuel pool. The licensee entered this issue into their CAP as IR 1509204, “Required NDE [Nondestructive 
Examination] Not Performed on Lift Yoke,” and IR 1509602, “Lift Yoke Stud Nuts Not Lock Wired.” As part of their 
corrective actions, the licensee performed required tests and installed lock wire in accordance with design drawings 
prior to conducting additional lifts with the special lifting device. The inspectors determined that the failure to adhere 
to design drawings and American National Standards Institute (ANSI) requirements for annual testing of a special 
lifting device was a performance deficiency. The inspectors determined that the performance deficiency was more 
than minor because it was associated with the Design Control attribute of the Barrier Integrity Cornerstone and 
adversely impacted the cornerstone objective of providing reasonable assurance that physical design barriers protect 
the public from radioactive releases caused by accidents or events. The inspectors evaluated the finding using IMC 
0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions.” The inspectors answered ‘No’ to all the 
screening questions in Appendix A, Exhibit 3, and therefore the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Resources component of the Human Performance cross 
cutting area since the licensee failed to have complete, accurate, and up to date design documentation and procedures 
that ensured personnel, equipment, procedures, and other resources were available and adequate to assure nuclear 
safety. Specifically the licensee’s procedures for annual testing of a special lifting device lacked specific guidance, 
and design changes were made that conflicted with design drawings. 
Inspection Report# : 2013003 (pdf)  

Last modified : February 24, 2014 

4Q/2013 Inspection Findings - Braidwood 1

Page 12 of 12



Braidwood 1 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
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Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Evaluate SAT Overcurrent Relay Settings in Design Calculations. 
The inspectors identified a finding of very low safety significance for the licensee’s failure to ensure the system 
auxiliary transformer (SAT) 242-1 overcurrent relay provided protection coordination with upstream and downstream 
protective devices as required by Institute of Electrical and Electronics Engineers (IEEE)-242 and Design Document 
RPS-TG-3. Specifically, the licensee failed to demonstrate the relays would have provided upstream directional 
discrimination to allow the offsite power to clear a system fault before disconnecting the plant from the grid. The 
licensee entered this issue into their corrective action program and after further evaluation concluded the SAT 
overcurrent relay settings were still acceptable.  
 
The inspectors determined the performance deficiency was more than minor because if left uncorrected, the 
performance deficiency had the potential to lead to a more significant safety concern. Specifically, it would have 
increased the likelihood of events that upset plant stability and affected the availability and reliability of the preferred 
alternating current (AC) power supply. The inspectors determined the finding was of very low safety significance 
(Green) because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant 
from the onset of the trip to a stable shutdown condition. The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE ENTRY CRITERIA FOR INTAKE FRAZIL ICING CONDITIONS ABNORMAL 
OPERATING PROCEDURE 
The inspectors identified a finding of very low safety significance and an associated NCV of TS 5.4.1, “Procedures” 
when licensee personnel failed to specify adequate entry conditions in the station Abnormal Operating Procedure 
(AOP) that would be utilized to monitor and mitigate a frazil icing event at the lake screen house. Specifically, the 
licensee had established the entry condition of (Lake Temperature = 32 °F) without adequately considering the 
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resources available to the control room operators and supervisors and without accounting for the necessary margin. 
The licensee entered this issue into their Corrective Action Program as Issue Reports (IRs) 1613506, and 1617385. 
Corrective action consisted of changing the entry conditions based specifically upon essential service water 
temperature with margin to account of uncertainty and heat input.  
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Procedural Quality attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences (i.e., core damage). Specifically, failure to establish and maintain adequate entry conditions into this 
station AOP could result in additional time for ice to accumulate on plant components before mitigating actions would 
be initiated. Any delay in mitigating this type of event could increase the likelihood of a loss or partial loss of essential 
service water event or other type of transient (e.g., loss of instrument air, and reactor trip). A detailed risk evaluation 
was performed by an NRC Regional Senior Risk Analysis and the significance of this finding was determined to be of 
very low safety significance (Green). This finding did not have an associated cross cutting aspect because the 
inspectors determined that the most significant cause of the error was when the entry criteria was established in 
November 2010 and, therefore, not indicative of recent performance.  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ENSURE MITIGATING SYSTEM AVAILABILITY AND RELIABILITY DURING 
WEATHER CONDITIONS THAT COULD PROMOTE FRAZIL ICE AT THE LAKE SCREEN HOUSE 
The inspectors identified a finding of very low safety significance (Green) when licensee personnel failed to ensure 
that the lake screen house trash rake would be capable of clearing ice buildup upon the trash rake bars. Specifically, 
the licensee failed to ensure that the trash rake system was functional prior to the onset of weather conditions that 
could promote frazil ice production and, secondly, upon repair of the a failure during those conditions. The licensee 
corrected this issue by utilizing a vendor to re-furbish and repair the trash rake. Additionally, the licensee 
proceduralized additional methods to clear ice from the trash bars.  
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating System cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, failure to have any systems available during weather 
conditions that could promote frazil icing of the lake intake increases the likelihood of a plant transient including a 
loss of essential service water event. The inspectors determined that the finding was of very low safety significance 
(Green) by evaluating the issue through a detail risk evaluation. This finding had a cross cutting aspect in the area of 
Problem Identification and Resolution, Resolution, because the organization failed to take effective corrective action 
to address a non-function lake screen house trash rake in an adequate manner after restoring the equipment to 
Operations for use during weather conditions that could promote frazil icing conditions.  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY FIRE DOORS THAT DO NOT CONFORM TO NFPA CODES AND 
STANDARDS 
The inspectors identified a finding of very low safety significance (Green) and associated NCV of Braidwood 
Operating License Condition 2.E, “Fire Protection Program,” when licensee personnel failed to identify fire doors that 

1Q/2014 Inspection Findings - Braidwood 1

Page 3 of 13



do not conform to the current licensing basis standard within the National Fire Protection Agency (NFPA)-80 code 
that requires fire doors to automatically shut and latch without assistance. Specifically, station personnel were not 
following a daily fire door testing procedure and, therefore, not identifying a number of fire doors that were not 
conforming to the standard. As a result, unlocked fire doors were not tested properly, and IRs were not generated 
when degraded conditions existed. In addition, station personnel did not recognize the standard of ensuring fire doors 
close without assistance. Corrective actions included training the plant operators on the expectations regarding 
generation of IRs for any abnormal condition in the plant, and requiring the use of a copy of the surveillance 
procedure in the field while completing the daily door surveillance.  
The finding was determined to be more than minor because it is associated with the Protection Against External 
Factors attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone objective to ensure 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, licensee personnel did not identify a number of fire doors that were not capable of closing 
and latching without assistance which would impact the door’s ability to perform its design function. In the two 
instances, Fire Door D-383 was found open and unattended and, therefore, in accordance with station processes, non 
functional. Using Attachment 1 of Appendix F, “Fire Protection and Post Fire Safe Shutdown SDP,” the inspectors 
determined that the finding category was “Fire Confinement,” that the finding did not impact the ability of the plant to 
achieve safe shutdown. As a result, the finding screened as very low safety significance (Green). This finding had a 
cross cutting aspect in the area of Human Performance, Procedure Adherence, because the licensee personnel did not 
follow procedures, processes and work instructions. Specifically, the licensee did not have the fire door testing 
procedure in hand while performing the surveillance and as a result was could not specifically place keep and follow 
the steps.  
 
Inspection Report# : 2014002 (pdf)  

Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ACCURATE OPERATOR LOGS 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” 
when licensee personnel failed to provide complete and accurate operator logs of record. Specifically, operator log 
entries of record on May 9, 2013, did not accurately document entry into and exit from Limiting Condition for 
Operation (LCO) 3.0.3. Initial corrective actions included additional late log entries and issuance of Operations 
Standing Order 13 10, “Corrections to Electronic Log Entries,” which provided interim guidance to operators 
regarding how to make revisions to electronic log entries. The Operations Director also initiated discussions with the 
fleet Operations Director peer group to determine how to incorporate guidance on revising electronic logs into 
procedure OP AA 111 101, “Operating Narrative Logs and Records.” The licensee entered this issue into their 
Corrective Action Program (CAP) as Issue Report (IR) 1519660, “Lack of Details in Log Entries.” In consultation 
with regional enforcement staff, the inspectors determined that the issue was more than minor because operator logs 
of record are material documents to the NRC, in that inspection activities are planned and conducted based, in part, on 
the review of operator logs and the presumption of their accuracy. In determining the significance of the violation, the 
inspectors referenced the examples of violations in Section 6.9, “Inaccurate and Incomplete Information or Failure to 
a Make a Required Report,” of the NRC Enforcement Policy. Because the issue was determined to be more than 
minor, but did not meet the threshold of the examples of Severity Level I, II, or III violations, the inspectors 
determined this issue was a Severity Level IV violation. Because a more than minor Reactor Oversight Process 
finding was not identified, there was no cross cutting aspect associated with this violation.  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to Ensure Six Component Cooling (CC) System Manual Valves Were in the Correct Position as 
Required by Technical Specification (TS) Surveillance Requirement (SR) 3.7.7.1. 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification Surveillance Requirement 3.7.7.1, for the licensee’s failure to ensure six component cooling (CC) 
system manual valves in the flow path servicing safety-related equipment, that were not locked, sealed, or otherwise 
secured in position, were verified in the correct position every 31 days. The licensee entered this finding into their 
Correction Action Program, verified the correct position of the six CC system manual valves, and revised surveillance 
procedures to include the requirement to periodically verify the correct position of these valves.  
 
The performance deficiency was determined to be more than minor because it was similar to IMC 0612, Appendix E, 
Example 3.c, since more than one valve was in the required position, but not locked, sealed, or otherwise secured in 
the correct position, and it impacted the Mitigating Systems cornerstone’s objective of ensuring the availability, 
reliability, and capability of systems to respond to initiating events to prevent undesirable consequences, (i.e., core 
damage). Since the finding did not represent an actual loss of safety function, the inspectors screened the finding as 
having very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Accident Flows in Component Cooling Water Pump Net Positive Suction Head 
Calculations. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to incorporate accident flows in component cooling water 
(CCW) pump net positive suction head (NPSH) available calculations. Specifically, the licensee failed to calculate the 
NPSH for the CCW pumps using the run-out flows, which would have resulted in much lower available NPSH. The 
licensee entered this issue into their Corrective Action Program and recalculated the CCW pump available NPSH and 
determined that margin remained.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
capability of the CCW system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider the accident loads in the CCW pumps NPSH calculations there was reasonable doubt as to whether 
the CCW pumps would have been operable during accident conditions. The inspectors determined that the finding 
was of very low safety significance (Green) because it did not result in the loss of operability or an actual loss of the 
CCW system. The inspectors did not identify a cross cutting aspect associated with this finding because the finding 
was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Adequate Tornado Missile Protection in SX Discharge Pipe. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to consider design control measures commensurate with 
those applied to the original essential service water (SX) design related to tornado missile protection. Specifically, the 
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licensee processed a physical modification to the SX discharge pipe and failed to protect or evaluate the exposed 
portion from potential tornado missiles. The licensee entered this issue into their Corrective Action Program and 
showed by calculation that the modified SX pipe would shear off upon impact from the design basis tornado missile 
and the safety-related portion would be unharmed and capable of performing its intended function.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
capability of the SX system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider tornado missile protection in the SX design, there was reasonable doubt as to whether the SX 
pumps would have been operable during accident conditions. Since the finding would degrade two or more trains of a 
multi-train system or function, the inspectors determined a Detailed Risk-Evaluation was required. Based on the 
Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage frequency for the finding 
was 6.66E-7/yr and was of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Multiple Failures in the Emergency Operating Procedures (EOPs) 1(2)BwEP ES 1.3, 
“Transfer to Cold leg Recirculation” as Required by Technical Specification. 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification, Section 5.4.1b for the licensee’s failure to establish the necessary actions as required in Emergency 
Operating Procedures (EOPs) 1(2)BwEP ES 1.3, “Transfer to Cold Leg Recirculation,” Revision 201. Specifically, 
the licensee failed to ensure EOPs 1(2)BwEP ES 1.3 contained the necessary actions for transition to 1(2)BwCA-1.1, 
“Loss of Emergency Coolant Recirculation” for a small loss of coolant accident (SLOCA) or medium loss of coolant 
accident (MLOCA) with a concurrent failure of residual heat removal (RHR) heat exchanger (HX) to safety injection 
(SI) and centrifugal charging pump (CCP) isolation valves. The licensee entered this finding into their Correction 
Action Program to revise the subject procedures.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of procedure quality 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, the licensee failed to ensure the procedure for establishing containment sump recirculation for a SLOCA 
or MLOCA contained the necessary actions for potential equipment failures. Since the finding resulted in the potential 
for a loss of the containment sump recirculation function during a SLOCA or MLOCA for certain equipment failures 
when transferring to containment sump recirculation, the inspectors determined a Detailed Risk-Evaluation was 
required. Based on the Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage 
frequency for the finding was 1.0E-8/yr. and was of very low safety significance (Green). The inspectors did not 
identify a cross-cutting aspect associated with this finding because the finding was not representative of current 
performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO IDENTIFY AND CORRECT DEGRADED DOST ROOM SUMP PUMP DISCHARGE 
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CHECK VALVES 
The inspectors identified a finding of very low safety significance when licensee personnel failed to identify degraded 
Diesel Oil Storage Tank (DOST) room sump discharge check valves in 2013 and after performing periodic testing in 
2005. The licensee entered this issue into their Corrective Action Program (CAP) as Issue Report (IR) 1526652, “IR 
Not Generated as Required – 2005 OD Check Valve UT [Ultrasonic Testing] Results.” Corrective actions included 
the repair of the degraded DOST room sump check valves. The inspectors determined that the failure to identify 
issues associated with degraded DOST room sump pump discharge check valves was a performance deficiency. The 
inspectors determined that the performance deficiency was more than minor because it was associated with the 
Protection Against External Factors attribute of the Mitigating Systems Cornerstone and adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e., core damage). Since the finding resulted in the potential for a loss of the 
emergency power function during a turbine building flooding event, and based upon an actual DOST room sump 
check valve failure, a detailed risk evaluation was performed, which determined that the finding was of very low 
safety significance. This finding had a cross cutting aspect in the Corrective Action Program component of the 
Problem Identification and Resolution (PI&R) cross cutting area because the licensee failed to take appropriate 
corrective actions in a timely manner to address degraded DOST room sump check valves.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SCOPE NONSAFETY RELATED TURBINE BUILDING TO AUXILIARY BUILDING 
SUMP PUMP DISCHARGE CHECK VALVES INTO THE MAINTENANCE RULE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
50.65(b)(2)(ii) when licensee personnel failed to scope four Unit 1 and Unit 2 Essential Service Water (SX) pump 
room sump pump discharge check valves and eight Unit 1 and Unit 2 DOST room sump pump discharge check valves 
into the Maintenance Rule as required. The licensee entered this issue into their CAP as IR 1498897, ”Review 
1/2WF040A/B Valves for Inclusion Into MRule [Maintenance Rule],” and planned to scope the components into the 
Maintenance Rule. The inspectors determined that the failure to scope the Unit 1 and Unit 2 SX pump room sump 
pump discharge check valves and Unit 1 and Unit 2 DOST room sump pump discharge check valves into the 
Maintenance Rule was a performance deficiency. The inspectors determined that the performance deficiency was 
more than minor because, if left uncorrected, the performance deficiency would have the potential to lead to a more 
significant safety concern. Since a degraded SX or DOST sump check valve would degrade one or more trains of a 
system that supported a risk-significant system or function, a detailed risk evaluation was performed that determined 
the finding was of very low safety significance. This finding had a cross cutting aspect in the Decision-Making 
component of the Human Performance cross cutting area because the licensee failed to use conservative assumptions 
readily available in the applicable guidance document to demonstrate that not scoping the components into the 
Maintenance Rule was in accordance with Maintenance Rule requirements and therefore maintained safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: Self-Revealing 
Item Type: FIN Finding 
INADEQUATE FUNCTIONALITY EVALUATIONS FOR A DEGRADED UNIT 1 BORIC ACID STORAGE 
TANK BLADDER 
A finding of very low safety significance was self revealed when licensee personnel performed inadequate 
functionality evaluations after previously identifying that the Unit 1 Boric Acid Storage Tank (BAST) bladder was 
degraded. The licensee entered this issue into their CAP as IR 1498696, “Secured Boric Acid Tank Transfer Earlier 
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Than Expected.” Corrective actions included the replacement of the Unit 1 and Unit 2 BAST bladders. The inspectors 
determined that the failure to adequately evaluate Unit 1 BAST system functionality after identifying that the Unit 1 
BAST bladder had substantially degraded was a performance deficiency. The inspectors determined the performance 
deficiency was more than minor because it was associated with the Equipment Performance attribute of the Mitigating 
Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). The 
inspectors screened the finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for 
Findings At-Power.” The inspectors answered ‘No’ to all of the Mitigating System Screening questions for Reactivity 
Control Systems, therefore the finding screened as having very low safety significance. This finding had a cross 
cutting aspect in the Operating Experience component of the PI&R cross cutting area because the licensee failed to 
implement and institutionalize Operating Experience that specifically discussed the potential adverse consequences 
that a degraded tank bladder could have on plant safety. 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADVERTENT REMOVAL OF THE DESIGN BASIS REQUIREMENT TO COMMENCE A COOLDOWN
WITHIN TWO HOURS FOLLOWING THE ESTABLISHMENT OF NATURAL CIRCULATION 
CONDITIONS AND LOSS OF AIR TO CONTAINMENT 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to maintain the procedural 
requirement to commence a reactor coolant system (RCS) cooldown within 2 hours following a design basis seismic 
event that included a reactor trip, failure of all nonsafety related equipment, and limiting single active failure. The 
licensee entered this issue into their CAP as IR 1496506, “NRC Identified PZR [Pressurizer] PORV [Power-Operated 
Relief Valve] Natural Circulation Cooldown Analysis.” Corrective actions included development of a revised 
instruction in the Emergency Operating Procedures (EOPs). The inspectors determined that the failure to adequately 
revise an EOP was a performance deficiency. Specifically, the licensee removed a procedural requirement to 
commence an RCS natural circulation cooldown if instrument air was lost to containment, which inadvertently could 
adversely affect a safety related PZR PORV function. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Procedural Quality attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e, core damage.) The inspectors 
evaluated this finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” and determined that this finding was of very low safety significance because the issue was determined to not 
be a confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because licensee personnel failed to thoroughly evaluate a 
problem and ensure that the resolution adequately addressed the cause and extent of condition, as necessary. 
Specifically, the licensee failed to adequately evaluate a prior NRC finding such that the corrective actions adequately 
addressed the problem.  
 
Inspection Report# : 2013003 (pdf)  

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ACCOUNT FOR PZR PORV ACCUMULATOR LEAKAGE DURING HOT STANDBY AND 
SUBSEQUENT COOLDOWN PERIOD FOLLOWING A POSTULATED EARTHQUAKE 
The inspectors identified a finding of very low safety significance and an associated non-cited violation of 10 CFR 
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Part 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to account for PZR PORV 
accumulator air system leakage during the assumed 2 hour time spent in hot standby following a limiting seismic 
event. The licensee entered this issue into their CAP as IR 1481590, “NRC Question Regarding Pressurizer PORV 
Accumulator Leakage.” As part of their corrective actions, the licensee planned to revise procedures and seek 
clarification from the NRC concerning the licensing basis of the auxiliary spray system. The inspectors determined 
that the failure to ensure that the PZR PORVs could perform their credited safety function following a limiting 
seismic event was a performance deficiency. The inspectors determined that the performance deficiency was more 
than minor because it was associated with the Design Control attribute of the Mitigating Systems Cornerstone and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences (i.e., core damage). The inspectors evaluated this 
finding using IMC 0609, Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” and 
determined that the finding was of very low safety significance because the issue was determined to not be a 
confirmed loss of operability or functionality. This finding had a cross cutting aspect in the Corrective Action 
Program component of the PI&R cross cutting area because the licensee failed to thoroughly evaluate a problem such 
that the resolution addressed causes and extent of condition, as necessary. Specifically, the licensee failed to 
adequately evaluate not accounting for PZR PORV air accumulator leakage in the natural circulation cooldown 
current licensing basis (CLB) due to the reliance on another system to provide the credited safety function. 
Inspection Report# : 2013003 (pdf)  

Barrier Integrity 

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Procedures for Shutdown Loss of Coolant Accident (LOCA) Not Appropriate If RCS Leakage Is Isolated. 
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to ensure abnormal 
operating Procedures (AOPs) 1(2)BwOA S/D-2, “Shutdown LOCA,” Revision 104 (105 for Unit 2) contained the 
necessary actions to immediately terminate Safety Injection (SI) flow if reactor coolant system (RCS) leakage was 
isolated. Specifically, the licensee failed to update 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the 
Westinghouse Owners Group (WOG) Abnormal Response Guideline (ARG)-2, “Shutdown LOCA,” that resulted in a 
CAUTION not added to terminate SI flow in a timely manner to prevent RCS over-pressurization, if RCS leakage was 
isolated. The licensee entered this finding into their Correction Action Program to add the CAUTION statement in the 
procedure.  
The finding was determined to be more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of procedure quality and affected the cornerstone’s objective of providing reasonable assurance that physical 
design barriers protect the public from radioactive releases caused by accidents or events. Operations in accordance 
with the procedure may have challenged the RCS barrier during a shutdown LOCA event. Specifically, the licensee 
failed to update Procedure 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the WOG ARG-2, “Shutdown 
LOCA” guideline that resulted in a CAUTION that was not added to terminate SI flow in a timely manner to prevent 
RCS over-pressurization, if RCS leakage was isolated. The inspectors conducted an assessment of the risk 
significance of the issue in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process.” The inspectors determined the finding did not require a Phase II assessment and was of very 
low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding 
because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  
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Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ANALYZE RECYCLE HOLDUP TANK INLET PIPING LOADS 
The inspectors identified a finding of very low safety significance (Green) and an associated cited violation (VIO) of 
10 CFR 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to evaluate the effect of 
dynamic loads on inlet piping from Unit 1 and Unit 2 Residual Heat Removal (RHR) suction relief valves that 
discharge to the Recycle Holdup Tank (RHUT); and, as a result, failed to verify the adequacy of the RHUT design to 
withstand design loads that resulted from a discharge from RHR system suction relief valves into the RHUT. As of 
September 30, 2012, IR 649581, Assignment 8 to resolve the potential over-pressurization of the RHUT had not been 
completed. At the end of the inspection period, licensee efforts to complete and refine a model to determine whether 
physical modifications were necessary were still in progress. It remained unclear whether a physical modification 
would be necessary; when that determination would be made; and if a physical modification was necessary, when that 
modification would be completed.  
The inspectors determined that the licensee’s failure to evaluate the effect of dynamic water hammer loads on inlet 
piping from Unit 1 and Unit 2 RHR suction relief valves that discharge to the RHUT was a performance deficiency. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, the licensee’s existing design and piping configuration had not addressed water 
hammer effects when the Unit 1 and Unit 2 RHR suction relief valves were aligned to discharge to the RHUT, which 
could rupture the inlet piping and potentially affect offsite dose consequences. The NRC Senior Reactor Analysts 
(SRAs) concluded that the risk significance associated with the finding was of very low safety significance (Green). 
This finding had a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area because the licensee failed to take timely corrective actions to address a previously 
issued NCV (P.1(d)).  
 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT A REPORT REQUIRED BY 10 CFR 50.72(b)(3)(xiii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.72(b)(3)(xiii) when licensee personnel failed to 
submit a report required by 10 CFR 50.72 for a loss of emergency assessment capability when an unplanned 
degradation was identified associated with the Technical Support Center (TSC) ventilation filtered make-up train. 
Specifically, the discharge damper for the TSC ventilation filtered make up fan was found unexpectedly closed, which 
adversely impacted the ability to supply filtered air to the TSC absent implementation of compensatory actions. 
Corrective actions included making the required Event Report on January 14, 2014. The licensee entered this issue 
into their CAP as IR 1598598, “Wording Differences Between NUREG-1022 and Reportability Manual,” and IR 
1608133, “ENS [Event Notification System] Call Made Due to TSC Ventilation Impact in October 2013.” The 
inspectors determined that this issue had the potential to impact the regulatory process based, in part, on the generic 
communications input that 10 CFR 50.72 reports serve. Since the issue impacted the regulatory process, it was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based upon Example 6.d.9 in the NRC Enforcement Policy. Example 6.d.9 specifically stated, “The 

1Q/2014 Inspection Findings - Braidwood 1

Page 10 of 13



licensee fails to make a report requirement by 10 CFR 50.72 or 10 CFR 50.73.” Because a more than minor Reactor 
Oversight Process finding was not identified, there was no cross cutting aspect associated with this violation. 
Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE AND TECHNICAL SPECIFICATION ASSOCIATED WITH 
CONTROL FOR HIGH AND LOCKED HIGH RADIATION AREAS 
The inspectors identified a self revealed finding of very low safety significance and an associated NCV of Technical 
Specification 5.7.1 when licensee personnel failed to adequately monitor and provide positive control over activities 
within a high radiation area that was greater than 100 millirem per hour (mrem/hr) but less than or equal to 1000 
mrem/hr from a radiation source which was created during the cycling of valve 1RH8701B inside the missile barrier 
in containment. A slug of material dislodged from the valve and was transported to a location that resulted in localized 
elevated dose rates where an individual was performing work. As an immediate corrective action, the licensee 
instituted appropriate radiation protection controls and initiated an Apparent Cause Evaluation (ACE) to review the 
event in more detail. The licensee entered this issue into their CAP as IR 1559430, “ED [Electronic Dosimeter] Dose 
Rate Alarm Received.” The performance deficiency was more than minor because, if left uncorrected, it would have 
the potential to lead to a more significant safety concern. Specifically, not evaluating the radiological impact of the 
slug of radioactive material being transported to an area where a worker was performing work caused the worker to 
receive unnecessary and unplanned exposure to radiation that if left uncorrected could lead to a more significant safety
concern in that a worker could receive a much higher dose under different circumstances. The inspectors determined 
that the finding was of very low safety significance (Green) using IMC 0609, Appendix C. This finding had a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area because licensee 
personnel failed to validate and communicate the changing dose rates of the work area after Operations personnel 
performed work that affected the dose rates in the work area (H.4(a)). 
Inspection Report# : 2013005 (pdf)  

Public Radiation Safety 

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

1Q/2014 Inspection Findings - Braidwood 1

Page 11 of 13



Miscellaneous 

Significance:  Jun 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE CONTROL OF A SPECIAL LIFTING DEVICE 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control,” when licensee personnel failed to adhere to design requirements 
specified for a special lifting device used to handle a transfer cask containing spent nuclear fuel in the vicinity of the 
spent fuel pool. The licensee entered this issue into their CAP as IR 1509204, “Required NDE [Nondestructive 
Examination] Not Performed on Lift Yoke,” and IR 1509602, “Lift Yoke Stud Nuts Not Lock Wired.” As part of their 
corrective actions, the licensee performed required tests and installed lock wire in accordance with design drawings 
prior to conducting additional lifts with the special lifting device. The inspectors determined that the failure to adhere 
to design drawings and American National Standards Institute (ANSI) requirements for annual testing of a special 
lifting device was a performance deficiency. The inspectors determined that the performance deficiency was more 
than minor because it was associated with the Design Control attribute of the Barrier Integrity Cornerstone and 
adversely impacted the cornerstone objective of providing reasonable assurance that physical design barriers protect 
the public from radioactive releases caused by accidents or events. The inspectors evaluated the finding using IMC 
0609, Appendix A, Exhibit 3, “Barrier Integrity Screening Questions.” The inspectors answered ‘No’ to all the 
screening questions in Appendix A, Exhibit 3, and therefore the finding screened as having very low safety 
significance. This finding had a cross cutting aspect in the Resources component of the Human Performance cross 
cutting area since the licensee failed to have complete, accurate, and up to date design documentation and procedures 
that ensured personnel, equipment, procedures, and other resources were available and adequate to assure nuclear 
safety. Specifically the licensee’s procedures for annual testing of a special lifting device lacked specific guidance, 
and design changes were made that conflicted with design drawings. 
Inspection Report# : 2013003 (pdf)  

Significance: N/A Mar 31, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Apparent Violation for Exelon Plants - 1 (2009 Findings) 
For apparent violation #1:  
Contrary to the above, on March 31, 2009 Exelon Generation Company, LLC (Exelon) provided incomplete and 
inaccurate information on the status of its decommissioning funding, as required by 10 CFR 50.75 when it submitted 
the decommissioning funding status report. Specifically, the March 31, 2009, decommissioning funding status (DFS) 
report contained inaccurate and incomplete information regarding Exelon’s compliance with the requirements of 10 
CFR 50.75. The report stated that the amount listed for each of the reactors was determined in accordance with 10 
CFR 50.75(b) and the applicable formulas of 10 CFR 50.75(c). However, for each of the 23 reactors, the amount 
reported was a discounted value that was less than the minimum required amount specified by 10 CFR 50.75(b) and 
(c). The report was material to the NRC because Exelon under-reported its certified decommissioning amounts by 
approximately $4 billion, and the NRC staff evaluated the status of Exelon’s decommissioning funds based on the 
inaccurate reports. After identifying the inaccurate information, the NRC required parent company guarantees before 
the staff could make its determination that there was reasonable assurance that funds will be available for the 
decommissioning process. 
Inspection Report# : 2013202 (pdf)  
Inspection Report# : 2012012 (pdf)  

Significance: N/A Mar 31, 2009 
Identified By: NRC 
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Item Type: AV Apparent Violation 
Apparent Violation for Exelon Plants - 2 (2009 Findings) 
For apparent violation #2:  
Contrary to the above, on March 31, 2007, and March 31, 2005, Exelon Generation Company, LLC (Exelon) provided 
incomplete and inaccurate information on the status of its decommissioning funding, as required by 10 CFR 50.75 
when it submitted the decommissioning funding status reports. Specifically, the March 31, 2007, and March 31, 2005, 
decommissioning funding status (DFS) reports contained inaccurate and incomplete information regarding Exelon’s 
compliance with the requirements of 10 CFR 50.75. The reports stated that the amount listed for each of the reactors 
was determined in accordance with 10 CFR 50.75(b) and the applicable formulas of 10 CFR 50.75(c). However, in 
multiple instances, the amount reported was a discounted value that was less than the minimum required amount 
specified by 10 CFR 50.75(b) and (c). The reports were material to the NRC because Exelon under-reported its 
certified decommissioning amounts, and the NRC staff evaluated the status of Exelon’s decommissioning funds based 
on the inaccurate reports. After identifying the inaccurate information, the NRC required parent company guarantees 
before the staff could make its determination that there was reasonable assurance that funds will be available for the 
decommissioning process. 
Inspection Report# : 2012012 (pdf)  
Inspection Report# : 2013202 (pdf)  
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Braidwood 1 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO PERFORM A REQUIRED 10 CFR 50.59 EVALUATION 
The inspectors identified a finding of very low safety significance and an associated Severity Level IV NCV of 10 
CFR 50.59, “Changes, Tests, and Experiments,” when licensee personnel failed to perform and maintain a written 
evaluation to demonstrate that a procedure change did not require a license amendment. Specifically, the licensee 
implemented a change to procedures 1/2BwOA SEC-4, “Loss of Instrument Air,” Revision 3, that revised the actions 
to address a loss of component cooling water (CC) to the reactor coolant pump (RCP) thermal barrier heat exchange 
such that a complete loss of seal cooling could occur, which would result in damage to the RCP seals and a 
subsequent loss of coolant accident (LOCA). As part of the licensee corrective actions, procedures 1/2 BwOA SEC-4 
were revised to address the issue. A revised 10 CFR 50.59 evaluation was also developed and approved. The 
performance deficiency was determined to be more than minor in accordance with IMC 0612, “Power Reactor 
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Inspection Reports,” Appendix B, “Issue Screening,” because it could be reasonably viewed as a precursor to a 
significant event. The inspectors determined the finding could be evaluated using the Significance Determination 
Process (SDP) in accordance with IMC 0609, “Significance Determination Process,” Attachment 0609.04, “Phase 1 - 
Initial Screening and Characterization of Findings,” Table 2, for the Initiating Events cornerstone. The inspectors then 
answered ‘No’ to all of the screening questions in Table 3. The finding was further evaluated using IMC 0609, 
Appendix A, “The Significance Determination Process (SDP) for Findings At-Power,” Exhibit 1. The inspectors 
answered ‘No’ to all of the questions contained therein. Therefore, the inspectors concluded the finding was of very 
low safety significance (Green). Because the associated finding was determined to be of very low safety significance 
in accordance with the SDP, the traditional enforcement aspect of this issue was determined to be at the Severity 
Level IV level. The inspectors did not identify a cross-cutting aspect associated with this finding since it was not 
indicative of current performance.  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to Adequately Evaluate SAT Overcurrent Relay Settings in Design Calculations. 
The inspectors identified a finding of very low safety significance for the licensee’s failure to ensure the system 
auxiliary transformer (SAT) 242-1 overcurrent relay provided protection coordination with upstream and downstream 
protective devices as required by Institute of Electrical and Electronics Engineers (IEEE)-242 and Design Document 
RPS-TG-3. Specifically, the licensee failed to demonstrate the relays would have provided upstream directional 
discrimination to allow the offsite power to clear a system fault before disconnecting the plant from the grid. The 
licensee entered this issue into their corrective action program and after further evaluation concluded the SAT 
overcurrent relay settings were still acceptable.  
 
The inspectors determined the performance deficiency was more than minor because if left uncorrected, the 
performance deficiency had the potential to lead to a more significant safety concern. Specifically, it would have 
increased the likelihood of events that upset plant stability and affected the availability and reliability of the preferred 
alternating current (AC) power supply. The inspectors determined the finding was of very low safety significance 
(Green) because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant 
from the onset of the trip to a stable shutdown condition. The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE AOP ENTRY CRITERIA FOR INTAKE FRAZIL ICING CONDITIONS 
The inspectors identified a finding of very low safety significance and an associated NCV of TS 5.4.1, “Procedures” 
when licensee personnel failed to specify adequate entry conditions in the station Abnormal Operating Procedure 
(AOP) that would be utilized to monitor and mitigate a frazil icing event at the lake screen house. Specifically, the 
licensee had established the entry condition of (Lake Temperature = 32 °F) without adequately considering the 
resources available to the control room operators and supervisors and without accounting for the necessary margin. 
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The licensee entered this issue into their Corrective Action Program as Issue Reports (IRs) 1613506, and 1617385. 
Corrective action consisted of changing the entry conditions based specifically upon essential service water 
temperature with margin to account of uncertainty and heat input. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Procedural Quality attribute of the Mitigating 
System cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, failure to establish and maintain adequate entry conditions into this station AOP could result in 
additional time for ice to accumulate on plant components before mitigating actions would be initiated. Any delay in 
mitigating this type of event could increase the likelihood of a loss or partial loss of essential service water event or 
other type of transient (e.g., loss of instrument air, and reactor trip). A detailed risk evaluation was performed by an 
NRC Regional Senior Risk Analysis and the significance of this finding was determined to be of very low safety 
significance (Green). This finding did not have an associated cross cutting aspect because the inspectors determined 
that the most significant cause of the error was when the entry criteria was established in November 2010 and, 
therefore, not indicative of recent performance.  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ENSURE MITIGATING SYSTEM AVAILABILITY AND RELIABILITY DURING 
WEATHER CONDITIONS THAT COULD PROMOTE FRAZIL ICE AT THE LAKE SCREEN HOUSE 
The inspectors identified a finding of very low safety significance when licensee personnel failed to ensure that the 
LSH trash rake would be capable of clearing ice buildup on the trash rake bars. Specifically, the licensee failed to 
ensure that the trash rake system was functional prior to the onset of weather conditions that could promote frazil ice 
production and after a repair following a trash rake failure during those conditions. The licensee entered this issue into 
their CAP as IR 1613767, “LSH Trash Rake Will Not Traverse on Rails.” The licensee corrected this issue by 
utilizing a vendor to re-furbish and repair the trash rake. Additionally, the licensee revised their procedures to include 
additional methods to clear ice from the trash bars. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to have any mitigating systems available during weather conditions that could promote frazil icing of the lake 
intake increased the likelihood of a plant transient including a loss of essential service water event. A detailed risk 
evaluation was performed by an NRC Regional SRA and the finding was determined to be of very low safety 
significance (Green). This finding had a cross cutting aspect in the Restoration component of the Problem 
Identification and Resolution cross-cutting area because the organization failed to take effective corrective action to 
address a non-functioning LSH trash rake in a timely manner commensurate with safety after restoring the equipment 
to Operations for use during weather conditions that could promote frazil icing conditions. 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY FIRE DOORS THAT DO NOT CONFORM TO NFPA CODES AND 
STANDARDS 
The inspectors identified a finding of very low safety significance and an associated NCV of Braidwood Operating 
License Condition 2.E, “Fire Protection Program,” when licensee personnel failed to identify fire doors that did not 
conform to the current licensing basis standard within the National Fire Protection Agency (NFPA) 80 Code that 
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required fire doors to automatically shut and latch without assistance. Specifically, station personnel were not 
adequately performing a daily fire door testing procedure and, as a result, failed to identify a number of fire doors that 
were not conforming to the standard. As a result, IRs were not generated when degraded conditions existed. The 
licensee entered this issue into their CAP as IR 1629689, “Unclear Direction in 0BwOS FP.7.2.D-1.” Corrective 
actions included training plant operators on the expectations regarding generation of IRs for any abnormal condition 
in the plant, and requiring the use of a copy of the surveillance procedure in the field while completing the daily fire 
door surveillance. The inspectors determined that the performance deficiency was more than minor because it is 
associated with the Protection Against External Factors attribute of the Mitigating Systems cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, licensee personnel did not 
identify a number of fire doors that were not capable of closing and latching without assistance, which impacted the 
door’s ability to perform its design function. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection 
Significance Determination Process Worksheet,” the inspectors determined that the finding category was “Fire 
Confinement,” and that the finding did not impact the ability of the plant to achieve safe shutdown. As a result, the 
finding screened as having very low safety significance (Green). This finding had a cross cutting aspect in the 
Procedure Adherence component of the Human Performance cross-cutting area because licensee personnel did not 
follow procedures, processes and work instructions. Specifically, the licensee did not have the fire door testing 
procedure in hand while performing the surveillance and did not follow the procedure steps.  
 
Inspection Report# : 2014002 (pdf)  

Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ACCURATE OPERATOR LOGS 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” 
when licensee personnel failed to provide complete and accurate operator logs of record. Specifically, operator log 
entries of record on May 9, 2013, did not accurately document entry into and exit from Limiting Condition for 
Operation (LCO) 3.0.3. Initial corrective actions included additional late log entries and issuance of Operations 
Standing Order 13 10, “Corrections to Electronic Log Entries,” which provided interim guidance to operators 
regarding how to make revisions to electronic log entries. The Operations Director also initiated discussions with the 
fleet Operations Director peer group to determine how to incorporate guidance on revising electronic logs into 
procedure OP AA 111 101, “Operating Narrative Logs and Records.” The licensee entered this issue into their 
Corrective Action Program (CAP) as Issue Report (IR) 1519660, “Lack of Details in Log Entries.” In consultation 
with regional enforcement staff, the inspectors determined that the issue was more than minor because operator logs 
of record are material documents to the NRC, in that inspection activities are planned and conducted based, in part, on 
the review of operator logs and the presumption of their accuracy. In determining the significance of the violation, the 
inspectors referenced the examples of violations in Section 6.9, “Inaccurate and Incomplete Information or Failure to 
a Make a Required Report,” of the NRC Enforcement Policy. Because the issue was determined to be more than 
minor, but did not meet the threshold of the examples of Severity Level I, II, or III violations, the inspectors 
determined this issue was a Severity Level IV violation. Because a more than minor Reactor Oversight Process 
finding was not identified, there was no cross cutting aspect associated with this violation.  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Ensure Six Component Cooling (CC) System Manual Valves Were in the Correct Position as 
Required by Technical Specification (TS) Surveillance Requirement (SR) 3.7.7.1. 
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The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification Surveillance Requirement 3.7.7.1, for the licensee’s failure to ensure six component cooling (CC) 
system manual valves in the flow path servicing safety-related equipment, that were not locked, sealed, or otherwise 
secured in position, were verified in the correct position every 31 days. The licensee entered this finding into their 
Correction Action Program, verified the correct position of the six CC system manual valves, and revised surveillance 
procedures to include the requirement to periodically verify the correct position of these valves.  
 
The performance deficiency was determined to be more than minor because it was similar to IMC 0612, Appendix E, 
Example 3.c, since more than one valve was in the required position, but not locked, sealed, or otherwise secured in 
the correct position, and it impacted the Mitigating Systems cornerstone’s objective of ensuring the availability, 
reliability, and capability of systems to respond to initiating events to prevent undesirable consequences, (i.e., core 
damage). Since the finding did not represent an actual loss of safety function, the inspectors screened the finding as 
having very low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this 
finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Incorporate Accident Flows in Component Cooling Water Pump Net Positive Suction Head 
Calculations. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to incorporate accident flows in component cooling water 
(CCW) pump net positive suction head (NPSH) available calculations. Specifically, the licensee failed to calculate the 
NPSH for the CCW pumps using the run-out flows, which would have resulted in much lower available NPSH. The 
licensee entered this issue into their Corrective Action Program and recalculated the CCW pump available NPSH and 
determined that margin remained.  
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
capability of the CCW system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider the accident loads in the CCW pumps NPSH calculations there was reasonable doubt as to whether 
the CCW pumps would have been operable during accident conditions. The inspectors determined that the finding 
was of very low safety significance (Green) because it did not result in the loss of operability or an actual loss of the 
CCW system. The inspectors did not identify a cross cutting aspect associated with this finding because the finding 
was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Adequate Tornado Missile Protection in SX Discharge Pipe. 
The inspectors identified a finding of very low safety significance and associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, “Design Control,” for the licensee’s failure to consider design control measures commensurate with 
those applied to the original essential service water (SX) design related to tornado missile protection. Specifically, the 
licensee processed a physical modification to the SX discharge pipe and failed to protect or evaluate the exposed 
portion from potential tornado missiles. The licensee entered this issue into their Corrective Action Program and 
showed by calculation that the modified SX pipe would shear off upon impact from the design basis tornado missile 
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and the safety-related portion would be unharmed and capable of performing its intended function. 
 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Mitigating Systems cornerstone attribute of design control and affected the cornerstone objective of ensuring the 
capability of the SX system to respond to an initiating event to prevent undesirable consequences. Specifically, by 
failing to consider tornado missile protection in the SX design, there was reasonable doubt as to whether the SX 
pumps would have been operable during accident conditions. Since the finding would degrade two or more trains of a 
multi-train system or function, the inspectors determined a Detailed Risk-Evaluation was required. Based on the 
Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage frequency for the finding 
was 6.66E-7/yr and was of very low safety significance (Green). The inspectors did not identify a cross-cutting aspect 
associated with this finding because the finding was not representative of current performance.  
 
Inspection Report# : 2013007 (pdf)  

Significance:  Aug 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Consider Multiple Failures in the Emergency Operating Procedures (EOPs) 1(2)BwEP ES 1.3, 
“Transfer to Cold leg Recirculation” as Required by Technical Specification. 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Technical 
Specification, Section 5.4.1b for the licensee’s failure to establish the necessary actions as required in Emergency 
Operating Procedures (EOPs) 1(2)BwEP ES 1.3, “Transfer to Cold Leg Recirculation,” Revision 201. Specifically, 
the licensee failed to ensure EOPs 1(2)BwEP ES 1.3 contained the necessary actions for transition to 1(2)BwCA-1.1, 
“Loss of Emergency Coolant Recirculation” for a small loss of coolant accident (SLOCA) or medium loss of coolant 
accident (MLOCA) with a concurrent failure of residual heat removal (RHR) heat exchanger (HX) to safety injection 
(SI) and centrifugal charging pump (CCP) isolation valves. The licensee entered this finding into their Correction 
Action Program to revise the subject procedures.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of procedure quality 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, the licensee failed to ensure the procedure for establishing containment sump recirculation for a SLOCA 
or MLOCA contained the necessary actions for potential equipment failures. Since the finding resulted in the potential 
for a loss of the containment sump recirculation function during a SLOCA or MLOCA for certain equipment failures 
when transferring to containment sump recirculation, the inspectors determined a Detailed Risk-Evaluation was 
required. Based on the Detailed Risk-Evaluation, the Senior Reactor Analysts determined the delta core damage 
frequency for the finding was 1.0E-8/yr. and was of very low safety significance (Green). The inspectors did not 
identify a cross-cutting aspect associated with this finding because the finding was not representative of current 
performance.  
 
Inspection Report# : 2013007 (pdf)  

Barrier Integrity 

Significance:  Aug 30, 2013 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Procedures for Shutdown Loss of Coolant Accident (LOCA) Not Appropriate If RCS Leakage Is Isolated. 
The inspectors identified a finding of very low safety significance (Green) and associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the licensee’s failure to ensure abnormal 
operating Procedures (AOPs) 1(2)BwOA S/D-2, “Shutdown LOCA,” Revision 104 (105 for Unit 2) contained the 
necessary actions to immediately terminate Safety Injection (SI) flow if reactor coolant system (RCS) leakage was 
isolated. Specifically, the licensee failed to update 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the 
Westinghouse Owners Group (WOG) Abnormal Response Guideline (ARG)-2, “Shutdown LOCA,” that resulted in a 
CAUTION not added to terminate SI flow in a timely manner to prevent RCS over-pressurization, if RCS leakage was 
isolated. The licensee entered this finding into their Correction Action Program to add the CAUTION statement in the 
procedure.  
The finding was determined to be more than minor because it was associated with the Barrier Integrity cornerstone 
attribute of procedure quality and affected the cornerstone’s objective of providing reasonable assurance that physical 
design barriers protect the public from radioactive releases caused by accidents or events. Operations in accordance 
with the procedure may have challenged the RCS barrier during a shutdown LOCA event. Specifically, the licensee 
failed to update Procedure 1(2)BwOA S/D-2, “Shutdown LOCA” to Revision 2 of the WOG ARG-2, “Shutdown 
LOCA” guideline that resulted in a CAUTION that was not added to terminate SI flow in a timely manner to prevent 
RCS over-pressurization, if RCS leakage was isolated. The inspectors conducted an assessment of the risk 
significance of the issue in accordance with IMC 0609, Appendix G, “Shutdown Operations Significance 
Determination Process.” The inspectors determined the finding did not require a Phase II assessment and was of very 
low safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding 
because the finding was not representative of current performance. 
Inspection Report# : 2013007 (pdf)  

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: VIO Violation 
FAILURE TO ANALYZE RECYCLE HOLDUP TANK INLET PIPING LOADS 
The inspectors identified a finding of very low safety significance (Green) and an associated cited violation (VIO) of 
10 CFR 50, Appendix B, Criterion III, “Design Control,” when licensee personnel failed to evaluate the effect of 
dynamic loads on inlet piping from Unit 1 and Unit 2 Residual Heat Removal (RHR) suction relief valves that 
discharge to the Recycle Holdup Tank (RHUT); and, as a result, failed to verify the adequacy of the RHUT design to 
withstand design loads that resulted from a discharge from RHR system suction relief valves into the RHUT. As of 
September 30, 2012, IR 649581, Assignment 8 to resolve the potential over-pressurization of the RHUT had not been 
completed. At the end of the inspection period, licensee efforts to complete and refine a model to determine whether 
physical modifications were necessary were still in progress. It remained unclear whether a physical modification 
would be necessary; when that determination would be made; and if a physical modification was necessary, when that 
modification would be completed.  
The inspectors determined that the licensee’s failure to evaluate the effect of dynamic water hammer loads on inlet 
piping from Unit 1 and Unit 2 RHR suction relief valves that discharge to the RHUT was a performance deficiency. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Design Control attribute of the Barrier Integrity Cornerstone and adversely affected the cornerstone objective of 
providing reasonable assurance that physical design barriers protect the public from radionuclide releases caused by 
accidents or events. Specifically, the licensee’s existing design and piping configuration had not addressed water 
hammer effects when the Unit 1 and Unit 2 RHR suction relief valves were aligned to discharge to the RHUT, which 
could rupture the inlet piping and potentially affect offsite dose consequences. The NRC Senior Reactor Analysts 
(SRAs) concluded that the risk significance associated with the finding was of very low safety significance (Green). 
This finding had a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution cross-cutting area because the licensee failed to take timely corrective actions to address a previously 
issued NCV (P.1(d)).  

2Q/2014 Inspection Findings - Braidwood 1

Page 7 of 9



 
Inspection Report# : 2012004 (pdf)  

Emergency Preparedness 
Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT A REPORT REQUIRED BY 10 CFR 50.72(b)(3)(xiii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.72(b)(3)(xiii) when licensee personnel failed to 
submit a report required by 10 CFR 50.72 for a loss of emergency assessment capability when an unplanned 
degradation was identified associated with the Technical Support Center (TSC) ventilation filtered make-up train. 
Specifically, the discharge damper for the TSC ventilation filtered make up fan was found unexpectedly closed, which 
adversely impacted the ability to supply filtered air to the TSC absent implementation of compensatory actions. 
Corrective actions included making the required Event Report on January 14, 2014. The licensee entered this issue 
into their CAP as IR 1598598, “Wording Differences Between NUREG-1022 and Reportability Manual,” and IR 
1608133, “ENS [Event Notification System] Call Made Due to TSC Ventilation Impact in October 2013.” The 
inspectors determined that this issue had the potential to impact the regulatory process based, in part, on the generic 
communications input that 10 CFR 50.72 reports serve. Since the issue impacted the regulatory process, it was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based upon Example 6.d.9 in the NRC Enforcement Policy. Example 6.d.9 specifically stated, “The 
licensee fails to make a report requirement by 10 CFR 50.72 or 10 CFR 50.73.” Because a more than minor Reactor 
Oversight Process finding was not identified, there was no cross cutting aspect associated with this violation. 
Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE AND TECHNICAL SPECIFICATION ASSOCIATED WITH 
CONTROL FOR HIGH AND LOCKED HIGH RADIATION AREAS 
The inspectors identified a self revealed finding of very low safety significance and an associated NCV of Technical 
Specification 5.7.1 when licensee personnel failed to adequately monitor and provide positive control over activities 
within a high radiation area that was greater than 100 millirem per hour (mrem/hr) but less than or equal to 1000 
mrem/hr from a radiation source which was created during the cycling of valve 1RH8701B inside the missile barrier 
in containment. A slug of material dislodged from the valve and was transported to a location that resulted in localized 
elevated dose rates where an individual was performing work. As an immediate corrective action, the licensee 
instituted appropriate radiation protection controls and initiated an Apparent Cause Evaluation (ACE) to review the 
event in more detail. The licensee entered this issue into their CAP as IR 1559430, “ED [Electronic Dosimeter] Dose 
Rate Alarm Received.” The performance deficiency was more than minor because, if left uncorrected, it would have 
the potential to lead to a more significant safety concern. Specifically, not evaluating the radiological impact of the 
slug of radioactive material being transported to an area where a worker was performing work caused the worker to 
receive unnecessary and unplanned exposure to radiation that if left uncorrected could lead to a more significant safety
concern in that a worker could receive a much higher dose under different circumstances. The inspectors determined 
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that the finding was of very low safety significance (Green) using IMC 0609, Appendix C. This finding had a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area because licensee 
personnel failed to validate and communicate the changing dose rates of the work area after Operations personnel 
performed work that affected the dose rates in the work area (H.4(a)). 
Inspection Report# : 2013005 (pdf)  

Public Radiation Safety 

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

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

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ADVERSE IMPACT OF FLOOR DRAIN DESIGN ON FLOODING ANALYSIS 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III “Design Control,” when licensee personnel failed to verify the design of bag-strainers in the 
floor drains of the auxiliary building and their impact on the associated flooding analysis. Specifically, when 
Calculation 3C8–0686–002, “Auxiliary Building Flood Level Calculation,” was revised on May 16, 2013, the licensee 
credited the use of floor drains, which had bag-type strainers that were designed in such a way that they increased the 
potential for blockage, and therefore adversely impacted the analysis of record for internal flooding. This issue was 
entered into the licensee’s Corrective Action Program (CAP) as Issue Report (IR) 2385204, “NRC Questions on Aux 
[Auxiliary] Building Flood Evaluation.” Corrective actions for this issue included instituting Standing Order 14–005 
to prevent the interim removal of flood seals, and a plan to revise Calculation 3C8–0685–002 to resolve the identified 
non-conformances. The inspectors determined that the performance deficiency was more than minor in accordance 
with IMC 0612, Appendix B, “Issue Screening,” because the issue was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the floor drain strainer bags were inadequately designed in such a manner that instead of 
ensuring that the floor drains would be able to function properly to remove flood water, they would act to increase the 
possibility that the floor drains would become plugged and unable to perform this function adequately. The inspectors 
concluded that the finding was of very low safety significance in accordance with IMC 0609, Appendix A, Exhibit 2 
and Exhibit 4. The inspectors determined that the finding had a cross-cutting aspect in the Evaluation component of 
the Problem Identification and Resolution (PI&R) cross-cutting area because the licensee failed to thoroughly evaluate 
the issue to ensure that the resolution addressed the causes. Specifically, when the licensee made a major revision to 
Calculation 3C8–0685–002 in 2013 to, in part, incorporate minor revisions and address non-conservatisms in the 
calculation, the licensee failed to adequately consider a previous minor revision that had removed credit for the drain 
system due to problems with its design that were previously identified by the NRC (P.2). 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MULTIPLE FAILURES TO FOLLOW OPERABILITY EVALUATION PROCESS FOLLOWING 
DISCOVERY OF A NON-CONFORMING CONDITION IN THE ULTIMATE HEAT SINK 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to follow 
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procedure OP–AA–108–115, “Operability Determinations.” Specifically, licensee personnel failed to adhere to 
numerous Operability Determination Process standards after identifying a non-conforming condition that had the 
potential to impact the operability of the Ultimate Heat Sink (UHS). This issue was entered into the licensee’s CAP as 
IR 1674557, “Question on UHS License Amendment Request Impact on Pumps,” and IR 1675291, “Unanalyzed 
Condition Identified During IR 1674557 Response.” Corrective actions included correcting the non-conforming 
condition by revising the abnormal operating procedures to be aligned with the current licensing basis (CLB). The 
inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, Appendix 
B, “Issue Screening,” because the issue was associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, based 
on the analysis of record, at the time of discovery there was reasonable doubt that the UHS could meet its mission 
time of 30 days. The inspectors determined that the finding was of very low safety significance in accordance with 
IMC 0609, Appendix A, Exhibit 2, since it was determined to not represent a confirmed loss of operability. The 
inspectors concluded that this finding had a cross-cutting aspect in the Conservative Bias component of the Human 
Performance cross-cutting area because the licensee failed to use conservative assumptions in their decision-making 
when evaluating the operability of the UHS. Specifically, operations did not request a documented evaluation to 
support understanding why the UHS was operable and to verify that their assumptions regarding operator actions were 
feasible (H.14). 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
STATION DIESEL DRIVEN FIRE PUMP RESTORED TO SERVICE NON-FUNCTIONAL DUE TO 
INCORRECT STOP PUSH BUTTON SWITCH REPLACEMENT 
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E, 
“Fire Protection Program,” was self-revealed during the performance of a scheduled diesel-driven fire pump (DDFP) 
sequential start surveillance when the DDFP was observed by operators to start, but then cycle on and off. The DDFP 
was declared non-functional and a subsequent causal evaluation determined that an incorrectly designed DDFP stop 
pushbutton switch had been installed several months prior to the identification of the issue. The licensee entered this 
issue into their CAP as IR 1649515, “Incorrect Stop Pushbutton Installed on 0B Fire Pump.” Corrective actions 
included replacing the switch with a switch of a correct design. The inspectors determined that the performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the performance deficiency resulted in a 
non-functional DDFP. The finding was determined to be of very low safety significance by a NRC Senior Reactor 
Analyst. The inspectors concluded that this finding had a cross-cutting aspect in the Avoid Complacency component 
of the Human Performance cross-cutting area because the licensee did not adequately recognize and plan for the 
possibility that the DDFP stop pushbutton replacement switch design could have been different than plant-specific 
design requirements (H.12). 
Inspection Report# : 2014004 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE AOP ENTRY CRITERIA FOR INTAKE FRAZIL ICING CONDITIONS 
The inspectors identified a finding of very low safety significance and an associated NCV of TS 5.4.1, “Procedures” 
when licensee personnel failed to specify adequate entry conditions in the station Abnormal Operating Procedure 
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(AOP) that would be utilized to monitor and mitigate a frazil icing event at the lake screen house. Specifically, the 
licensee had established the entry condition of (Lake Temperature = 32 °F) without adequately considering the 
resources available to the control room operators and supervisors and without accounting for the necessary margin. 
The licensee entered this issue into their Corrective Action Program as Issue Reports (IRs) 1613506, and 1617385. 
Corrective action consisted of changing the entry conditions based specifically upon essential service water 
temperature with margin to account of uncertainty and heat input. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Procedural Quality attribute of the Mitigating 
System cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, failure to establish and maintain adequate entry conditions into this station AOP could result in 
additional time for ice to accumulate on plant components before mitigating actions would be initiated. Any delay in 
mitigating this type of event could increase the likelihood of a loss or partial loss of essential service water event or 
other type of transient (e.g., loss of instrument air, and reactor trip). A detailed risk evaluation was performed by an 
NRC Regional Senior Risk Analysis and the significance of this finding was determined to be of very low safety 
significance (Green). This finding did not have an associated cross cutting aspect because the inspectors determined 
that the most significant cause of the error was when the entry criteria was established in November 2010 and, 
therefore, not indicative of recent performance.  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: FIN Finding 
FAILURE TO ENSURE MITIGATING SYSTEM AVAILABILITY AND RELIABILITY DURING 
WEATHER CONDITIONS THAT COULD PROMOTE FRAZIL ICE AT THE LAKE SCREEN HOUSE 
The inspectors identified a finding of very low safety significance when licensee personnel failed to ensure that the 
LSH trash rake would be capable of clearing ice buildup on the trash rake bars. Specifically, the licensee failed to 
ensure that the trash rake system was functional prior to the onset of weather conditions that could promote frazil ice 
production and after a repair following a trash rake failure during those conditions. The licensee entered this issue into 
their CAP as IR 1613767, “LSH Trash Rake Will Not Traverse on Rails.” The licensee corrected this issue by 
utilizing a vendor to re-furbish and repair the trash rake. Additionally, the licensee revised their procedures to include 
additional methods to clear ice from the trash bars. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to have any mitigating systems available during weather conditions that could promote frazil icing of the lake 
intake increased the likelihood of a plant transient including a loss of essential service water event. A detailed risk 
evaluation was performed by an NRC Regional SRA and the finding was determined to be of very low safety 
significance (Green). This finding had a cross cutting aspect in the Restoration component of the Problem 
Identification and Resolution cross-cutting area because the organization failed to take effective corrective action to 
address a non-functioning LSH trash rake in a timely manner commensurate with safety after restoring the equipment 
to Operations for use during weather conditions that could promote frazil icing conditions. 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY FIRE DOORS THAT DO NOT CONFORM TO NFPA CODES AND 
STANDARDS 

3Q/2014 Inspection Findings - Braidwood 1

Page 3 of 7



The inspectors identified a finding of very low safety significance and an associated NCV of Braidwood Operating 
License Condition 2.E, “Fire Protection Program,” when licensee personnel failed to identify fire doors that did not 
conform to the current licensing basis standard within the National Fire Protection Agency (NFPA) 80 Code that 
required fire doors to automatically shut and latch without assistance. Specifically, station personnel were not 
adequately performing a daily fire door testing procedure and, as a result, failed to identify a number of fire doors that 
were not conforming to the standard. As a result, IRs were not generated when degraded conditions existed. The 
licensee entered this issue into their CAP as IR 1629689, “Unclear Direction in 0BwOS FP.7.2.D-1.” Corrective 
actions included training plant operators on the expectations regarding generation of IRs for any abnormal condition 
in the plant, and requiring the use of a copy of the surveillance procedure in the field while completing the daily fire 
door surveillance. The inspectors determined that the performance deficiency was more than minor because it is 
associated with the Protection Against External Factors attribute of the Mitigating Systems cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, licensee personnel did not 
identify a number of fire doors that were not capable of closing and latching without assistance, which impacted the 
door’s ability to perform its design function. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection 
Significance Determination Process Worksheet,” the inspectors determined that the finding category was “Fire 
Confinement,” and that the finding did not impact the ability of the plant to achieve safe shutdown. As a result, the 
finding screened as having very low safety significance (Green). This finding had a cross cutting aspect in the 
Procedure Adherence component of the Human Performance cross-cutting area because licensee personnel did not 
follow procedures, processes and work instructions. Specifically, the licensee did not have the fire door testing 
procedure in hand while performing the surveillance and did not follow the procedure steps.  
 
Inspection Report# : 2014002 (pdf)  

Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO MAINTAIN ACCURATE OPERATOR LOGS 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.9(a), “Completeness and Accuracy of Information,” 
when licensee personnel failed to provide complete and accurate operator logs of record. Specifically, operator log 
entries of record on May 9, 2013, did not accurately document entry into and exit from Limiting Condition for 
Operation (LCO) 3.0.3. Initial corrective actions included additional late log entries and issuance of Operations 
Standing Order 13 10, “Corrections to Electronic Log Entries,” which provided interim guidance to operators 
regarding how to make revisions to electronic log entries. The Operations Director also initiated discussions with the 
fleet Operations Director peer group to determine how to incorporate guidance on revising electronic logs into 
procedure OP AA 111 101, “Operating Narrative Logs and Records.” The licensee entered this issue into their 
Corrective Action Program (CAP) as Issue Report (IR) 1519660, “Lack of Details in Log Entries.” In consultation 
with regional enforcement staff, the inspectors determined that the issue was more than minor because operator logs 
of record are material documents to the NRC, in that inspection activities are planned and conducted based, in part, on 
the review of operator logs and the presumption of their accuracy. In determining the significance of the violation, the 
inspectors referenced the examples of violations in Section 6.9, “Inaccurate and Incomplete Information or Failure to 
a Make a Required Report,” of the NRC Enforcement Policy. Because the issue was determined to be more than 
minor, but did not meet the threshold of the examples of Severity Level I, II, or III violations, the inspectors 
determined this issue was a Severity Level IV violation. Because a more than minor Reactor Oversight Process 
finding was not identified, there was no cross cutting aspect associated with this violation.  
 
Inspection Report# : 2013005 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE EVACUATION TIME ESTIMATE SUBMITTALS 
The NRC identified a finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) related to 
10 CFR 50.47(b)(10) and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the 
Braidwood Station Emergency Plan as a result of failing to provide the station Evacuation Time Estimate (ETE) to the 
responsible offsite response organizations by the required due date. Exelon submitted the Braidwood Station ETE to 
the NRC on December 12, 2012, prior to the required due date of December 22, 2012. However, an NRC review 
found the ETE to be incomplete due to Exelon fleet common and site-specific deficiencies, thereby preventing Exelon 
from providing the ETE to responsible offsite response organizations and from updating site-specific protective action 
strategies as necessary. The NRC discussed its concerns regarding the completeness of the ETE in a teleconference 
with Exelon on June 10, 2013, and on September 5, 2013, Exelon resubmitted the ETEs for its sites. Subsequently, the 
NRC again found the ETE to be incomplete. Exelon’s failure to submit a complete updated ETE for Braidwood 
Station by December 22, 2012, was a licensee performance deficiency because the issue was a failure to comply with 
a regulatory requirement and the issue was reasonably within the licensee’s ability to foresee and correct, and 
therefore should have been prevented. The inspectors determined the performance deficiency was more than minor 
because it was associated with the Emergency Preparedness cornerstone attribute of Procedure Quality and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The finding was of very low safety 
significance because it was a failure to comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The 
licensee entered this issue into their CAP and re-submitted a new revision of the Braidwood Station ETE to the NRC 
on May 2, 2014. The inspectors concluded that this finding had a cross-cutting aspect in the Documentation 
component of the Human Performance cross-cutting area (H.7).  
 
Inspection Report# : 2014004 (pdf)  

Significance: N/A Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO SUBMIT A REPORT REQUIRED BY 10 CFR 50.72(b)(3)(xiii) 
The inspectors identified a Severity Level IV NCV of 10 CFR 50.72(b)(3)(xiii) when licensee personnel failed to 
submit a report required by 10 CFR 50.72 for a loss of emergency assessment capability when an unplanned 
degradation was identified associated with the Technical Support Center (TSC) ventilation filtered make-up train. 
Specifically, the discharge damper for the TSC ventilation filtered make up fan was found unexpectedly closed, which 
adversely impacted the ability to supply filtered air to the TSC absent implementation of compensatory actions. 
Corrective actions included making the required Event Report on January 14, 2014. The licensee entered this issue 
into their CAP as IR 1598598, “Wording Differences Between NUREG-1022 and Reportability Manual,” and IR 
1608133, “ENS [Event Notification System] Call Made Due to TSC Ventilation Impact in October 2013.” The 
inspectors determined that this issue had the potential to impact the regulatory process based, in part, on the generic 
communications input that 10 CFR 50.72 reports serve. Since the issue impacted the regulatory process, it was 
dispositioned through the traditional enforcement process. The inspectors determined that this issue was a Severity 
Level IV violation based upon Example 6.d.9 in the NRC Enforcement Policy. Example 6.d.9 specifically stated, “The 
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licensee fails to make a report requirement by 10 CFR 50.72 or 10 CFR 50.73.” Because a more than minor Reactor 
Oversight Process finding was not identified, there was no cross cutting aspect associated with this violation. 
Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 

Significance:  Dec 31, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO FOLLOW PROCEDURE AND TECHNICAL SPECIFICATION ASSOCIATED WITH 
CONTROL FOR HIGH AND LOCKED HIGH RADIATION AREAS 
The inspectors identified a self revealed finding of very low safety significance and an associated NCV of Technical 
Specification 5.7.1 when licensee personnel failed to adequately monitor and provide positive control over activities 
within a high radiation area that was greater than 100 millirem per hour (mrem/hr) but less than or equal to 1000 
mrem/hr from a radiation source which was created during the cycling of valve 1RH8701B inside the missile barrier 
in containment. A slug of material dislodged from the valve and was transported to a location that resulted in localized 
elevated dose rates where an individual was performing work. As an immediate corrective action, the licensee 
instituted appropriate radiation protection controls and initiated an Apparent Cause Evaluation (ACE) to review the 
event in more detail. The licensee entered this issue into their CAP as IR 1559430, “ED [Electronic Dosimeter] Dose 
Rate Alarm Received.” The performance deficiency was more than minor because, if left uncorrected, it would have 
the potential to lead to a more significant safety concern. Specifically, not evaluating the radiological impact of the 
slug of radioactive material being transported to an area where a worker was performing work caused the worker to 
receive unnecessary and unplanned exposure to radiation that if left uncorrected could lead to a more significant safety
concern in that a worker could receive a much higher dose under different circumstances. The inspectors determined 
that the finding was of very low safety significance (Green) using IMC 0609, Appendix C. This finding had a cross-
cutting aspect in the Work Practices component of the Human Performance cross-cutting area because licensee 
personnel failed to validate and communicate the changing dose rates of the work area after Operations personnel 
performed work that affected the dose rates in the work area (H.4(a)). 
Inspection Report# : 2013005 (pdf)  

Public Radiation Safety 

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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Braidwood 1 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO ADEQUATELY EVALUATE OPERABILITY FOLLOWING THE DISCOVERY OF AN 
UNANALYZED CONDITION INVOLVING THE PROBABLE MAXIMUM PRECIPITATION EVENT 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying an unanalyzed condition that had the potential to 
adversely impact numerous safety-related systems during a probable maximum precipitation (PMP) event. The issue 
was entered into the Corrective Action Program (CAP) as Issue Report (IR) 2396124. Corrective actions for this issue 
included performing an operability evaluation. The performance deficiency was more than minor in accordance with 
IMC 0612, Appendix B, “Issue Screening” because the issue was associated with the Protection Against External 
Factors attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the licensee evaluated an unanalyzed condition utilizing another power plant’s 
licensing basis in a manner that was not accurate and was not adequate. The finding was of very low safety 
significance (Green) because the potentially impacted systems remained operable. The finding had a cross-cutting 
aspect of Avoid Complacency in the Human Performance area. Specifically, the licensee failed to recognize and plan 
for the possibility of mistakes and plant specific differences between Braidwood and Byron while using Byron’s 
current licensing basis to evaluate a Braidwood condition not previously analyzed (H.12).  
 
Inspection Report# : 2014005 (pdf)  

Significance:  Dec 31, 2014 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
FAILURE TO CORRECT UNDERSIZE ESSENTIAL SERVICE WATER PUMP BEARING CASING 
DRAIN LINE RESULTED IN SYSTEM INOPERABILITY 
A finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, Appendix B, Criterion III, 
“Design Control” was self-revealed following the licensee’s failure to design the 1B essential service water (SX) 
pump inboard bearing casing drain line in a manner that ensured pump operability. Specifically, the licensee had re-
designed the 1B SX pump inboard bearing drain line by replacing a hard pipe drain with a flexible hose drain line 
consisting of fittings of a smaller diameter when compared to the previous hard pipe drain line. This design change 
resulted in unplanned 1B SX pump inoperability and required operator action to secure the pump to preclude pump 
damage. The licensee entered this issue into the CAP as IR 2413941. Corrective actions included restoring adequate 
drain flow by replacing the flexible hose drain line with a hard pipe of a larger diameter. The performance deficiency 
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was of more than minor safety significance because the issue was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to adequately design the 1B SX pump inboard bearing housing drain line 
resulted in an inoperable 1B SX pump. The finding was of very low safety significance (Green) because the inspector 
answered ‘No’ to all of the associated Mitigating Systems screening questions within IMC 0609, Attachment 4, 
“Initial Characterization of Findings.” The finding is associated with the cross-cutting area of Problem Identification 
and Resolution with an aspect of Evaluation because the licensee did not thoroughly evaluate plant design in a manner 
commensurate with the safety significance. Specifically, the licensee inappropriately evaluated the design of the 1B 
SX pump inboard bearing housing drain line after identifying that the drain line size was the contributing cause for a 
loss of oil inventory in December 2013 (P.2).  
 
Inspection Report# : 2014005 (pdf)  

Significance:  Dec 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO EVALUATE IMPACT OF PROBABLE MAXIMUM PRECIPITATION EVENT ON 
TURBINE BUILDING FLOODING AS ASSOCIATED SAFETY-RELATED SSCs 
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” for the licensee’s failure to assess the impact of plant modifications on 
the PMP event analysis in the plan design basis. Specifically, the licensee failed to determine if modifications to plant 
grading that caused higher water levels during a PMP event would adversely affect safety-related equipment. The 
licensee entered this issue into the CAP as IR 2413941. Corrective actions included performing an operability 
determination to ensure safety until a formal quality design review can be completed at a later date. The performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Protection Against External Factors attribute of the Mitigating System cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences  
(i.e., core damage). Specifically, the licensee failed to evaluate the design to ensure that the consequences of the 
licensing basis PMP would be acceptable with respect to NRC regulations. The finding was of very low safety 
significance (Green) because it did not result in the loss or degradation of equipment or function specifically designed 
to mitigate a seismic, flooding, or severe weather initiating event. The finding had a  
cross-cutting aspect of Design Margins in the Human Performance area. Specifically, the licensee did not carefully 
guard design margins when making station grade modifications that could adversely affect safety-related equipment 
during a heavy rainfall event. This issue was determined to be indicative of recent performance based upon two recent 
major revisions to station calculation WR–BR–PF–10, Local PMP Analysis, which evaluated the acceptability of 
recent grade modifications at the station (H.6). 
Inspection Report# : 2014005 (pdf)  

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
ADVERSE IMPACT OF FLOOR DRAIN DESIGN ON FLOODING ANALYSIS 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III “Design Control,” when licensee personnel failed to verify the design of bag-strainers in the 
floor drains of the auxiliary building and their impact on the associated flooding analysis. Specifically, when 
Calculation 3C8–0686–002, “Auxiliary Building Flood Level Calculation,” was revised on May 16, 2013, the licensee 
credited the use of floor drains, which had bag-type strainers that were designed in such a way that they increased the 
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potential for blockage, and therefore adversely impacted the analysis of record for internal flooding. This issue was 
entered into the licensee’s Corrective Action Program (CAP) as Issue Report (IR) 2385204, “NRC Questions on Aux 
[Auxiliary] Building Flood Evaluation.” Corrective actions for this issue included instituting Standing Order 14–005 
to prevent the interim removal of flood seals, and a plan to revise Calculation 3C8–0685–002 to resolve the identified 
non-conformances. The inspectors determined that the performance deficiency was more than minor in accordance 
with IMC 0612, Appendix B, “Issue Screening,” because the issue was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the floor drain strainer bags were inadequately designed in such a manner that instead of 
ensuring that the floor drains would be able to function properly to remove flood water, they would act to increase the 
possibility that the floor drains would become plugged and unable to perform this function adequately. The inspectors 
concluded that the finding was of very low safety significance in accordance with IMC 0609, Appendix A, Exhibit 2 
and Exhibit 4. The inspectors determined that the finding had a cross-cutting aspect in the Evaluation component of 
the Problem Identification and Resolution (PI&R) cross-cutting area because the licensee failed to thoroughly evaluate 
the issue to ensure that the resolution addressed the causes. Specifically, when the licensee made a major revision to 
Calculation 3C8–0685–002 in 2013 to, in part, incorporate minor revisions and address non-conservatisms in the 
calculation, the licensee failed to adequately consider a previous minor revision that had removed credit for the drain 
system due to problems with its design that were previously identified by the NRC (P.2). 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
MULTIPLE FAILURES TO FOLLOW OPERABILITY EVALUATION PROCESS FOLLOWING 
DISCOVERY OF A NON-CONFORMING CONDITION IN THE ULTIMATE HEAT SINK 
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to follow 
procedure OP–AA–108–115, “Operability Determinations.” Specifically, licensee personnel failed to adhere to 
numerous Operability Determination Process standards after identifying a non-conforming condition that had the 
potential to impact the operability of the Ultimate Heat Sink (UHS). This issue was entered into the licensee’s CAP as 
IR 1674557, “Question on UHS License Amendment Request Impact on Pumps,” and IR 1675291, “Unanalyzed 
Condition Identified During IR 1674557 Response.” Corrective actions included correcting the non-conforming 
condition by revising the abnormal operating procedures to be aligned with the current licensing basis (CLB). The 
inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, Appendix 
B, “Issue Screening,” because the issue was associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, based 
on the analysis of record, at the time of discovery there was reasonable doubt that the UHS could meet its mission 
time of 30 days. The inspectors determined that the finding was of very low safety significance in accordance with 
IMC 0609, Appendix A, Exhibit 2, since it was determined to not represent a confirmed loss of operability. The 
inspectors concluded that this finding had a cross-cutting aspect in the Conservative Bias component of the Human 
Performance cross-cutting area because the licensee failed to use conservative assumptions in their decision-making 
when evaluating the operability of the UHS. Specifically, operations did not request a documented evaluation to 
support understanding why the UHS was operable and to verify that their assumptions regarding operator actions were 
feasible (H.14). 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: Self-Revealing 
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Item Type: NCV NonCited Violation 
STATION DIESEL DRIVEN FIRE PUMP RESTORED TO SERVICE NON-FUNCTIONAL DUE TO 
INCORRECT STOP PUSH BUTTON SWITCH REPLACEMENT 
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E, 
“Fire Protection Program,” was self-revealed during the performance of a scheduled diesel-driven fire pump (DDFP) 
sequential start surveillance when the DDFP was observed by operators to start, but then cycle on and off. The DDFP 
was declared non-functional and a subsequent causal evaluation determined that an incorrectly designed DDFP stop 
pushbutton switch had been installed several months prior to the identification of the issue. The licensee entered this 
issue into their CAP as IR 1649515, “Incorrect Stop Pushbutton Installed on 0B Fire Pump.” Corrective actions 
included replacing the switch with a switch of a correct design. The inspectors determined that the performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the performance deficiency resulted in a 
non-functional DDFP. The finding was determined to be of very low safety significance by a NRC Senior Reactor 
Analyst. The inspectors concluded that this finding had a cross-cutting aspect in the Avoid Complacency component 
of the Human Performance cross-cutting area because the licensee did not adequately recognize and plan for the 
possibility that the DDFP stop pushbutton replacement switch design could have been different than plant-specific 
design requirements (H.12). 
Inspection Report# : 2014004 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE AOP ENTRY CRITERIA FOR INTAKE FRAZIL ICING CONDITIONS 
The inspectors identified a finding of very low safety significance and an associated NCV of TS 5.4.1, “Procedures” 
when licensee personnel failed to specify adequate entry conditions in the station Abnormal Operating Procedure 
(AOP) that would be utilized to monitor and mitigate a frazil icing event at the lake screen house. Specifically, the 
licensee had established the entry condition of (Lake Temperature = 32 °F) without adequately considering the 
resources available to the control room operators and supervisors and without accounting for the necessary margin. 
The licensee entered this issue into their Corrective Action Program as Issue Reports (IRs) 1613506, and 1617385. 
Corrective action consisted of changing the entry conditions based specifically upon essential service water 
temperature with margin to account of uncertainty and heat input. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Procedural Quality attribute of the Mitigating 
System cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, failure to establish and maintain adequate entry conditions into this station AOP could result in 
additional time for ice to accumulate on plant components before mitigating actions would be initiated. Any delay in 
mitigating this type of event could increase the likelihood of a loss or partial loss of essential service water event or 
other type of transient (e.g., loss of instrument air, and reactor trip). A detailed risk evaluation was performed by an 
NRC Regional Senior Risk Analysis and the significance of this finding was determined to be of very low safety 
significance (Green). This finding did not have an associated cross cutting aspect because the inspectors determined 
that the most significant cause of the error was when the entry criteria was established in November 2010 and, 
therefore, not indicative of recent performance.  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
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Item Type: FIN Finding 
FAILURE TO ENSURE MITIGATING SYSTEM AVAILABILITY AND RELIABILITY DURING 
WEATHER CONDITIONS THAT COULD PROMOTE FRAZIL ICE AT THE LAKE SCREEN HOUSE 
The inspectors identified a finding of very low safety significance when licensee personnel failed to ensure that the 
LSH trash rake would be capable of clearing ice buildup on the trash rake bars. Specifically, the licensee failed to 
ensure that the trash rake system was functional prior to the onset of weather conditions that could promote frazil ice 
production and after a repair following a trash rake failure during those conditions. The licensee entered this issue into 
their CAP as IR 1613767, “LSH Trash Rake Will Not Traverse on Rails.” The licensee corrected this issue by 
utilizing a vendor to re-furbish and repair the trash rake. Additionally, the licensee revised their procedures to include 
additional methods to clear ice from the trash bars. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to have any mitigating systems available during weather conditions that could promote frazil icing of the lake 
intake increased the likelihood of a plant transient including a loss of essential service water event. A detailed risk 
evaluation was performed by an NRC Regional SRA and the finding was determined to be of very low safety 
significance (Green). This finding had a cross cutting aspect in the Restoration component of the Problem 
Identification and Resolution cross-cutting area because the organization failed to take effective corrective action to 
address a non-functioning LSH trash rake in a timely manner commensurate with safety after restoring the equipment 
to Operations for use during weather conditions that could promote frazil icing conditions. 
Inspection Report# : 2014002 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
FAILURE TO IDENTIFY FIRE DOORS THAT DO NOT CONFORM TO NFPA CODES AND 
STANDARDS 
The inspectors identified a finding of very low safety significance and an associated NCV of Braidwood Operating 
License Condition 2.E, “Fire Protection Program,” when licensee personnel failed to identify fire doors that did not 
conform to the current licensing basis standard within the National Fire Protection Agency (NFPA) 80 Code that 
required fire doors to automatically shut and latch without assistance. Specifically, station personnel were not 
adequately performing a daily fire door testing procedure and, as a result, failed to identify a number of fire doors that 
were not conforming to the standard. As a result, IRs were not generated when degraded conditions existed. The 
licensee entered this issue into their CAP as IR 1629689, “Unclear Direction in 0BwOS FP.7.2.D-1.” Corrective 
actions included training plant operators on the expectations regarding generation of IRs for any abnormal condition 
in the plant, and requiring the use of a copy of the surveillance procedure in the field while completing the daily fire 
door surveillance. The inspectors determined that the performance deficiency was more than minor because it is 
associated with the Protection Against External Factors attribute of the Mitigating Systems cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences (i.e., core damage). Specifically, licensee personnel did not 
identify a number of fire doors that were not capable of closing and latching without assistance, which impacted the 
door’s ability to perform its design function. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection 
Significance Determination Process Worksheet,” the inspectors determined that the finding category was “Fire 
Confinement,” and that the finding did not impact the ability of the plant to achieve safe shutdown. As a result, the 
finding screened as having very low safety significance (Green). This finding had a cross cutting aspect in the 
Procedure Adherence component of the Human Performance cross-cutting area because licensee personnel did not 
follow procedures, processes and work instructions. Specifically, the licensee did not have the fire door testing 
procedure in hand while performing the surveillance and did not follow the procedure steps.  
 
Inspection Report# : 2014002 (pdf)  
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Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
INADEQUATE EVACUATION TIME ESTIMATE SUBMITTALS 
The NRC identified a finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) related to 
10 CFR 50.47(b)(10) and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the 
Braidwood Station Emergency Plan as a result of failing to provide the station Evacuation Time Estimate (ETE) to the 
responsible offsite response organizations by the required due date. Exelon submitted the Braidwood Station ETE to 
the NRC on December 12, 2012, prior to the required due date of December 22, 2012. However, an NRC review 
found the ETE to be incomplete due to Exelon fleet common and site-specific deficiencies, thereby preventing Exelon 
from providing the ETE to responsible offsite response organizations and from updating site-specific protective action 
strategies as necessary. The NRC discussed its concerns regarding the completeness of the ETE in a teleconference 
with Exelon on June 10, 2013, and on September 5, 2013, Exelon resubmitted the ETEs for its sites. Subsequently, the 
NRC again found the ETE to be incomplete. Exelon’s failure to submit a complete updated ETE for Braidwood 
Station by December 22, 2012, was a licensee performance deficiency because the issue was a failure to comply with 
a regulatory requirement and the issue was reasonably within the licensee’s ability to foresee and correct, and 
therefore should have been prevented. The inspectors determined the performance deficiency was more than minor 
because it was associated with the Emergency Preparedness cornerstone attribute of Procedure Quality and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The finding was of very low safety 
significance because it was a failure to comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The 
licensee entered this issue into their CAP and re-submitted a new revision of the Braidwood Station ETE to the NRC 
on May 2, 2014. The inspectors concluded that this finding had a cross-cutting aspect in the Documentation 
component of the Human Performance cross-cutting area (H.7).  
 
Inspection Report# : 2014004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

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

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

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ENSURE THAT TEMPORARY STRUCTURES DID NOT ADVERSELY IMPACT SAFETY 
DURING POSTULATED PROBABLE MAXIMUM PRECIPITATION EVENT
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control”, when licensee personnel failed to establish adequate measures to ensure 
that temporary equipment and structures stored at the station did not create an unanalyzed condition during a probable 
maximum precipitation (PMP) event. Specifically, the licensee’s processes did not prevent the placement and storage 
of temporary equipment in a manner that could result in a condition not bounded by the station’s plant design that 
prevents rainwater from impacting safety-related equipment. This issue was entered into the licensee’s Corrective 
Action Program (CAP) as Issue Report (IR) 2473324. 
The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Design Control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to ensure that credited rainwater runoff flow paths were not impeded by the storage of temporary structures 
resulted in the licensee not ensuring the availability, reliability, and capability of systems that would be needed to 
respond to an initiating event. This assessment was based upon the inspector’s review of current flood barrier margins, 
assumed turbine building below-grade flooding levels, the number of safety-related or risk-significant systems that 
could be adversely affected, and the absence of an abnormal operating procedure or any other similar procedure that 
could create additional margin. The inspectors determined that because the finding did not involve a confirmed loss or 
degradation of equipment or function specifically designed to mitigate a PMP external flooding event, the issue was of 
very low safety significance. The inspectors determined that the finding did not have a cross-cutting aspect because 
the performance deficiency was not indicative of current performance.
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ADEQUATELY EVALUATE OPERABILITY OF A DEGRADED CONTROL ROOM 
CHILLER
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to the 
operability determination process after identifying a degraded condition on the 0B control room chiller. This issue was 
entered into the licensee’s CAP as IR 2435363. 
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The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the licensee did not provide an adequate basis to support 0B control room chiller availability, reliability, 
and capability to respond to an initiating event. The inspectors determined that the finding was of very low safety 
significance because all questions related to structures, systems, and components (SSCs) and functionality in the 
associated significance determination process (SDP) were answered "No." The finding had a cross-cutting aspect in 
the Design Margins component of the Human Performance cross-cutting area because the licensee failed to adequately 
evaluate whether the degraded oil return line in the 0B control room chiller had sufficient margin to assure operability 
(H.6).
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ADEQUATELY EVALUATE OPERABILITY FOLLOWING THE DISCOVERY OF AN 
UNANALYZED CONDITION INVOLVING THE PROBABLE MAXIMUM PRECIPITATION EVENT
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying an unanalyzed condition that had the potential to 
adversely impact numerous safety-related systems during a probable maximum precipitation (PMP) event. The issue 
was entered into the Corrective Action Program (CAP) as Issue Report (IR) 2396124. Corrective actions for this issue 
included performing an operability evaluation. The performance deficiency was more than minor in accordance with 
IMC 0612, Appendix B, “Issue Screening” because the issue was associated with the Protection Against External 
Factors attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the licensee evaluated an unanalyzed condition utilizing another power plant’s 
licensing basis in a manner that was not accurate and was not adequate. The finding was of very low safety 
significance (Green) because the potentially impacted systems remained operable. The finding had a cross-cutting 
aspect of Avoid Complacency in the Human Performance area. Specifically, the licensee failed to recognize and plan 
for the possibility of mistakes and plant specific differences between Braidwood and Byron while using Byron’s 
current licensing basis to evaluate a Braidwood condition not previously analyzed (H.12). 

Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO CORRECT UNDERSIZE ESSENTIAL SERVICE WATER PUMP BEARING CASING 
DRAIN LINE RESULTED IN SYSTEM INOPERABILITY
A finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, Appendix B, Criterion III, 
“Design Control” was self-revealed following the licensee’s failure to design the 1B essential service water (SX) 
pump inboard bearing casing drain line in a manner that ensured pump operability. Specifically, the licensee had re-
designed the 1B SX pump inboard bearing drain line by replacing a hard pipe drain with a flexible hose drain line 
consisting of fittings of a smaller diameter when compared to the previous hard pipe drain line. This design change 
resulted in unplanned 1B SX pump inoperability and required operator action to secure the pump to preclude pump 
damage. The licensee entered this issue into the CAP as IR 2413941. Corrective actions included restoring adequate 
drain flow by replacing the flexible hose drain line with a hard pipe of a larger diameter. The performance deficiency 
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was of more than minor safety significance because the issue was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to adequately design the 1B SX pump inboard bearing housing drain line 
resulted in an inoperable 1B SX pump. The finding was of very low safety significance (Green) because the inspector 
answered ‘No’ to all of the associated Mitigating Systems screening questions within IMC 0609, Attachment 4, 
“Initial Characterization of Findings.” The finding is associated with the cross-cutting area of Problem Identification 
and Resolution with an aspect of Evaluation because the licensee did not thoroughly evaluate plant design in a manner 
commensurate with the safety significance. Specifically, the licensee inappropriately evaluated the design of the 1B 
SX pump inboard bearing housing drain line after identifying that the drain line size was the contributing cause for a 
loss of oil inventory in December 2013 (P.2). 

Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO EVALUATE IMPACT OF PROBABLE MAXIMUM PRECIPITATION EVENT ON 
TURBINE BUILDING FLOODING AS ASSOCIATED SAFETY-RELATED SSCs
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” for the licensee’s failure to assess the impact of plant modifications on 
the PMP event analysis in the plan design basis. Specifically, the licensee failed to determine if modifications to plant 
grading that caused higher water levels during a PMP event would adversely affect safety-related equipment. The 
licensee entered this issue into the CAP as IR 2413941. Corrective actions included performing an operability 
determination to ensure safety until a formal quality design review can be completed at a later date. The performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Protection Against External Factors attribute of the Mitigating System cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the licensee failed to evaluate the design to ensure that the consequences of the 
licensing basis PMP would be acceptable with respect to NRC regulations. The finding was of very low safety 
significance (Green) because it did not result in the loss or degradation of equipment or function specifically designed 
to mitigate a seismic, flooding, or severe weather initiating event. The finding had a 
cross-cutting aspect of Design Margins in the Human Performance area. Specifically, the licensee did not carefully 
guard design margins when making station grade modifications that could adversely affect safety-related equipment 
during a heavy rainfall event. This issue was determined to be indicative of recent performance based upon two recent 
major revisions to station calculation WR–BR–PF–10, Local PMP Analysis, which evaluated the acceptability of 
recent grade modifications at the station (H.6).
Inspection Report# : 2014005 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
ADVERSE IMPACT OF FLOOR DRAIN DESIGN ON FLOODING ANALYSIS
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III “Design Control,” when licensee personnel failed to verify the design of bag-strainers in the 
floor drains of the auxiliary building and their impact on the associated flooding analysis. Specifically, when 
Calculation 3C8–0686–002, “Auxiliary Building Flood Level Calculation,” was revised on May 16, 2013, the licensee 
credited the use of floor drains, which had bag-type strainers that were designed in such a way that they increased the 
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potential for blockage, and therefore adversely impacted the analysis of record for internal flooding. This issue was 
entered into the licensee’s Corrective Action Program (CAP) as Issue Report (IR) 2385204, “NRC Questions on Aux 
[Auxiliary] Building Flood Evaluation.” Corrective actions for this issue included instituting Standing Order 14–005 
to prevent the interim removal of flood seals, and a plan to revise Calculation 3C8–0685–002 to resolve the identified 
non-conformances. The inspectors determined that the performance deficiency was more than minor in accordance 
with IMC 0612, Appendix B, “Issue Screening,” because the issue was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the floor drain strainer bags were inadequately designed in such a manner that instead of 
ensuring that the floor drains would be able to function properly to remove flood water, they would act to increase the 
possibility that the floor drains would become plugged and unable to perform this function adequately. The inspectors 
concluded that the finding was of very low safety significance in accordance with IMC 0609, Appendix A, Exhibit 2 
and Exhibit 4. The inspectors determined that the finding had a cross-cutting aspect in the Evaluation component of 
the Problem Identification and Resolution (PI&R) cross-cutting area because the licensee failed to thoroughly evaluate 
the issue to ensure that the resolution addressed the causes. Specifically, when the licensee made a major revision to 
Calculation 3C8–0685–002 in 2013 to, in part, incorporate minor revisions and address non-conservatisms in the 
calculation, the licensee failed to adequately consider a previous minor revision that had removed credit for the drain 
system due to problems with its design that were previously identified by the NRC (P.2).
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
MULTIPLE FAILURES TO FOLLOW OPERABILITY EVALUATION PROCESS FOLLOWING 
DISCOVERY OF A NON-CONFORMING CONDITION IN THE ULTIMATE HEAT SINK
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to follow 
procedure OP–AA–108–115, “Operability Determinations.” Specifically, licensee personnel failed to adhere to 
numerous Operability Determination Process standards after identifying a non-conforming condition that had the 
potential to impact the operability of the Ultimate Heat Sink (UHS). This issue was entered into the licensee’s CAP as 
IR 1674557, “Question on UHS License Amendment Request Impact on Pumps,” and IR 1675291, “Unanalyzed 
Condition Identified During IR 1674557 Response.” Corrective actions included correcting the non-conforming 
condition by revising the abnormal operating procedures to be aligned with the current licensing basis (CLB). The 
inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, Appendix 
B, “Issue Screening,” because the issue was associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, based 
on the analysis of record, at the time of discovery there was reasonable doubt that the UHS could meet its mission 
time of 30 days. The inspectors determined that the finding was of very low safety significance in accordance with 
IMC 0609, Appendix A, Exhibit 2, since it was determined to not represent a confirmed loss of operability. The 
inspectors concluded that this finding had a cross-cutting aspect in the Conservative Bias component of the Human 
Performance cross-cutting area because the licensee failed to use conservative assumptions in their decision-making 
when evaluating the operability of the UHS. Specifically, operations did not request a documented evaluation to 
support understanding why the UHS was operable and to verify that their assumptions regarding operator actions were 
feasible (H.14).
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
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Item Type: NCV Non-Cited Violation
STATION DIESEL DRIVEN FIRE PUMP RESTORED TO SERVICE NON-FUNCTIONAL DUE TO 
INCORRECT STOP PUSH BUTTON SWITCH REPLACEMENT
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E, 
“Fire Protection Program,” was self-revealed during the performance of a scheduled diesel-driven fire pump (DDFP) 
sequential start surveillance when the DDFP was observed by operators to start, but then cycle on and off. The DDFP 
was declared non-functional and a subsequent causal evaluation determined that an incorrectly designed DDFP stop 
pushbutton switch had been installed several months prior to the identification of the issue. The licensee entered this 
issue into their CAP as IR 1649515, “Incorrect Stop Pushbutton Installed on 0B Fire Pump.” Corrective actions 
included replacing the switch with a switch of a correct design. The inspectors determined that the performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the performance deficiency resulted in a 
non-functional DDFP. The finding was determined to be of very low safety significance by a NRC Senior Reactor 
Analyst. The inspectors concluded that this finding had a cross-cutting aspect in the Avoid Complacency component 
of the Human Performance cross-cutting area because the licensee did not adequately recognize and plan for the 
possibility that the DDFP stop pushbutton replacement switch design could have been different than plant-specific 
design requirements (H.12).
Inspection Report# : 2014004 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ACTIVATE THE EMERGENCY RESPONSE ORGANIZATION DURING AN ACTUAL 
EVENT
A self-revealed finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) and 10 CFR 
50.47(b)(2) was identified on July 23, 2014, when after a Notice of Unusual Event was declared and the Shift 
Manager activated the Emergency Response Organization (ERO), several of the ERO members failed to respond as 
required. This issue was entered into the licensee's CAP as IR 2469494. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Emergency Response Organization Readiness attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. Since the finding involved a 
failure to comply with emergency preparedness requirements, the inspectors reviewed IMC 0609, Appendix B, 
Attachment 2, and determined that the finding was of very low safety significance because it involved a degraded 
planning standard function. The finding had a cross-cutting aspect in the Change Management component of the 
Human Performance cross-cutting area because the licensee did not appropriately evaluate and implement changes 
when the new ERO Augmentation System was implemented (H.3).
Inspection Report# : 2015001 (pdf)
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Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
INADEQUATE EVACUATION TIME ESTIMATE SUBMITTALS
The NRC identified a finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) related to 
10 CFR 50.47(b)(10) and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the 
Braidwood Station Emergency Plan as a result of failing to provide the station Evacuation Time Estimate (ETE) to the 
responsible offsite response organizations by the required due date. Exelon submitted the Braidwood Station ETE to 
the NRC on December 12, 2012, prior to the required due date of December 22, 2012. However, an NRC review 
found the ETE to be incomplete due to Exelon fleet common and site-specific deficiencies, thereby preventing Exelon 
from providing the ETE to responsible offsite response organizations and from updating site-specific protective action 
strategies as necessary. The NRC discussed its concerns regarding the completeness of the ETE in a teleconference 
with Exelon on June 10, 2013, and on September 5, 2013, Exelon resubmitted the ETEs for its sites. Subsequently, the 
NRC again found the ETE to be incomplete. Exelon’s failure to submit a complete updated ETE for Braidwood 
Station by December 22, 2012, was a licensee performance deficiency because the issue was a failure to comply with 
a regulatory requirement and the issue was reasonably within the licensee’s ability to foresee and correct, and 
therefore should have been prevented. The inspectors determined the performance deficiency was more than minor 
because it was associated with the Emergency Preparedness cornerstone attribute of Procedure Quality and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The finding was of very low safety 
significance because it was a failure to comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The 
licensee entered this issue into their CAP and re-submitted a new revision of the Braidwood Station ETE to the NRC 
on May 2, 2014. The inspectors concluded that this finding had a cross-cutting aspect in the Documentation 
component of the Human Performance cross-cutting area (H.7). 

Inspection Report# : 2014004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Braidwood 1
2Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ENSURE THAT TEMPORARY STRUCTURES DID NOT ADVERSELY IMPACT SAFETY 
DURING POSTULATED PROBABLE MAXIMUM PRECIPITATION EVENT
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control”, when licensee personnel failed to establish adequate measures to ensure 
that temporary equipment and structures stored at the station did not create an unanalyzed condition during a probable 
maximum precipitation (PMP) event. Specifically, the licensee’s processes did not prevent the placement and storage 
of temporary equipment in a manner that could result in a condition not bounded by the station’s plant design that 
prevents rainwater from impacting safety-related equipment. This issue was entered into the licensee’s Corrective 
Action Program (CAP) as Issue Report (IR) 2473324. 
The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Design Control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to ensure that credited rainwater runoff flow paths were not impeded by the storage of temporary structures 
resulted in the licensee not ensuring the availability, reliability, and capability of systems that would be needed to 
respond to an initiating event. This assessment was based upon the inspector’s review of current flood barrier margins, 
assumed turbine building below-grade flooding levels, the number of safety-related or risk-significant systems that 
could be adversely affected, and the absence of an abnormal operating procedure or any other similar procedure that 
could create additional margin. The inspectors determined that because the finding did not involve a confirmed loss or 
degradation of equipment or function specifically designed to mitigate a PMP external flooding event, the issue was of 
very low safety significance. The inspectors determined that the finding did not have a cross-cutting aspect because 
the performance deficiency was not indicative of current performance.
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ADEQUATELY EVALUATE OPERABILITY OF A DEGRADED CONTROL ROOM 
CHILLER
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to the 
operability determination process after identifying a degraded condition on the 0B control room chiller. This issue was 
entered into the licensee’s CAP as IR 2435363. 
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The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the licensee did not provide an adequate basis to support 0B control room chiller availability, reliability, 
and capability to respond to an initiating event. The inspectors determined that the finding was of very low safety 
significance because all questions related to structures, systems, and components (SSCs) and functionality in the 
associated significance determination process (SDP) were answered "No." The finding had a cross-cutting aspect in 
the Design Margins component of the Human Performance cross-cutting area because the licensee failed to adequately 
evaluate whether the degraded oil return line in the 0B control room chiller had sufficient margin to assure operability 
(H.6).
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ADEQUATELY EVALUATE OPERABILITY FOLLOWING THE DISCOVERY OF AN 
UNANALYZED CONDITION INVOLVING THE PROBABLE MAXIMUM PRECIPITATION EVENT
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying an unanalyzed condition that had the potential to 
adversely impact numerous safety-related systems during a probable maximum precipitation (PMP) event. The issue 
was entered into the Corrective Action Program (CAP) as Issue Report (IR) 2396124. Corrective actions for this issue 
included performing an operability evaluation. The performance deficiency was more than minor in accordance with 
IMC 0612, Appendix B, “Issue Screening” because the issue was associated with the Protection Against External 
Factors attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the licensee evaluated an unanalyzed condition utilizing another power plant’s 
licensing basis in a manner that was not accurate and was not adequate. The finding was of very low safety 
significance (Green) because the potentially impacted systems remained operable. The finding had a cross-cutting 
aspect of Avoid Complacency in the Human Performance area. Specifically, the licensee failed to recognize and plan 
for the possibility of mistakes and plant specific differences between Braidwood and Byron while using Byron’s 
current licensing basis to evaluate a Braidwood condition not previously analyzed (H.12). 

Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO CORRECT UNDERSIZE ESSENTIAL SERVICE WATER PUMP BEARING CASING 
DRAIN LINE RESULTED IN SYSTEM INOPERABILITY
A finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, Appendix B, Criterion III, 
“Design Control” was self-revealed following the licensee’s failure to design the 1B essential service water (SX) 
pump inboard bearing casing drain line in a manner that ensured pump operability. Specifically, the licensee had re-
designed the 1B SX pump inboard bearing drain line by replacing a hard pipe drain with a flexible hose drain line 
consisting of fittings of a smaller diameter when compared to the previous hard pipe drain line. This design change 
resulted in unplanned 1B SX pump inoperability and required operator action to secure the pump to preclude pump 
damage. The licensee entered this issue into the CAP as IR 2413941. Corrective actions included restoring adequate 
drain flow by replacing the flexible hose drain line with a hard pipe of a larger diameter. The performance deficiency 
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was of more than minor safety significance because the issue was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to adequately design the 1B SX pump inboard bearing housing drain line 
resulted in an inoperable 1B SX pump. The finding was of very low safety significance (Green) because the inspector 
answered ‘No’ to all of the associated Mitigating Systems screening questions within IMC 0609, Attachment 4, 
“Initial Characterization of Findings.” The finding is associated with the cross-cutting area of Problem Identification 
and Resolution with an aspect of Evaluation because the licensee did not thoroughly evaluate plant design in a manner 
commensurate with the safety significance. Specifically, the licensee inappropriately evaluated the design of the 1B 
SX pump inboard bearing housing drain line after identifying that the drain line size was the contributing cause for a 
loss of oil inventory in December 2013 (P.2). 

Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO EVALUATE IMPACT OF PROBABLE MAXIMUM PRECIPITATION EVENT ON 
TURBINE BUILDING FLOODING AS ASSOCIATED SAFETY-RELATED SSCs
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” for the licensee’s failure to assess the impact of plant modifications on 
the PMP event analysis in the plan design basis. Specifically, the licensee failed to determine if modifications to plant 
grading that caused higher water levels during a PMP event would adversely affect safety-related equipment. The 
licensee entered this issue into the CAP as IR 2413941. Corrective actions included performing an operability 
determination to ensure safety until a formal quality design review can be completed at a later date. The performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Protection Against External Factors attribute of the Mitigating System cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the licensee failed to evaluate the design to ensure that the consequences of the 
licensing basis PMP would be acceptable with respect to NRC regulations. The finding was of very low safety 
significance (Green) because it did not result in the loss or degradation of equipment or function specifically designed 
to mitigate a seismic, flooding, or severe weather initiating event. The finding had a 
cross-cutting aspect of Design Margins in the Human Performance area. Specifically, the licensee did not carefully 
guard design margins when making station grade modifications that could adversely affect safety-related equipment 
during a heavy rainfall event. This issue was determined to be indicative of recent performance based upon two recent 
major revisions to station calculation WR–BR–PF–10, Local PMP Analysis, which evaluated the acceptability of 
recent grade modifications at the station (H.6).
Inspection Report# : 2014005 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
ADVERSE IMPACT OF FLOOR DRAIN DESIGN ON FLOODING ANALYSIS
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III “Design Control,” when licensee personnel failed to verify the design of bag-strainers in the 
floor drains of the auxiliary building and their impact on the associated flooding analysis. Specifically, when 
Calculation 3C8–0686–002, “Auxiliary Building Flood Level Calculation,” was revised on May 16, 2013, the licensee 
credited the use of floor drains, which had bag-type strainers that were designed in such a way that they increased the 
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potential for blockage, and therefore adversely impacted the analysis of record for internal flooding. This issue was 
entered into the licensee’s Corrective Action Program (CAP) as Issue Report (IR) 2385204, “NRC Questions on Aux 
[Auxiliary] Building Flood Evaluation.” Corrective actions for this issue included instituting Standing Order 14–005 
to prevent the interim removal of flood seals, and a plan to revise Calculation 3C8–0685–002 to resolve the identified 
non-conformances. The inspectors determined that the performance deficiency was more than minor in accordance 
with IMC 0612, Appendix B, “Issue Screening,” because the issue was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, the floor drain strainer bags were inadequately designed in such a manner that instead of 
ensuring that the floor drains would be able to function properly to remove flood water, they would act to increase the 
possibility that the floor drains would become plugged and unable to perform this function adequately. The inspectors 
concluded that the finding was of very low safety significance in accordance with IMC 0609, Appendix A, Exhibit 2 
and Exhibit 4. The inspectors determined that the finding had a cross-cutting aspect in the Evaluation component of 
the Problem Identification and Resolution (PI&R) cross-cutting area because the licensee failed to thoroughly evaluate 
the issue to ensure that the resolution addressed the causes. Specifically, when the licensee made a major revision to 
Calculation 3C8–0685–002 in 2013 to, in part, incorporate minor revisions and address non-conservatisms in the 
calculation, the licensee failed to adequately consider a previous minor revision that had removed credit for the drain 
system due to problems with its design that were previously identified by the NRC (P.2).
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
MULTIPLE FAILURES TO FOLLOW OPERABILITY EVALUATION PROCESS FOLLOWING 
DISCOVERY OF A NON-CONFORMING CONDITION IN THE ULTIMATE HEAT SINK
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to follow 
procedure OP–AA–108–115, “Operability Determinations.” Specifically, licensee personnel failed to adhere to 
numerous Operability Determination Process standards after identifying a non-conforming condition that had the 
potential to impact the operability of the Ultimate Heat Sink (UHS). This issue was entered into the licensee’s CAP as 
IR 1674557, “Question on UHS License Amendment Request Impact on Pumps,” and IR 1675291, “Unanalyzed 
Condition Identified During IR 1674557 Response.” Corrective actions included correcting the non-conforming 
condition by revising the abnormal operating procedures to be aligned with the current licensing basis (CLB). The 
inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, Appendix 
B, “Issue Screening,” because the issue was associated with the Design Control attribute of the Mitigating Systems 
Cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, based 
on the analysis of record, at the time of discovery there was reasonable doubt that the UHS could meet its mission 
time of 30 days. The inspectors determined that the finding was of very low safety significance in accordance with 
IMC 0609, Appendix A, Exhibit 2, since it was determined to not represent a confirmed loss of operability. The 
inspectors concluded that this finding had a cross-cutting aspect in the Conservative Bias component of the Human 
Performance cross-cutting area because the licensee failed to use conservative assumptions in their decision-making 
when evaluating the operability of the UHS. Specifically, operations did not request a documented evaluation to 
support understanding why the UHS was operable and to verify that their assumptions regarding operator actions were 
feasible (H.14).
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: Self-Revealing
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Item Type: NCV Non-Cited Violation
STATION DIESEL DRIVEN FIRE PUMP RESTORED TO SERVICE NON-FUNCTIONAL DUE TO 
INCORRECT STOP PUSH BUTTON SWITCH REPLACEMENT
A finding of very low safety significance and an associated NCV of Braidwood Operating License Condition 2.E, 
“Fire Protection Program,” was self-revealed during the performance of a scheduled diesel-driven fire pump (DDFP) 
sequential start surveillance when the DDFP was observed by operators to start, but then cycle on and off. The DDFP 
was declared non-functional and a subsequent causal evaluation determined that an incorrectly designed DDFP stop 
pushbutton switch had been installed several months prior to the identification of the issue. The licensee entered this 
issue into their CAP as IR 1649515, “Incorrect Stop Pushbutton Installed on 0B Fire Pump.” Corrective actions 
included replacing the switch with a switch of a correct design. The inspectors determined that the performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating 
events to prevent undesirable consequences (i.e., core damage). Specifically, the performance deficiency resulted in a 
non-functional DDFP. The finding was determined to be of very low safety significance by a NRC Senior Reactor 
Analyst. The inspectors concluded that this finding had a cross-cutting aspect in the Avoid Complacency component 
of the Human Performance cross-cutting area because the licensee did not adequately recognize and plan for the 
possibility that the DDFP stop pushbutton replacement switch design could have been different than plant-specific 
design requirements (H.12).
Inspection Report# : 2014004 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ACTIVATE THE EMERGENCY RESPONSE ORGANIZATION DURING AN ACTUAL 
EVENT
A self-revealed finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) and 10 CFR 
50.47(b)(2) was identified on July 23, 2014, when after a Notice of Unusual Event was declared and the Shift 
Manager activated the Emergency Response Organization (ERO), several of the ERO members failed to respond as 
required. This issue was entered into the licensee's CAP as IR 2469494. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Emergency Response Organization Readiness attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. Since the finding involved a 
failure to comply with emergency preparedness requirements, the inspectors reviewed IMC 0609, Appendix B, 
Attachment 2, and determined that the finding was of very low safety significance because it involved a degraded 
planning standard function. The finding had a cross-cutting aspect in the Change Management component of the 
Human Performance cross-cutting area because the licensee did not appropriately evaluate and implement changes 
when the new ERO Augmentation System was implemented (H.3).
Inspection Report# : 2015001 (pdf)

2Q/2015 Inspection Findings - Braidwood 1

Page 5 of 7



Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
INADEQUATE EVACUATION TIME ESTIMATE SUBMITTALS
The NRC identified a finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) related to 
10 CFR 50.47(b)(10) and 10 CFR Part 50, Appendix E, Section IV.4, for failing to maintain the effectiveness of the 
Braidwood Station Emergency Plan as a result of failing to provide the station Evacuation Time Estimate (ETE) to the 
responsible offsite response organizations by the required due date. Exelon submitted the Braidwood Station ETE to 
the NRC on December 12, 2012, prior to the required due date of December 22, 2012. However, an NRC review 
found the ETE to be incomplete due to Exelon fleet common and site-specific deficiencies, thereby preventing Exelon 
from providing the ETE to responsible offsite response organizations and from updating site-specific protective action 
strategies as necessary. The NRC discussed its concerns regarding the completeness of the ETE in a teleconference 
with Exelon on June 10, 2013, and on September 5, 2013, Exelon resubmitted the ETEs for its sites. Subsequently, the 
NRC again found the ETE to be incomplete. Exelon’s failure to submit a complete updated ETE for Braidwood 
Station by December 22, 2012, was a licensee performance deficiency because the issue was a failure to comply with 
a regulatory requirement and the issue was reasonably within the licensee’s ability to foresee and correct, and 
therefore should have been prevented. The inspectors determined the performance deficiency was more than minor 
because it was associated with the Emergency Preparedness cornerstone attribute of Procedure Quality and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. The finding was of very low safety 
significance because it was a failure to comply with a non-risk significant portion of 10 CFR 50.47(b)(10). The 
licensee entered this issue into their CAP and re-submitted a new revision of the Braidwood Station ETE to the NRC 
on May 2, 2014. The inspectors concluded that this finding had a cross-cutting aspect in the Documentation 
component of the Human Performance cross-cutting area (H.7). 

Inspection Report# : 2014004 (pdf)

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Braidwood 1
3Q/2015 Plant Inspection Findings

Initiating Events

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO UPDATE THE UFSAR - THIMBLE TUBE INSPECTION PROGRAM
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.71(e), 
“Periodic Update of the Updated Final Safety Analysis Report (UFSAR),” and an associated Green finding for the 
licensee’s failure to update the UFSAR with a description of the Thimble Tube Inspection Program to reflect 
information submitted to the NRC in response to NRC Bulletin 88-09. Specifically, the licensee did not update 
Section 5.2.4, “Inservice Inspection and Testing of Reactor Coolant Pressure Boundary,” of the UFSAR to include the 
Incore Thimble Tube Inspection Program, which provided the basis for leakage integrity for this portion of the reactor 
coolant pressure boundary. The licensee entered this issue into their Corrective Action Program (CAP) and identified 
a recommended action to incorporate the Incore Thimble Tube Inspection Program into the UFSAR. The performance 
deficiency was determined to be more than minor in accordance with IMC 0612, "Power Reactor Inspection Reports," 
Appendix B, "Issue Screening," dated September 7, 2012, because, if left uncorrected, the performance deficiency 
would have the potential to lead to a more significant safety concern. Specifically, the failure to update the UFSAR 
with the Thimble Tube Inspection Program could result in reductions or elimination of the program without seeking 
prior NRC approval and insufficient thimble tube inspections could also result in the failure to detect thimble tube 
wear prior to an un-isolable leak in the reactor coolant pressure boundary. Additionally, the failure to update the 
UFSAR was more than minor because it was associated with the Initiating Events Cornerstone attribute of Equipment 
Performance and adversely affected the Cornerstone objective of limiting the likelihood of events that upset plant 
stability and challenge critical safety functions. The finding screened as having very low safety significance (Green), 
because the licensee’s failure to update the UFSAR with a description of the Thimble Tube Inspection Program had 
not resulted in degradation of a thimble tube such that the reactor coolant system leak rate for a small break loss of 
coolant accident was exceeded and did not affect systems used to mitigate a loss of coolant accident. Therefore, the 
inspectors answered “No” to Questions A.1 and A.2, of Exhibit 1, “Initiating Events Screening Questions,” identified 
in Appendix A of IMC 0609 and the finding screened as having very low safety significance. Violations of 10 CFR 
50.71(e) are dispositioned using the traditional enforcement process, because they are considered to be violations that 
potentially impede or impact the regulatory process. In accordance with Sections 6.1.c.7 and 6.1.d.3 of the NRC 
Enforcement Policy, this violation was categorized as Severity Level IV because the licensee’s failure to update the 
UFSAR as required by 10 CFR 50.71(e) had not yet resulted in an unacceptable change to the facility (e.g. thimble 
tube structural integrity was maintained) or procedures and the associated finding was of very low risk significance. 
The finding was the result of an error made in excess of 10 years ago, and thus was not indicative of current licensee 
performance. Therefore, no cross-cutting aspect was identified.
Inspection Report# : 2015002 (pdf)

Mitigating Systems

Significance:  Aug 28, 2015
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure that Circuits Associated with Pressurizer PORVs and Block Valves Were Free of Fire 
Damage (Section 1R05.6.b)
Green. The inspectors identified a finding of very low safety significance, and an associated NCV of the Braidwood 
Station facility operating license condition 2.E associated with the Fire Protection Program for the licensee’s failure to 
ensure that the safe shutdown capability was independent of the fire area and thus free of fire damage. Specifically, in 
the event of a fire in the control room, cable spreading rooms, or electrical cable penetration areas the circuits 
associated with the Pressurizer Power Operated Relief Valve (PORV) block valves, which are relied upon to safely 
shutdown the plant, could be affected and may not be available due to fire-induced failures. The licensee entered this 
issue into their Corrective Action Program, established fire watches, and intended to perform plant modifications to 
correct the issue. 
The inspectors determined that the issue was more than minor because fire-induced circuit failures could impair the 
operation of the PORV block valves and complicate shutdown of the plant in the event of a fire in the control room, 
cable spreading rooms, or electrical cable penetration areas. The finding affected the Mitigating Systems Cornerstone. 
The finding was determined to be of very low safety significance based on a detailed risk-evaluation by a Region III 
Senior Reactor Analyst. This finding was not associated with a cross-cutting aspect because the finding was not 
representative of the licensee’s current performance. (Section 1R05.6.b) 

Inspection Report# : 2015007 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
MECHANIC JOINT LEAKAGE ACCEPTED FOR CONTINUED SERVICE WITHOUT CODE 
CORRECTIVE ACTIONS
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures and Drawings,” for the licensee’s failure to follow a procedure for 
completing an American Society of Mechanical Engineers (ASME) Section XI Code pressure test. 
Specifically, the licensee failed to implement the required corrective actions or evaluations for evidence of leakage 
(boric acid deposits) identified on a containment spray (CS) system valve bolted connection prior to returning this 
component to service. The licensee entered this issue into their CAP and initiated actions to clarify procedures to 
ensure the ASME Code Section XI, Paragraph IWB-3522, requirements were implemented, and components with 
Code relevant conditions were corrected or evaluated prior to returning them to service. The performance deficiency 
was determined to be more than minor in accordance with IMC 0612, because if left uncorrected, the performance 
deficiency would have the potential to lead to a more significant safety concern. Specifically, the failure to adhere to 
procedure ER AA-330-001 was based upon the licensee’s decision to return a component exhibiting evidence of boric 
acid leakage to service without Code corrective measures or evaluation. Additionally, this type of error could result in 
inservice failure of equipment. Therefore, this finding affected the Mitigating Systems Cornerstone attribute of 
Equipment Performance and adversely affected the Cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). The 
finding screened as having very low safety significance (Green), because the licensee’s failure to adhere to procedure 
ER AA-330-001 and remove valve 1CS011B from service with a Code relevant condition did not result in operation 
of the plant with an inoperable system or component. Therefore, the inspectors answered “Yes” to Question A.1 of 
Exhibit 2, “Mitigating Systems Screening Questions,” identified in Appendix A of IMC 0609, and the finding 
screened as having very low safety significance. The inspectors identified a cross-cutting aspect associated with this 
finding in the area of Human Performance, Conservative Bias because the licensee staff did not use a decision-making 
practice that emphasized prudent choices over those that were simply allowable. Specifically, the failure to remove 
valve 1CS011B from service with a relevant condition was based upon the licensee’s decision that this was an 
allowable option because the ASME Code Section XI paragraph was not clear. 
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Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
CONTROL ROOM CHILLER INOPERABILITY DUE TO HIGH OIL CONTENT IN THE REFRIGERANT
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was self-revealed on April 28, 2015, when licensee personnel failed to 
establish adequate procedural controls related to how much oil could be added or removed from the control room 
chillers without affecting its functionality. Specifically, the 0A control room ventilation (VC) chiller was declared 
inoperable due to high oil content in the refrigerant, which caused reduced cooling efficiency to the point of non-
functionality. The licensee entered this issue in their CAP, restored the 0A VC chiller to operable status on May 1, 
2015, and performed an evaluation to establish the acceptable level of oil migration to retain functionality of the VC 
chiller. The performance deficiency was determined to be more than minor in accordance with IMC 0612, because, it 
was associated with the Mitigating Systems Cornerstone attribute of Equipment Performance and adversely affected 
the cornerstone objective of ensuring the availability, reliability, and capability of mitigating systems to respond to 
initiating events to prevent undesirable consequences (i.e. core damage). The finding screened as having very low 
safety significance (Green), because it did not result in the loss of safety function, and did not result in an actual loss 
of function of at least a single train for greater than its technical specification allowed outage time. The inspectors 
determined that the associated finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because the licensee staff did not implement effective corrective actions to address issues in a timely 
manner commensurate with their safety significance. Specifically, following three documented issues with VC chiller 
performance, Engineering determined that the issues were related to high oil content in the chiller refrigerant. Based 
on this information, corrective actions related to optimizing refrigerant/oil levels in the chiller were recommended to 
the Plant Health Committee, which were approved for immediate implementation. However, the actions were not 
appropriately incorporated into the work control process or the CAP, which led to them not being implemented in a 
timely manner.
Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ENSURE THAT TEMPORARY STRUCTURES DID NOT ADVERSELY IMPACT SAFETY 
DURING POSTULATED PROBABLE MAXIMUM PRECIPITATION EVENT
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control”, when licensee personnel failed to establish adequate measures to ensure 
that temporary equipment and structures stored at the station did not create an unanalyzed condition during a probable 
maximum precipitation (PMP) event. Specifically, the licensee’s processes did not prevent the placement and storage 
of temporary equipment in a manner that could result in a condition not bounded by the station’s plant design that 
prevents rainwater from impacting safety-related equipment. This issue was entered into the licensee’s Corrective 
Action Program (CAP) as Issue Report (IR) 2473324. 
The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Design Control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to ensure that credited rainwater runoff flow paths were not impeded by the storage of temporary structures 
resulted in the licensee not ensuring the availability, reliability, and capability of systems that would be needed to 
respond to an initiating event. This assessment was based upon the inspector’s review of current flood barrier margins, 
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assumed turbine building below-grade flooding levels, the number of safety-related or risk-significant systems that 
could be adversely affected, and the absence of an abnormal operating procedure or any other similar procedure that 
could create additional margin. The inspectors determined that because the finding did not involve a confirmed loss or 
degradation of equipment or function specifically designed to mitigate a PMP external flooding event, the issue was of 
very low safety significance. The inspectors determined that the finding did not have a cross-cutting aspect because 
the performance deficiency was not indicative of current performance.
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ADEQUATELY EVALUATE OPERABILITY OF A DEGRADED CONTROL ROOM 
CHILLER
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to the 
operability determination process after identifying a degraded condition on the 0B control room chiller. This issue was 
entered into the licensee’s CAP as IR 2435363. 
The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the licensee did not provide an adequate basis to support 0B control room chiller availability, reliability, 
and capability to respond to an initiating event. The inspectors determined that the finding was of very low safety 
significance because all questions related to structures, systems, and components (SSCs) and functionality in the 
associated significance determination process (SDP) were answered "No." The finding had a cross-cutting aspect in 
the Design Margins component of the Human Performance cross-cutting area because the licensee failed to adequately 
evaluate whether the degraded oil return line in the 0B control room chiller had sufficient margin to assure operability 
(H.6).
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ADEQUATELY EVALUATE OPERABILITY FOLLOWING THE DISCOVERY OF AN 
UNANALYZED CONDITION INVOLVING THE PROBABLE MAXIMUM PRECIPITATION EVENT
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to 
Operability Determination Process standards after identifying an unanalyzed condition that had the potential to 
adversely impact numerous safety-related systems during a probable maximum precipitation (PMP) event. The issue 
was entered into the Corrective Action Program (CAP) as Issue Report (IR) 2396124. Corrective actions for this issue 
included performing an operability evaluation. The performance deficiency was more than minor in accordance with 
IMC 0612, Appendix B, “Issue Screening” because the issue was associated with the Protection Against External 
Factors attribute of the Mitigating System cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the licensee evaluated an unanalyzed condition utilizing another power plant’s 
licensing basis in a manner that was not accurate and was not adequate. The finding was of very low safety 
significance (Green) because the potentially impacted systems remained operable. The finding had a cross-cutting 
aspect of Avoid Complacency in the Human Performance area. Specifically, the licensee failed to recognize and plan 
for the possibility of mistakes and plant specific differences between Braidwood and Byron while using Byron’s 
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current licensing basis to evaluate a Braidwood condition not previously analyzed (H.12). 

Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO CORRECT UNDERSIZE ESSENTIAL SERVICE WATER PUMP BEARING CASING 
DRAIN LINE RESULTED IN SYSTEM INOPERABILITY
A finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, Appendix B, Criterion III, 
“Design Control” was self-revealed following the licensee’s failure to design the 1B essential service water (SX) 
pump inboard bearing casing drain line in a manner that ensured pump operability. Specifically, the licensee had re-
designed the 1B SX pump inboard bearing drain line by replacing a hard pipe drain with a flexible hose drain line 
consisting of fittings of a smaller diameter when compared to the previous hard pipe drain line. This design change 
resulted in unplanned 1B SX pump inoperability and required operator action to secure the pump to preclude pump 
damage. The licensee entered this issue into the CAP as IR 2413941. Corrective actions included restoring adequate 
drain flow by replacing the flexible hose drain line with a hard pipe of a larger diameter. The performance deficiency 
was of more than minor safety significance because the issue was associated with the Equipment Performance 
attribute of the Mitigating Systems Cornerstone and adversely affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the failure to adequately design the 1B SX pump inboard bearing housing drain line 
resulted in an inoperable 1B SX pump. The finding was of very low safety significance (Green) because the inspector 
answered ‘No’ to all of the associated Mitigating Systems screening questions within IMC 0609, Attachment 4, 
“Initial Characterization of Findings.” The finding is associated with the cross-cutting area of Problem Identification 
and Resolution with an aspect of Evaluation because the licensee did not thoroughly evaluate plant design in a manner 
commensurate with the safety significance. Specifically, the licensee inappropriately evaluated the design of the 1B 
SX pump inboard bearing housing drain line after identifying that the drain line size was the contributing cause for a 
loss of oil inventory in December 2013 (P.2). 

Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO EVALUATE IMPACT OF PROBABLE MAXIMUM PRECIPITATION EVENT ON 
TURBINE BUILDING FLOODING AS ASSOCIATED SAFETY-RELATED SSCs
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of 10 CFR 50, 
Appendix B, Criterion III, “Design Control,” for the licensee’s failure to assess the impact of plant modifications on 
the PMP event analysis in the plan design basis. Specifically, the licensee failed to determine if modifications to plant 
grading that caused higher water levels during a PMP event would adversely affect safety-related equipment. The 
licensee entered this issue into the CAP as IR 2413941. Corrective actions included performing an operability 
determination to ensure safety until a formal quality design review can be completed at a later date. The performance 
deficiency was more than minor in accordance with IMC 0612, Appendix B, “Issue Screening,” because the issue was 
associated with the Protection Against External Factors attribute of the Mitigating System cornerstone and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the licensee failed to evaluate the design to ensure that the consequences of the 
licensing basis PMP would be acceptable with respect to NRC regulations. The finding was of very low safety 
significance (Green) because it did not result in the loss or degradation of equipment or function specifically designed 
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to mitigate a seismic, flooding, or severe weather initiating event. The finding had a 
cross-cutting aspect of Design Margins in the Human Performance area. Specifically, the licensee did not carefully 
guard design margins when making station grade modifications that could adversely affect safety-related equipment 
during a heavy rainfall event. This issue was determined to be indicative of recent performance based upon two recent 
major revisions to station calculation WR–BR–PF–10, Local PMP Analysis, which evaluated the acceptability of 
recent grade modifications at the station (H.6).
Inspection Report# : 2014005 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ACTIVATE THE EMERGENCY RESPONSE ORGANIZATION DURING AN ACTUAL 
EVENT
A self-revealed finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) and 10 CFR 
50.47(b)(2) was identified on July 23, 2014, when after a Notice of Unusual Event was declared and the Shift 
Manager activated the Emergency Response Organization (ERO), several of the ERO members failed to respond as 
required. This issue was entered into the licensee's CAP as IR 2469494. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
Emergency Response Organization Readiness attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. Since the finding involved a 
failure to comply with emergency preparedness requirements, the inspectors reviewed IMC 0609, Appendix B, 
Attachment 2, and determined that the finding was of very low safety significance because it involved a degraded 
planning standard function. The finding had a cross-cutting aspect in the Change Management component of the 
Human Performance cross-cutting area because the licensee did not appropriately evaluate and implement changes 
when the new ERO Augmentation System was implemented (H.3).
Inspection Report# : 2015001 (pdf)

Occupational Radiation Safety

Public Radiation Safety

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

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

Initiating Events

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH ADEQUATE FEEDWATER PUMP OPERATIONAL GUIDANCE DURING 
PLANT SHUTDOWN
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self-revealed on October 5, 2015, due to the licensee’s failure to establish and maintain adequate guidance for 
operating the Unit 1 and Unit 2 motor driven main feedwater pump (MDFWP) during plant shutdown conditions. 
Specifically, on October 4, 2015, during a Unit 2 plant shutdown, the Unit 2 MDFWP was placed in service at low 
forward feedwater flow conditions and was manually tripped when the pump’s main journal bearing temperature 
exceeded the procedural limit. Subsequent review, determined that the procedural limit was too low as previously 
recognized by historic station specific operating experience. This issue was entered into the licensee’s corrective 
action program (CAP) as Issue Report (IR) 2565486. The inspectors determined that the performance deficiency was 
more than minor because the issue was associated with the Procedural Quality attribute of the Initiating Event 
cornerstone and adversely affected the cornerstone objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during shutdown as well as power operations. Specifically, the performance 
deficiency contributed to a loss of main feedwater event that upset plant stability and challenged the critical safety 
function of removing decay heat via the steam generators in Mode 3. For Unit 1, the increased potential for a loss of 
main feedwater event existed under similar conditions. The inspectors determined that the finding was of very low 
safety significance based upon a detailed risk evaluation. The inspectors concluded that this finding did not have a 
cross cutting aspect because the performance deficiency was greater than 3 years old and, therefore, not indicative of 
recent performance. 

Inspection Report# : 2015004 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO UPDATE THE UFSAR - THIMBLE TUBE INSPECTION PROGRAM
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.71(e), 
“Periodic Update of the Updated Final Safety Analysis Report (UFSAR),” and an associated Green finding for the 
licensee’s failure to update the UFSAR with a description of the Thimble Tube Inspection Program to reflect 
information submitted to the NRC in response to NRC Bulletin 88-09. Specifically, the licensee did not update 
Section 5.2.4, “Inservice Inspection and Testing of Reactor Coolant Pressure Boundary,” of the UFSAR to include the 
Incore Thimble Tube Inspection Program, which provided the basis for leakage integrity for this portion of the reactor 
coolant pressure boundary. The licensee entered this issue into their Corrective Action Program (CAP) and identified 
a recommended action to incorporate the Incore Thimble Tube Inspection Program into the UFSAR. The performance 
deficiency was determined to be more than minor in accordance with IMC 0612, "Power Reactor Inspection Reports," 
Appendix B, "Issue Screening," dated September 7, 2012, because, if left uncorrected, the performance deficiency 
would have the potential to lead to a more significant safety concern. Specifically, the failure to update the UFSAR 
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with the Thimble Tube Inspection Program could result in reductions or elimination of the program without seeking 
prior NRC approval and insufficient thimble tube inspections could also result in the failure to detect thimble tube 
wear prior to an un-isolable leak in the reactor coolant pressure boundary. Additionally, the failure to update the 
UFSAR was more than minor because it was associated with the Initiating Events Cornerstone attribute of Equipment 
Performance and adversely affected the Cornerstone objective of limiting the likelihood of events that upset plant 
stability and challenge critical safety functions. The finding screened as having very low safety significance (Green), 
because the licensee’s failure to update the UFSAR with a description of the Thimble Tube Inspection Program had 
not resulted in degradation of a thimble tube such that the reactor coolant system leak rate for a small break loss of 
coolant accident was exceeded and did not affect systems used to mitigate a loss of coolant accident. Therefore, the 
inspectors answered “No” to Questions A.1 and A.2, of Exhibit 1, “Initiating Events Screening Questions,” identified 
in Appendix A of IMC 0609 and the finding screened as having very low safety significance. Violations of 10 CFR 
50.71(e) are dispositioned using the traditional enforcement process, because they are considered to be violations that 
potentially impede or impact the regulatory process. In accordance with Sections 6.1.c.7 and 6.1.d.3 of the NRC 
Enforcement Policy, this violation was categorized as Severity Level IV because the licensee’s failure to update the 
UFSAR as required by 10 CFR 50.71(e) had not yet resulted in an unacceptable change to the facility (e.g. thimble 
tube structural integrity was maintained) or procedures and the associated finding was of very low risk significance. 
The finding was the result of an error made in excess of 10 years ago, and thus was not indicative of current licensee 
performance. Therefore, no cross-cutting aspect was identified.
Inspection Report# : 2015002 (pdf)

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH A WRITTEN PROCEDURE FOR A LOSS OF FEEDWATER EVENT IN 
MODE 3
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self revealed on October 5, 2015, due to the licensee’s failure to establish a written procedure for combating 
emergencies and other significant events, as required by Regulatory Guide 1.33, “Quality Assurance Program 
Requirements.” Specifically, upon a loss of feedwater in Mode 3 (Hot Standby), which is an expected design and 
licensing basis event, the licensee did not have a written procedure as established by the Regulatory Guide. This issue 
was entered into the licensee’s CAP as IRs 2566239 and 2565513. The inspectors determined the finding to be more 
than minor in accordance with IMC 0612, "Power Reactor Inspection Reports," Appendix B, "Issue Screening," dated 
September 7, 2012, because, it was associated with the Mitigating Systems cornerstone Procedural Quality attribute, 
and adversely impacted the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the absence of a procedure(s) complicated the 
operator response to the loss of feedwater event in Mode 3. The inspectors determined the finding to be of very low 
safety significance in accordance with IMC 0609, Appendix A, “The SDP for Findings at Power,” dated September 7, 
2012, Exhibit 2, since the inspectors answered "No" to the Mitigating Systems questions under Section A, “Mitigating 
Systems, Structures, and Components and Functionality.” The inspectors did not identify a cross cutting aspect 
associated with this finding, because it was confirmed not to be reflective of current performance due to the age of the 
performance deficiency.
Inspection Report# : 2015004 (pdf)

Significance:  Aug 28, 2015
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure that Circuits Associated with Pressurizer PORVs and Block Valves Were Free of Fire 
Damage (Section 1R05.6.b)
Green. The inspectors identified a finding of very low safety significance, and an associated NCV of the Braidwood 
Station facility operating license condition 2.E associated with the Fire Protection Program for the licensee’s failure to 
ensure that the safe shutdown capability was independent of the fire area and thus free of fire damage. Specifically, in 
the event of a fire in the control room, cable spreading rooms, or electrical cable penetration areas the circuits 
associated with the Pressurizer Power Operated Relief Valve (PORV) block valves, which are relied upon to safely 
shutdown the plant, could be affected and may not be available due to fire-induced failures. The licensee entered this 
issue into their Corrective Action Program, established fire watches, and intended to perform plant modifications to 
correct the issue. 
The inspectors determined that the issue was more than minor because fire-induced circuit failures could impair the 
operation of the PORV block valves and complicate shutdown of the plant in the event of a fire in the control room, 
cable spreading rooms, or electrical cable penetration areas. The finding affected the Mitigating Systems Cornerstone. 
The finding was determined to be of very low safety significance based on a detailed risk-evaluation by a Region III 
Senior Reactor Analyst. This finding was not associated with a cross-cutting aspect because the finding was not 
representative of the licensee’s current performance. (Section 1R05.6.b) 

Inspection Report# : 2015007 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
MECHANIC JOINT LEAKAGE ACCEPTED FOR CONTINUED SERVICE WITHOUT CODE 
CORRECTIVE ACTIONS
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures and Drawings,” for the licensee’s failure to follow a procedure for 
completing an American Society of Mechanical Engineers (ASME) Section XI Code pressure test. 
Specifically, the licensee failed to implement the required corrective actions or evaluations for evidence of leakage 
(boric acid deposits) identified on a containment spray (CS) system valve bolted connection prior to returning this 
component to service. The licensee entered this issue into their CAP and initiated actions to clarify procedures to 
ensure the ASME Code Section XI, Paragraph IWB-3522, requirements were implemented, and components with 
Code relevant conditions were corrected or evaluated prior to returning them to service. The performance deficiency 
was determined to be more than minor in accordance with IMC 0612, because if left uncorrected, the performance 
deficiency would have the potential to lead to a more significant safety concern. Specifically, the failure to adhere to 
procedure ER AA-330-001 was based upon the licensee’s decision to return a component exhibiting evidence of boric 
acid leakage to service without Code corrective measures or evaluation. Additionally, this type of error could result in 
inservice failure of equipment. Therefore, this finding affected the Mitigating Systems Cornerstone attribute of 
Equipment Performance and adversely affected the Cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). The 
finding screened as having very low safety significance (Green), because the licensee’s failure to adhere to procedure 
ER AA-330-001 and remove valve 1CS011B from service with a Code relevant condition did not result in operation 
of the plant with an inoperable system or component. Therefore, the inspectors answered “Yes” to Question A.1 of 
Exhibit 2, “Mitigating Systems Screening Questions,” identified in Appendix A of IMC 0609, and the finding 
screened as having very low safety significance. The inspectors identified a cross-cutting aspect associated with this 
finding in the area of Human Performance, Conservative Bias because the licensee staff did not use a decision-making 
practice that emphasized prudent choices over those that were simply allowable. Specifically, the failure to remove 
valve 1CS011B from service with a relevant condition was based upon the licensee’s decision that this was an 
allowable option because the ASME Code Section XI paragraph was not clear. 
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Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
CONTROL ROOM CHILLER INOPERABILITY DUE TO HIGH OIL CONTENT IN THE REFRIGERANT
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was self-revealed on April 28, 2015, when licensee personnel failed to 
establish adequate procedural controls related to how much oil could be added or removed from the control room 
chillers without affecting its functionality. Specifically, the 0A control room ventilation (VC) chiller was declared 
inoperable due to high oil content in the refrigerant, which caused reduced cooling efficiency to the point of non-
functionality. The licensee entered this issue in their CAP, restored the 0A VC chiller to operable status on May 1, 
2015, and performed an evaluation to establish the acceptable level of oil migration to retain functionality of the VC 
chiller. The performance deficiency was determined to be more than minor in accordance with IMC 0612, because, it 
was associated with the Mitigating Systems Cornerstone attribute of Equipment Performance and adversely affected 
the cornerstone objective of ensuring the availability, reliability, and capability of mitigating systems to respond to 
initiating events to prevent undesirable consequences (i.e. core damage). The finding screened as having very low 
safety significance (Green), because it did not result in the loss of safety function, and did not result in an actual loss 
of function of at least a single train for greater than its technical specification allowed outage time. The inspectors 
determined that the associated finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because the licensee staff did not implement effective corrective actions to address issues in a timely 
manner commensurate with their safety significance. Specifically, following three documented issues with VC chiller 
performance, Engineering determined that the issues were related to high oil content in the chiller refrigerant. Based 
on this information, corrective actions related to optimizing refrigerant/oil levels in the chiller were recommended to 
the Plant Health Committee, which were approved for immediate implementation. However, the actions were not 
appropriately incorporated into the work control process or the CAP, which led to them not being implemented in a 
timely manner.
Inspection Report# : 2015002 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ENSURE THAT TEMPORARY STRUCTURES DID NOT ADVERSELY IMPACT SAFETY 
DURING POSTULATED PROBABLE MAXIMUM PRECIPITATION EVENT
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion III, “Design Control”, when licensee personnel failed to establish adequate measures to ensure 
that temporary equipment and structures stored at the station did not create an unanalyzed condition during a probable 
maximum precipitation (PMP) event. Specifically, the licensee’s processes did not prevent the placement and storage 
of temporary equipment in a manner that could result in a condition not bounded by the station’s plant design that 
prevents rainwater from impacting safety-related equipment. This issue was entered into the licensee’s Corrective 
Action Program (CAP) as Issue Report (IR) 2473324. 
The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Design Control attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, the 
failure to ensure that credited rainwater runoff flow paths were not impeded by the storage of temporary structures 
resulted in the licensee not ensuring the availability, reliability, and capability of systems that would be needed to 
respond to an initiating event. This assessment was based upon the inspector’s review of current flood barrier margins, 
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assumed turbine building below-grade flooding levels, the number of safety-related or risk-significant systems that 
could be adversely affected, and the absence of an abnormal operating procedure or any other similar procedure that 
could create additional margin. The inspectors determined that because the finding did not involve a confirmed loss or 
degradation of equipment or function specifically designed to mitigate a PMP external flooding event, the issue was of 
very low safety significance. The inspectors determined that the finding did not have a cross-cutting aspect because 
the performance deficiency was not indicative of current performance.
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ADEQUATELY EVALUATE OPERABILITY OF A DEGRADED CONTROL ROOM 
CHILLER
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” when licensee personnel failed to adhere to the 
operability determination process after identifying a degraded condition on the 0B control room chiller. This issue was 
entered into the licensee’s CAP as IR 2435363. 
The inspectors determined that the performance deficiency was more than minor in accordance with IMC 0612, 
Appendix B, “Issue Screening,” because it was associated with the Equipment Performance attribute of the Mitigating 
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the licensee did not provide an adequate basis to support 0B control room chiller availability, reliability, 
and capability to respond to an initiating event. The inspectors determined that the finding was of very low safety 
significance because all questions related to structures, systems, and components (SSCs) and functionality in the 
associated significance determination process (SDP) were answered "No." The finding had a cross-cutting aspect in 
the Design Margins component of the Human Performance cross-cutting area because the licensee failed to adequately 
evaluate whether the degraded oil return line in the 0B control room chiller had sufficient margin to assure operability 
(H.6).
Inspection Report# : 2015001 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ACTIVATE THE EMERGENCY RESPONSE ORGANIZATION DURING AN ACTUAL 
EVENT
A self-revealed finding of very low safety significance and an associated NCV of 10 CFR 50.54(q)(2) and 10 CFR 
50.47(b)(2) was identified on July 23, 2014, when after a Notice of Unusual Event was declared and the Shift 
Manager activated the Emergency Response Organization (ERO), several of the ERO members failed to respond as 
required. This issue was entered into the licensee's CAP as IR 2469494. 
The inspectors determined that the performance deficiency was more than minor because it was associated with the 
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Emergency Response Organization Readiness attribute of the Emergency Preparedness cornerstone and adversely 
affected the cornerstone objective of ensuring that the licensee was capable of implementing adequate measures to 
protect the health and safety of the public in the event of a radiological emergency. Since the finding involved a 
failure to comply with emergency preparedness requirements, the inspectors reviewed IMC 0609, Appendix B, 
Attachment 2, and determined that the finding was of very low safety significance because it involved a degraded 
planning standard function. The finding had a cross-cutting aspect in the Change Management component of the 
Human Performance cross-cutting area because the licensee did not appropriately evaluate and implement changes 
when the new ERO Augmentation System was implemented (H.3).
Inspection Report# : 2015001 (pdf)

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : March 01, 2016
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Braidwood 1
1Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW FIRE PREVENTION FOR HOT WORK PROCEDURE
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to follow the requirements of the Fire Prevention for Hot Work procedure on two 
separate occasions. Specifically, (Issue 1) on February 2, 2016, a very small fire occurred during a planned hot work 
activity that involved pipe grinding on a small waste gas decay tank pressure line because the licensee failed to 
recognize the potential for hydrogen within the line. Additionally, (Issue 2) on February 25, 2016, the inspectors 
identified that a hot work permit was inadequate prior to the licensee performing a piping weld repair activity 
associated with the Unit 2 main generator stator cooling water system because the permit referenced the wrong work 
location and did not require appropriate controls. These issues were entered into the licensee’s Corrective Action 
Program (CAP) as Issue Reports (IRs) 2620772 and 2632182. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown and power operations. Specifically, for Issue 1, 
the performance deficiency resulted in the occurrence of a small hydrogen fire in the auxiliary building. For Issue 2, 
the performance deficiency increased the likelihood of a fire occurring during an emergent weld repair in the turbine 
building. The inspectors determined that this finding was of very low safety significance (Green) because the fire 
(Issue 1) and increased likelihood of a fire occurring (Issue 2) was limited to equipment which was not important to 
safety. The inspectors determined that the finding had a Work Management cross cutting aspect in the Human 
Performance area. Specifically, a significant contributor to the performance deficiency was related to the organization 
not implementing a process for planning, controlling, and executing work activities such that nuclear safety is the 
overriding priority. 

Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH ADEQUATE FEEDWATER PUMP OPERATIONAL GUIDANCE DURING 
PLANT SHUTDOWN
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self-revealed on October 5, 2015, due to the licensee’s failure to establish and maintain adequate guidance for 
operating the Unit 1 and Unit 2 motor driven main feedwater pump (MDFWP) during plant shutdown conditions. 
Specifically, on October 4, 2015, during a Unit 2 plant shutdown, the Unit 2 MDFWP was placed in service at low 
forward feedwater flow conditions and was manually tripped when the pump’s main journal bearing temperature 
exceeded the procedural limit. Subsequent review, determined that the procedural limit was too low as previously 
recognized by historic station specific operating experience. This issue was entered into the licensee’s corrective 
action program (CAP) as Issue Report (IR) 2565486. The inspectors determined that the performance deficiency was 
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more than minor because the issue was associated with the Procedural Quality attribute of the Initiating Event 
cornerstone and adversely affected the cornerstone objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during shutdown as well as power operations. Specifically, the performance 
deficiency contributed to a loss of main feedwater event that upset plant stability and challenged the critical safety 
function of removing decay heat via the steam generators in Mode 3. For Unit 1, the increased potential for a loss of 
main feedwater event existed under similar conditions. The inspectors determined that the finding was of very low 
safety significance based upon a detailed risk evaluation. The inspectors concluded that this finding did not have a 
cross cutting aspect because the performance deficiency was greater than 3 years old and, therefore, not indicative of 
recent performance. 

Inspection Report# : 2015004 (pdf)

Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO UPDATE THE UFSAR - THIMBLE TUBE INSPECTION PROGRAM
The inspectors identified a Severity Level IV NCV of Title 10 of the Code of Federal Regulations (10 CFR) 50.71(e), 
“Periodic Update of the Updated Final Safety Analysis Report (UFSAR),” and an associated Green finding for the 
licensee’s failure to update the UFSAR with a description of the Thimble Tube Inspection Program to reflect 
information submitted to the NRC in response to NRC Bulletin 88-09. Specifically, the licensee did not update 
Section 5.2.4, “Inservice Inspection and Testing of Reactor Coolant Pressure Boundary,” of the UFSAR to include the 
Incore Thimble Tube Inspection Program, which provided the basis for leakage integrity for this portion of the reactor 
coolant pressure boundary. The licensee entered this issue into their Corrective Action Program (CAP) and identified 
a recommended action to incorporate the Incore Thimble Tube Inspection Program into the UFSAR. The performance 
deficiency was determined to be more than minor in accordance with IMC 0612, "Power Reactor Inspection Reports," 
Appendix B, "Issue Screening," dated September 7, 2012, because, if left uncorrected, the performance deficiency 
would have the potential to lead to a more significant safety concern. Specifically, the failure to update the UFSAR 
with the Thimble Tube Inspection Program could result in reductions or elimination of the program without seeking 
prior NRC approval and insufficient thimble tube inspections could also result in the failure to detect thimble tube 
wear prior to an un-isolable leak in the reactor coolant pressure boundary. Additionally, the failure to update the 
UFSAR was more than minor because it was associated with the Initiating Events Cornerstone attribute of Equipment 
Performance and adversely affected the Cornerstone objective of limiting the likelihood of events that upset plant 
stability and challenge critical safety functions. The finding screened as having very low safety significance (Green), 
because the licensee’s failure to update the UFSAR with a description of the Thimble Tube Inspection Program had 
not resulted in degradation of a thimble tube such that the reactor coolant system leak rate for a small break loss of 
coolant accident was exceeded and did not affect systems used to mitigate a loss of coolant accident. Therefore, the 
inspectors answered “No” to Questions A.1 and A.2, of Exhibit 1, “Initiating Events Screening Questions,” identified 
in Appendix A of IMC 0609 and the finding screened as having very low safety significance. Violations of 10 CFR 
50.71(e) are dispositioned using the traditional enforcement process, because they are considered to be violations that 
potentially impede or impact the regulatory process. In accordance with Sections 6.1.c.7 and 6.1.d.3 of the NRC 
Enforcement Policy, this violation was categorized as Severity Level IV because the licensee’s failure to update the 
UFSAR as required by 10 CFR 50.71(e) had not yet resulted in an unacceptable change to the facility (e.g. thimble 
tube structural integrity was maintained) or procedures and the associated finding was of very low risk significance. 
The finding was the result of an error made in excess of 10 years ago, and thus was not indicative of current licensee 
performance. Therefore, no cross-cutting aspect was identified.
Inspection Report# : 2015002 (pdf)
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Mitigating Systems

Significance:  Mar 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO CORRECT A CONDITION ADVERSE TO QUALITY LEADS TO LOSS OF ONE TRAIN OF 
SHUTDOWN COOLING IN MODE 6
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion XVI, 
“Corrective Actions,” was self revealed when the licensee failed to ensure that a condition adverse to quality was 
promptly identified and corrected. Specifically, on October 8, 2015, valve 2RH606 failed to open and caused a loss of 
one train of shutdown cooling in Mode 6 and an unplanned orange risk condition. The reason for the failure was 
improper use of a lower strength carbon steel valve key instead of the specified high strength hardened steel valve 
key, which had been the subject of a vendor Part 21, “Reports of Defects and Non Compliance,” Report. This issue 
was entered into the licensee’s CAP as IR 2567811. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to correct a 
condition adverse to quality in the form of the improper use of a lower strength carbon steel key instead of the 
specified high strength hardened steel key in a safety-related valve ultimately led to a loss of one train of shutdown 
cooling in Mode 6. The inspectors determined that the finding was of very low safety significance based upon a 
detailed risk evaluation. The inspectors did not identify a cross cutting aspect associated with this finding because the 
performance deficiency was greater than three years old and therefore was not indicative of current performance. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: FIN Finding
FAILURE TO ENSURE UNIT 2 STARTUP FEEDWATER PUMP AVAILABILITY
. The inspectors identified a finding of very low safety significance when licensee personnel failed to ensure that the 
Unit 2 startup feedwater pump (SUFWP) was available during an 18 month operating cycle. Specifically, the licensee 
had failed to ensure that the pump oil pressure regulator was properly adjusted, and had failed to perform a post-
maintenance test following on-line work in a manner to ensure that no new deficiency was introduced. The license 
entered this issue into their CAP as IR 2565442. Corrective actions consisted of updating the station SUFWP model 
work orders (WOs) to ensure that interlock continuity checks were performed as a part of the post-maintenance testing 
when necessary, and to include procedural steps to verify lube oil pressure when starting a SUFWP. The inspectors 
determined that the performance deficiency was more than minor because the issue was associated with the 
Procedural Quality attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the Unit 2 SUFWP is a backup method of decay heat removal following a reactor trip, and 
is utilized in plant startup and shutdown procedures. A detail risk evaluation was performed and the performance 
deficiency was determined to be of very low safety significance based upon an evaluation bounding the risk to a Delta 
Core Damage Frequency (?CDF) of 2.9E–7/year. No cross cutting aspect was identified because the cause of the 
failure were probable causes and not confirmed to be the actual cause 

Inspection Report# : 2016001 (pdf)
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Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify the Tripping Characteristic of Molded Case Circuit Breakers (MCCBs) Used as Isolation 
Devices for the 120 Vac Instrument Power System. (Section 1R21.3b (1)) 
The inspectors identified a finding of very low safety significance and an associated NCV of Title 10 of the Code of 
Federal Regulations, Part 50, Appendix B, Criterion XI, “Test Control,” for the licensee’s failure to test the 120 Vac 
molded case circuit breakers (MCCBs) used as isolation devices on the instrument power system. Specifically, 
although the licensee had committed to test circuit breakers used as isolation devices in response to Final Safety 
Analysis Report Question 40.73 in 1982, there was no evidence that these MCCBs had ever been tested. The licensee 
subsequently entered the issue into its Corrective Action Program. 

The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of the safety-related 
instrument power system. Specifically, the licensee did not assure, by periodically verifying the time-current 
characteristic of the MCCBs, that the isolation devices would perform their safety function to isolate the nonsafety 
related instrument bus from the safety-related instrument power bus before the safety bus could be affected by a fault 
on the nonsafety related load. The inspectors determined that the finding was of very-low safety significance (Green) 
because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. The inspectors determined that there was no cross-cutting aspect 
associated with this finding because the finding was not indicative of the licensee’s current performance. (Section 
1R21.3.b(1)) 

Inspection Report# : 2016008 (pdf)

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Air Intake for Diesel Driven Auxiliary Feedwater Pump was Adequately Protected from a 
High Energy Line Break. (Section 1R21.3b (2))
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Title 10 of the 
Code of Federal Regulations, Part 50, Appendix B, Criterion III, “Design Control,” for the failure to verify the 
adequacy of the diesel driven Auxiliary Feedwater (AFW) pump design. Specifically, the licensee failed to verify the 
diesel driven AFW pump could perform its safe shutdown function following a high energy line break (HELB) in the 
Turbine Building. Since the diesel’s air intake was located in the Turbine Building, it would be impacted by a HELB. 
The licensee entered this issue into its Corrective Action Program and took immediate corrective actions by declaring 
the diesel driven AFW pump inoperable and then implementing a temporary plant modification to relocate the diesel 
air intake to the Auxiliary Building where it is not susceptible to a HELB to restore operability of the pump. The 
licensee’s planned corrective actions are to complete a permanent plant modification to relocate the air intake to a 
location that is not susceptible to a HELB. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems cornerstone attribute of design control and adversely affected the associated cornerstone objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the failure to verify that the diesel driven AFW pump could perform its safety function 
following a HELB event in the Turbine Building did not ensure its availability, reliability, and capability to respond to 
the initiating event. Since the finding did represent an actual loss of function of at least a single Train for greater than 
its Technical Specification Allowed Outage Time, a Detailed Risk Evaluation was performed which concluded that 
the estimated change in core damage frequency was approximately 3.4E-7/yr., which represents a finding of very-low 
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safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding because 
the finding was not indicative of the licensee’s current performance. (Section 1R21.3.b(2)) 

Inspection Report# : 2016008 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH A WRITTEN PROCEDURE FOR A LOSS OF FEEDWATER EVENT IN 
MODE 3
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self revealed on October 5, 2015, due to the licensee’s failure to establish a written procedure for combating 
emergencies and other significant events, as required by Regulatory Guide 1.33, “Quality Assurance Program 
Requirements.” Specifically, upon a loss of feedwater in Mode 3 (Hot Standby), which is an expected design and 
licensing basis event, the licensee did not have a written procedure as established by the Regulatory Guide. This issue 
was entered into the licensee’s CAP as IRs 2566239 and 2565513. The inspectors determined the finding to be more 
than minor in accordance with IMC 0612, "Power Reactor Inspection Reports," Appendix B, "Issue Screening," dated 
September 7, 2012, because, it was associated with the Mitigating Systems cornerstone Procedural Quality attribute, 
and adversely impacted the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the absence of a procedure(s) complicated the 
operator response to the loss of feedwater event in Mode 3. The inspectors determined the finding to be of very low 
safety significance in accordance with IMC 0609, Appendix A, “The SDP for Findings at Power,” dated September 7, 
2012, Exhibit 2, since the inspectors answered "No" to the Mitigating Systems questions under Section A, “Mitigating 
Systems, Structures, and Components and Functionality.” The inspectors did not identify a cross cutting aspect 
associated with this finding, because it was confirmed not to be reflective of current performance due to the age of the 
performance deficiency.
Inspection Report# : 2015004 (pdf)

Significance:  Aug 28, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure that Circuits Associated with Pressurizer PORVs and Block Valves Were Free of Fire 
Damage (Section 1R05.6.b)
Green. The inspectors identified a finding of very low safety significance, and an associated NCV of the Braidwood 
Station facility operating license condition 2.E associated with the Fire Protection Program for the licensee’s failure to 
ensure that the safe shutdown capability was independent of the fire area and thus free of fire damage. Specifically, in 
the event of a fire in the control room, cable spreading rooms, or electrical cable penetration areas the circuits 
associated with the Pressurizer Power Operated Relief Valve (PORV) block valves, which are relied upon to safely 
shutdown the plant, could be affected and may not be available due to fire-induced failures. The licensee entered this 
issue into their Corrective Action Program, established fire watches, and intended to perform plant modifications to 
correct the issue. 
The inspectors determined that the issue was more than minor because fire-induced circuit failures could impair the 
operation of the PORV block valves and complicate shutdown of the plant in the event of a fire in the control room, 
cable spreading rooms, or electrical cable penetration areas. The finding affected the Mitigating Systems Cornerstone. 
The finding was determined to be of very low safety significance based on a detailed risk-evaluation by a Region III 
Senior Reactor Analyst. This finding was not associated with a cross-cutting aspect because the finding was not 
representative of the licensee’s current performance. (Section 1R05.6.b) 

Inspection Report# : 2015007 (pdf)
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Significance:  Jun 30, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
MECHANIC JOINT LEAKAGE ACCEPTED FOR CONTINUED SERVICE WITHOUT CODE 
CORRECTIVE ACTIONS
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures and Drawings,” for the licensee’s failure to follow a procedure for 
completing an American Society of Mechanical Engineers (ASME) Section XI Code pressure test. 
Specifically, the licensee failed to implement the required corrective actions or evaluations for evidence of leakage 
(boric acid deposits) identified on a containment spray (CS) system valve bolted connection prior to returning this 
component to service. The licensee entered this issue into their CAP and initiated actions to clarify procedures to 
ensure the ASME Code Section XI, Paragraph IWB-3522, requirements were implemented, and components with 
Code relevant conditions were corrected or evaluated prior to returning them to service. The performance deficiency 
was determined to be more than minor in accordance with IMC 0612, because if left uncorrected, the performance 
deficiency would have the potential to lead to a more significant safety concern. Specifically, the failure to adhere to 
procedure ER AA-330-001 was based upon the licensee’s decision to return a component exhibiting evidence of boric 
acid leakage to service without Code corrective measures or evaluation. Additionally, this type of error could result in 
inservice failure of equipment. Therefore, this finding affected the Mitigating Systems Cornerstone attribute of 
Equipment Performance and adversely affected the Cornerstone objective of ensuring the availability, reliability and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). The 
finding screened as having very low safety significance (Green), because the licensee’s failure to adhere to procedure 
ER AA-330-001 and remove valve 1CS011B from service with a Code relevant condition did not result in operation 
of the plant with an inoperable system or component. Therefore, the inspectors answered “Yes” to Question A.1 of 
Exhibit 2, “Mitigating Systems Screening Questions,” identified in Appendix A of IMC 0609, and the finding 
screened as having very low safety significance. The inspectors identified a cross-cutting aspect associated with this 
finding in the area of Human Performance, Conservative Bias because the licensee staff did not use a decision-making 
practice that emphasized prudent choices over those that were simply allowable. Specifically, the failure to remove 
valve 1CS011B from service with a relevant condition was based upon the licensee’s decision that this was an 
allowable option because the ASME Code Section XI paragraph was not clear. 

Inspection Report# : 2015002 (pdf)

Significance:  Jun 30, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
CONTROL ROOM CHILLER INOPERABILITY DUE TO HIGH OIL CONTENT IN THE REFRIGERANT
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
“Instructions, Procedures, and Drawings,” was self-revealed on April 28, 2015, when licensee personnel failed to 
establish adequate procedural controls related to how much oil could be added or removed from the control room 
chillers without affecting its functionality. Specifically, the 0A control room ventilation (VC) chiller was declared 
inoperable due to high oil content in the refrigerant, which caused reduced cooling efficiency to the point of non-
functionality. The licensee entered this issue in their CAP, restored the 0A VC chiller to operable status on May 1, 
2015, and performed an evaluation to establish the acceptable level of oil migration to retain functionality of the VC 
chiller. The performance deficiency was determined to be more than minor in accordance with IMC 0612, because, it 
was associated with the Mitigating Systems Cornerstone attribute of Equipment Performance and adversely affected 
the cornerstone objective of ensuring the availability, reliability, and capability of mitigating systems to respond to 
initiating events to prevent undesirable consequences (i.e. core damage). The finding screened as having very low 
safety significance (Green), because it did not result in the loss of safety function, and did not result in an actual loss 
of function of at least a single train for greater than its technical specification allowed outage time. The inspectors 
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determined that the associated finding had a cross-cutting aspect in the area of Problem Identification and Resolution, 
Resolution, because the licensee staff did not implement effective corrective actions to address issues in a timely 
manner commensurate with their safety significance. Specifically, following three documented issues with VC chiller 
performance, Engineering determined that the issues were related to high oil content in the chiller refrigerant. Based 
on this information, corrective actions related to optimizing refrigerant/oil levels in the chiller were recommended to 
the Plant Health Committee, which were approved for immediate implementation. However, the actions were not 
appropriately incorporated into the work control process or the CAP, which led to them not being implemented in a 
timely manner.
Inspection Report# : 2015002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : July 11, 2016
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Braidwood 1
2Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW FIRE PREVENTION FOR HOT WORK PROCEDURE
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to follow the requirements of the Fire Prevention for Hot Work procedure on two 
separate occasions. Specifically, (Issue 1) on February 2, 2016, a very small fire occurred during a planned hot work 
activity that involved pipe grinding on a small waste gas decay tank pressure line because the licensee failed to 
recognize the potential for hydrogen within the line. Additionally, (Issue 2) on February 25, 2016, the inspectors 
identified that a hot work permit was inadequate prior to the licensee performing a piping weld repair activity 
associated with the Unit 2 main generator stator cooling water system because the permit referenced the wrong work 
location and did not require appropriate controls. These issues were entered into the licensee’s Corrective Action 
Program (CAP) as Issue Reports (IRs) 2620772 and 2632182. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown and power operations. Specifically, for Issue 1, 
the performance deficiency resulted in the occurrence of a small hydrogen fire in the auxiliary building. For Issue 2, 
the performance deficiency increased the likelihood of a fire occurring during an emergent weld repair in the turbine 
building. The inspectors determined that this finding was of very low safety significance (Green) because the fire 
(Issue 1) and increased likelihood of a fire occurring (Issue 2) was limited to equipment which was not important to 
safety. The inspectors determined that the finding had a Work Management cross cutting aspect in the Human 
Performance area. Specifically, a significant contributor to the performance deficiency was related to the organization 
not implementing a process for planning, controlling, and executing work activities such that nuclear safety is the 
overriding priority. 

Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH ADEQUATE FEEDWATER PUMP OPERATIONAL GUIDANCE DURING 
PLANT SHUTDOWN
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self-revealed on October 5, 2015, due to the licensee’s failure to establish and maintain adequate guidance for 
operating the Unit 1 and Unit 2 motor driven main feedwater pump (MDFWP) during plant shutdown conditions. 
Specifically, on October 4, 2015, during a Unit 2 plant shutdown, the Unit 2 MDFWP was placed in service at low 
forward feedwater flow conditions and was manually tripped when the pump’s main journal bearing temperature 
exceeded the procedural limit. Subsequent review, determined that the procedural limit was too low as previously 
recognized by historic station specific operating experience. This issue was entered into the licensee’s corrective 
action program (CAP) as Issue Report (IR) 2565486. The inspectors determined that the performance deficiency was 
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more than minor because the issue was associated with the Procedural Quality attribute of the Initiating Event 
cornerstone and adversely affected the cornerstone objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during shutdown as well as power operations. Specifically, the performance 
deficiency contributed to a loss of main feedwater event that upset plant stability and challenged the critical safety 
function of removing decay heat via the steam generators in Mode 3. For Unit 1, the increased potential for a loss of 
main feedwater event existed under similar conditions. The inspectors determined that the finding was of very low 
safety significance based upon a detailed risk evaluation. The inspectors concluded that this finding did not have a 
cross cutting aspect because the performance deficiency was greater than 3 years old and, therefore, not indicative of 
recent performance. 

Inspection Report# : 2015004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Multiple Failure to Follow Procedures Leads to Inadequate Monitoring of Gas Susceptible Locations
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow Revision 3 of procedure 
ER–AA–2009, “Managing Gas Accumulation.” Specifically, 36 gas-susceptible safety-related piping locations were 
not being monitored in accordance with the procedure. The planned corrective actions included an action to revise the 
Surveillance Frequency Control Program surveillance frequencies of accessible locations from 18 months to 6 months 
to align with procedural requirements, and an action to address the monitoring of locations inside the missile barrier 
(non-accessible locations at power). This issue was entered into the licensee’s Corrective Action Program (CAP) as 
Issue Reports (IRs) 2644532 and 2660824. The inspectors determined the performance deficiency was more than 
minor because it was associated with the Mitigating Systems cornerstone attribute of Equipment Performance and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the failure to adequately monitor for 
gas accumulation in piping did not ensure the availability and reliability of systems required to perform accident 
mitigating functions because a potential adverse void would not be detected and assessed for operability impact. The 
inspectors determined that this finding was of very low safety significance because it did not result in the loss of 
operability or functionality of mitigating systems. Specifically, an engineering evaluation reasonably determined that 
the non-conforming condition did not result in a loss of operability. The inspectors determined that this finding had a 
cross-cutting aspect in the area of Human Performance because the licensee did not recognize and plan for the 
possibility of mistakes, latent issues, and inherent risks, even while expecting successful outcomes. Specifically, the 
licensee had multiple recent opportunities to discover the non-compliance, but failed to do so because the licensee 
assumed that the surveillance frequencies were established correctly. 

Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO CORRECT A CONDITION ADVERSE TO QUALITY LEADS TO LOSS OF ONE TRAIN OF 
SHUTDOWN COOLING IN MODE 6
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A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion XVI, 
“Corrective Actions,” was self revealed when the licensee failed to ensure that a condition adverse to quality was 
promptly identified and corrected. Specifically, on October 8, 2015, valve 2RH606 failed to open and caused a loss of 
one train of shutdown cooling in Mode 6 and an unplanned orange risk condition. The reason for the failure was 
improper use of a lower strength carbon steel valve key instead of the specified high strength hardened steel valve 
key, which had been the subject of a vendor Part 21, “Reports of Defects and Non Compliance,” Report. This issue 
was entered into the licensee’s CAP as IR 2567811. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to correct a 
condition adverse to quality in the form of the improper use of a lower strength carbon steel key instead of the 
specified high strength hardened steel key in a safety-related valve ultimately led to a loss of one train of shutdown 
cooling in Mode 6. The inspectors determined that the finding was of very low safety significance based upon a 
detailed risk evaluation. The inspectors did not identify a cross cutting aspect associated with this finding because the 
performance deficiency was greater than three years old and therefore was not indicative of current performance. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: FIN Finding
FAILURE TO ENSURE UNIT 2 STARTUP FEEDWATER PUMP AVAILABILITY
. The inspectors identified a finding of very low safety significance when licensee personnel failed to ensure that the 
Unit 2 startup feedwater pump (SUFWP) was available during an 18 month operating cycle. Specifically, the licensee 
had failed to ensure that the pump oil pressure regulator was properly adjusted, and had failed to perform a post-
maintenance test following on-line work in a manner to ensure that no new deficiency was introduced. The license 
entered this issue into their CAP as IR 2565442. Corrective actions consisted of updating the station SUFWP model 
work orders (WOs) to ensure that interlock continuity checks were performed as a part of the post-maintenance testing 
when necessary, and to include procedural steps to verify lube oil pressure when starting a SUFWP. The inspectors 
determined that the performance deficiency was more than minor because the issue was associated with the 
Procedural Quality attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the Unit 2 SUFWP is a backup method of decay heat removal following a reactor trip, and 
is utilized in plant startup and shutdown procedures. A detail risk evaluation was performed and the performance 
deficiency was determined to be of very low safety significance based upon an evaluation bounding the risk to a Delta 
Core Damage Frequency (?CDF) of 2.9E–7/year. No cross cutting aspect was identified because the cause of the 
failure were probable causes and not confirmed to be the actual cause 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify the Tripping Characteristic of Molded Case Circuit Breakers (MCCBs) Used as Isolation 
Devices for the 120 Vac Instrument Power System. (Section 1R21.3b (1)) 
The inspectors identified a finding of very low safety significance and an associated NCV of Title 10 of the Code of 
Federal Regulations, Part 50, Appendix B, Criterion XI, “Test Control,” for the licensee’s failure to test the 120 Vac 
molded case circuit breakers (MCCBs) used as isolation devices on the instrument power system. Specifically, 
although the licensee had committed to test circuit breakers used as isolation devices in response to Final Safety 
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Analysis Report Question 40.73 in 1982, there was no evidence that these MCCBs had ever been tested. The licensee 
subsequently entered the issue into its Corrective Action Program. 

The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of the safety-related 
instrument power system. Specifically, the licensee did not assure, by periodically verifying the time-current 
characteristic of the MCCBs, that the isolation devices would perform their safety function to isolate the nonsafety 
related instrument bus from the safety-related instrument power bus before the safety bus could be affected by a fault 
on the nonsafety related load. The inspectors determined that the finding was of very-low safety significance (Green) 
because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. The inspectors determined that there was no cross-cutting aspect 
associated with this finding because the finding was not indicative of the licensee’s current performance. (Section 
1R21.3.b(1)) 

Inspection Report# : 2016008 (pdf)

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Air Intake for Diesel Driven Auxiliary Feedwater Pump was Adequately Protected from a 
High Energy Line Break. (Section 1R21.3b (2))
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Title 10 of the 
Code of Federal Regulations, Part 50, Appendix B, Criterion III, “Design Control,” for the failure to verify the 
adequacy of the diesel driven Auxiliary Feedwater (AFW) pump design. Specifically, the licensee failed to verify the 
diesel driven AFW pump could perform its safe shutdown function following a high energy line break (HELB) in the 
Turbine Building. Since the diesel’s air intake was located in the Turbine Building, it would be impacted by a HELB. 
The licensee entered this issue into its Corrective Action Program and took immediate corrective actions by declaring 
the diesel driven AFW pump inoperable and then implementing a temporary plant modification to relocate the diesel 
air intake to the Auxiliary Building where it is not susceptible to a HELB to restore operability of the pump. The 
licensee’s planned corrective actions are to complete a permanent plant modification to relocate the air intake to a 
location that is not susceptible to a HELB. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems cornerstone attribute of design control and adversely affected the associated cornerstone objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the failure to verify that the diesel driven AFW pump could perform its safety function 
following a HELB event in the Turbine Building did not ensure its availability, reliability, and capability to respond to 
the initiating event. Since the finding did represent an actual loss of function of at least a single Train for greater than 
its Technical Specification Allowed Outage Time, a Detailed Risk Evaluation was performed which concluded that 
the estimated change in core damage frequency was approximately 3.4E-7/yr., which represents a finding of very-low 
safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding because 
the finding was not indicative of the licensee’s current performance. (Section 1R21.3.b(2)) 

Inspection Report# : 2016008 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH A WRITTEN PROCEDURE FOR A LOSS OF FEEDWATER EVENT IN 
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MODE 3
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self revealed on October 5, 2015, due to the licensee’s failure to establish a written procedure for combating 
emergencies and other significant events, as required by Regulatory Guide 1.33, “Quality Assurance Program 
Requirements.” Specifically, upon a loss of feedwater in Mode 3 (Hot Standby), which is an expected design and 
licensing basis event, the licensee did not have a written procedure as established by the Regulatory Guide. This issue 
was entered into the licensee’s CAP as IRs 2566239 and 2565513. The inspectors determined the finding to be more 
than minor in accordance with IMC 0612, "Power Reactor Inspection Reports," Appendix B, "Issue Screening," dated 
September 7, 2012, because, it was associated with the Mitigating Systems cornerstone Procedural Quality attribute, 
and adversely impacted the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the absence of a procedure(s) complicated the 
operator response to the loss of feedwater event in Mode 3. The inspectors determined the finding to be of very low 
safety significance in accordance with IMC 0609, Appendix A, “The SDP for Findings at Power,” dated September 7, 
2012, Exhibit 2, since the inspectors answered "No" to the Mitigating Systems questions under Section A, “Mitigating 
Systems, Structures, and Components and Functionality.” The inspectors did not identify a cross cutting aspect 
associated with this finding, because it was confirmed not to be reflective of current performance due to the age of the 
performance deficiency.
Inspection Report# : 2015004 (pdf)

Significance:  Aug 28, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Ensure that Circuits Associated with Pressurizer PORVs and Block Valves Were Free of Fire 
Damage (Section 1R05.6.b)
Green. The inspectors identified a finding of very low safety significance, and an associated NCV of the Braidwood 
Station facility operating license condition 2.E associated with the Fire Protection Program for the licensee’s failure to 
ensure that the safe shutdown capability was independent of the fire area and thus free of fire damage. Specifically, in 
the event of a fire in the control room, cable spreading rooms, or electrical cable penetration areas the circuits 
associated with the Pressurizer Power Operated Relief Valve (PORV) block valves, which are relied upon to safely 
shutdown the plant, could be affected and may not be available due to fire-induced failures. The licensee entered this 
issue into their Corrective Action Program, established fire watches, and intended to perform plant modifications to 
correct the issue. 
The inspectors determined that the issue was more than minor because fire-induced circuit failures could impair the 
operation of the PORV block valves and complicate shutdown of the plant in the event of a fire in the control room, 
cable spreading rooms, or electrical cable penetration areas. The finding affected the Mitigating Systems Cornerstone. 
The finding was determined to be of very low safety significance based on a detailed risk-evaluation by a Region III 
Senior Reactor Analyst. This finding was not associated with a cross-cutting aspect because the finding was not 
representative of the licensee’s current performance. (Section 1R05.6.b) 

Inspection Report# : 2015007 (pdf)

Barrier Integrity

Emergency Preparedness
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Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : August 29, 2016
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Braidwood 1
3Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW FIRE PREVENTION FOR HOT WORK PROCEDURE
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to follow the requirements of the Fire Prevention for Hot Work procedure on two 
separate occasions. Specifically, (Issue 1) on February 2, 2016, a very small fire occurred during a planned hot work 
activity that involved pipe grinding on a small waste gas decay tank pressure line because the licensee failed to 
recognize the potential for hydrogen within the line. Additionally, (Issue 2) on February 25, 2016, the inspectors 
identified that a hot work permit was inadequate prior to the licensee performing a piping weld repair activity 
associated with the Unit 2 main generator stator cooling water system because the permit referenced the wrong work 
location and did not require appropriate controls. These issues were entered into the licensee’s Corrective Action 
Program (CAP) as Issue Reports (IRs) 2620772 and 2632182. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown and power operations. Specifically, for Issue 1, 
the performance deficiency resulted in the occurrence of a small hydrogen fire in the auxiliary building. For Issue 2, 
the performance deficiency increased the likelihood of a fire occurring during an emergent weld repair in the turbine 
building. The inspectors determined that this finding was of very low safety significance (Green) because the fire 
(Issue 1) and increased likelihood of a fire occurring (Issue 2) was limited to equipment which was not important to 
safety. The inspectors determined that the finding had a Work Management cross cutting aspect in the Human 
Performance area. Specifically, a significant contributor to the performance deficiency was related to the organization 
not implementing a process for planning, controlling, and executing work activities such that nuclear safety is the 
overriding priority. 

Inspection Report# : 2016001 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH ADEQUATE FEEDWATER PUMP OPERATIONAL GUIDANCE DURING 
PLANT SHUTDOWN
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self-revealed on October 5, 2015, due to the licensee’s failure to establish and maintain adequate guidance for 
operating the Unit 1 and Unit 2 motor driven main feedwater pump (MDFWP) during plant shutdown conditions. 
Specifically, on October 4, 2015, during a Unit 2 plant shutdown, the Unit 2 MDFWP was placed in service at low 
forward feedwater flow conditions and was manually tripped when the pump’s main journal bearing temperature 
exceeded the procedural limit. Subsequent review, determined that the procedural limit was too low as previously 
recognized by historic station specific operating experience. This issue was entered into the licensee’s corrective 
action program (CAP) as Issue Report (IR) 2565486. The inspectors determined that the performance deficiency was 
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more than minor because the issue was associated with the Procedural Quality attribute of the Initiating Event 
cornerstone and adversely affected the cornerstone objective to limit the likelihood of events that upset plant stability 
and challenge critical safety functions during shutdown as well as power operations. Specifically, the performance 
deficiency contributed to a loss of main feedwater event that upset plant stability and challenged the critical safety 
function of removing decay heat via the steam generators in Mode 3. For Unit 1, the increased potential for a loss of 
main feedwater event existed under similar conditions. The inspectors determined that the finding was of very low 
safety significance based upon a detailed risk evaluation. The inspectors concluded that this finding did not have a 
cross cutting aspect because the performance deficiency was greater than 3 years old and, therefore, not indicative of 
recent performance. 

Inspection Report# : 2015004 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ERECT SCAFFOLDING IN ACCORDANCE WITH STATION PROCEDURES
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow Revision 7 of NES–MS–
04.1, “Seismic Prequalified Scaffolds.” Specifically, the licensee erected four scaffolds within 
3 inches of safety-related equipment and failed to account for seismic movements of safety-related equipment in close 
proximity to scaffolds in accordance with NES–MS–04.1. As part of their corrective actions, the licensee performed 
walk downs of installed scaffolds to ensure that they were in compliance with NES–MS–04.1. Additionally, the 
licensee performed refresher training for all personnel involved in erecting and inspecting scaffolds. This issue was 
entered into the licensee’s CAP as IRs 2703650, 2703895, 2703967, and 2705092. The inspectors determined that the 
performance deficiency was more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Factors and adversely impacted the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, scaffolds built in close proximity to or in contact with safety-related equipment could 
adversely affect the ability of those systems to perform their intended safety function during a seismic event. The 
inspectors determined that this finding was of very low safety significance because it did not result in the loss of 
operability or functionality of a mitigating system. Specifically, an engineering evaluation reasonably determined that 
the failure to build the scaffolds in accordance with NES–MS–04.1 did not result in a loss of operability to safety-
related equipment. The inspectors determined that this finding had a cross cutting aspect in the Human Performance 
area of Teamwork. Specifically, there were multiple points in the scaffold erection process to engage other 
workgroups to ensure the seismic qualification of scaffolds, and in every example there was no coordination with 
other groups to ensure nuclear safety was maintained. 

Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW INSERVICE TESTING REQUIREMENTS FOR THE 2A ESSENTIAL SERVICE 
WATER PUMP LEADS TO AN INVALID TEST
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The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow Revision 9 of Procedure 
2BwOSR 5.5.8.SX–6A, “Comprehensive Inservice Testing (IST) Requirements for 2A Essential Service Water Pump 
(2SX01PA).” Specifically, on September 7, 2016, the licensee failed to establish flow as close as possible to the 
reference point of 24,000 gallons per minute (gpm), as specified in Step 1.17 of the procedure, which ultimately led to 
an invalid test. The planned corrective actions included re performing the comprehensive test on September 26, 2017, 
and an action to revise affected procedures to specify that the flow should be established as close as possible to the 
reference value, and to not throttle flow to below the reference value to obtain acceptable testing results. This issue 
was entered into the licensee’s CAP as IRs 2644532 and 2660824. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely impacted the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the failure to follow the requirements established by the American Society of Mechanical Engineers 
(ASME) for comprehensive testing led to an invalid test of the pump on September 7, 2016. The inspectors 
determined that this finding was of very low safety significance because it did not result in the loss of operability or 
functionality of a mitigating system. Specifically, when the test was re performed on September 26, 2016, it was 
confirmed that the 2A essential service water pump was operable. The inspectors determined that this finding had a 
cross cutting aspect in the Human Performance area of Training. Specifically, licensee staff in Operations and 
Engineering were under the impression that they did not need to establish flow as close as possible to the reference 
value of 24,000 gpm. Instead, their belief was that the flow band in the surveillance procedure allowed them to set 
flow at any point in the band; therefore, when faced with results that fell within the Required Action Range, licensee 
staff believed that it was acceptable to lower flow to obtain more favorable results provided the system flow remained 
within the flow band. 

Inspection Report# : 2016003 (pdf)

Significance:  Jul 29, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
OPERATION OF SX SYSTEM VALVES RESULTS IN CAVITATION DAMAGE AND PIPE LEAKAGE
A finding of very low safety significance and an associated NCV of Title 10 of the Code of Federal Regulations 
(CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was self-revealed when the 
licensee failed to prescribe essential service water (SX) system operating and/or surveillance procedures appropriate 
to the circumstances. Specifically, the licensee failed to provide SX operating procedure guidance to limit the closure 
position of valves 1SX007, 2SX007 and 0SX007, such that cavitation-induced damage/failure of components did not 
occur or to establish a procedure to monitor and correct cavitation-induced damage prior to component failure 
associated with the operation of these valves. Consequently, a through-wall leak occurred downstream of valve 
1SX007 that was caused by cavitation-induced wall loss at the neck of the pipe flange supporting this valve. The 
licensee replaced the damaged valve and piping and entered this issue into their CAP as Issue Report (IR) 2697962. 
The team determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, continued operation of the SX007 valves without monitoring or correcting 3 
cavitation-induced damage could result in a more significant failure resulting in the loss of an SX train and/or an 
internal flooding event. The team determined that this finding was of very low safety significance because although it 
was determined to be a deficiency affecting the design or qualification of a mitigating structure, system, and 
component (SSC), the operability or functionality of the component was not affected. The team did not identify a 
cross-cutting aspect for this finding because the finding did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)
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Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Multiple Failure to Follow Procedures Leads to Inadequate Monitoring of Gas Susceptible Locations
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow Revision 3 of procedure 
ER–AA–2009, “Managing Gas Accumulation.” Specifically, 36 gas-susceptible safety-related piping locations were 
not being monitored in accordance with the procedure. The planned corrective actions included an action to revise the 
Surveillance Frequency Control Program surveillance frequencies of accessible locations from 18 months to 6 months 
to align with procedural requirements, and an action to address the monitoring of locations inside the missile barrier 
(non-accessible locations at power). This issue was entered into the licensee’s Corrective Action Program (CAP) as 
Issue Reports (IRs) 2644532 and 2660824. The inspectors determined the performance deficiency was more than 
minor because it was associated with the Mitigating Systems cornerstone attribute of Equipment Performance and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the failure to adequately monitor for 
gas accumulation in piping did not ensure the availability and reliability of systems required to perform accident 
mitigating functions because a potential adverse void would not be detected and assessed for operability impact. The 
inspectors determined that this finding was of very low safety significance because it did not result in the loss of 
operability or functionality of mitigating systems. Specifically, an engineering evaluation reasonably determined that 
the non-conforming condition did not result in a loss of operability. The inspectors determined that this finding had a 
cross-cutting aspect in the area of Human Performance because the licensee did not recognize and plan for the 
possibility of mistakes, latent issues, and inherent risks, even while expecting successful outcomes. Specifically, the 
licensee had multiple recent opportunities to discover the non-compliance, but failed to do so because the licensee 
assumed that the surveillance frequencies were established correctly. 

Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO CORRECT A CONDITION ADVERSE TO QUALITY LEADS TO LOSS OF ONE TRAIN OF 
SHUTDOWN COOLING IN MODE 6
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion XVI, 
“Corrective Actions,” was self revealed when the licensee failed to ensure that a condition adverse to quality was 
promptly identified and corrected. Specifically, on October 8, 2015, valve 2RH606 failed to open and caused a loss of 
one train of shutdown cooling in Mode 6 and an unplanned orange risk condition. The reason for the failure was 
improper use of a lower strength carbon steel valve key instead of the specified high strength hardened steel valve 
key, which had been the subject of a vendor Part 21, “Reports of Defects and Non Compliance,” Report. This issue 
was entered into the licensee’s CAP as IR 2567811. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to correct a 
condition adverse to quality in the form of the improper use of a lower strength carbon steel key instead of the 
specified high strength hardened steel key in a safety-related valve ultimately led to a loss of one train of shutdown 
cooling in Mode 6. The inspectors determined that the finding was of very low safety significance based upon a 
detailed risk evaluation. The inspectors did not identify a cross cutting aspect associated with this finding because the 
performance deficiency was greater than three years old and therefore was not indicative of current performance. 

Inspection Report# : 2016001 (pdf)
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Significance:  Mar 31, 2016
Identified By: NRC
Item Type: FIN Finding
FAILURE TO ENSURE UNIT 2 STARTUP FEEDWATER PUMP AVAILABILITY
. The inspectors identified a finding of very low safety significance when licensee personnel failed to ensure that the 
Unit 2 startup feedwater pump (SUFWP) was available during an 18 month operating cycle. Specifically, the licensee 
had failed to ensure that the pump oil pressure regulator was properly adjusted, and had failed to perform a post-
maintenance test following on-line work in a manner to ensure that no new deficiency was introduced. The license 
entered this issue into their CAP as IR 2565442. Corrective actions consisted of updating the station SUFWP model 
work orders (WOs) to ensure that interlock continuity checks were performed as a part of the post-maintenance testing 
when necessary, and to include procedural steps to verify lube oil pressure when starting a SUFWP. The inspectors 
determined that the performance deficiency was more than minor because the issue was associated with the 
Procedural Quality attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the Unit 2 SUFWP is a backup method of decay heat removal following a reactor trip, and 
is utilized in plant startup and shutdown procedures. A detail risk evaluation was performed and the performance 
deficiency was determined to be of very low safety significance based upon an evaluation bounding the risk to a Delta 
Core Damage Frequency (?CDF) of 2.9E–7/year. No cross cutting aspect was identified because the cause of the 
failure were probable causes and not confirmed to be the actual cause 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify the Tripping Characteristic of Molded Case Circuit Breakers (MCCBs) Used as Isolation 
Devices for the 120 Vac Instrument Power System. (Section 1R21.3b (1)) 
The inspectors identified a finding of very low safety significance and an associated NCV of Title 10 of the Code of 
Federal Regulations, Part 50, Appendix B, Criterion XI, “Test Control,” for the licensee’s failure to test the 120 Vac 
molded case circuit breakers (MCCBs) used as isolation devices on the instrument power system. Specifically, 
although the licensee had committed to test circuit breakers used as isolation devices in response to Final Safety 
Analysis Report Question 40.73 in 1982, there was no evidence that these MCCBs had ever been tested. The licensee 
subsequently entered the issue into its Corrective Action Program. 

The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of the safety-related 
instrument power system. Specifically, the licensee did not assure, by periodically verifying the time-current 
characteristic of the MCCBs, that the isolation devices would perform their safety function to isolate the nonsafety 
related instrument bus from the safety-related instrument power bus before the safety bus could be affected by a fault 
on the nonsafety related load. The inspectors determined that the finding was of very-low safety significance (Green) 
because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. The inspectors determined that there was no cross-cutting aspect 
associated with this finding because the finding was not indicative of the licensee’s current performance. (Section 
1R21.3.b(1)) 

Inspection Report# : 2016008 (pdf)

Significance:  Mar 25, 2016
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Air Intake for Diesel Driven Auxiliary Feedwater Pump was Adequately Protected from a 
High Energy Line Break. (Section 1R21.3b (2))
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Title 10 of the 
Code of Federal Regulations, Part 50, Appendix B, Criterion III, “Design Control,” for the failure to verify the 
adequacy of the diesel driven Auxiliary Feedwater (AFW) pump design. Specifically, the licensee failed to verify the 
diesel driven AFW pump could perform its safe shutdown function following a high energy line break (HELB) in the 
Turbine Building. Since the diesel’s air intake was located in the Turbine Building, it would be impacted by a HELB. 
The licensee entered this issue into its Corrective Action Program and took immediate corrective actions by declaring 
the diesel driven AFW pump inoperable and then implementing a temporary plant modification to relocate the diesel 
air intake to the Auxiliary Building where it is not susceptible to a HELB to restore operability of the pump. The 
licensee’s planned corrective actions are to complete a permanent plant modification to relocate the air intake to a 
location that is not susceptible to a HELB. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems cornerstone attribute of design control and adversely affected the associated cornerstone objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the failure to verify that the diesel driven AFW pump could perform its safety function 
following a HELB event in the Turbine Building did not ensure its availability, reliability, and capability to respond to 
the initiating event. Since the finding did represent an actual loss of function of at least a single Train for greater than 
its Technical Specification Allowed Outage Time, a Detailed Risk Evaluation was performed which concluded that 
the estimated change in core damage frequency was approximately 3.4E-7/yr., which represents a finding of very-low 
safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding because 
the finding was not indicative of the licensee’s current performance. (Section 1R21.3.b(2)) 

Inspection Report# : 2016008 (pdf)

Significance:  Dec 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO ESTABLISH A WRITTEN PROCEDURE FOR A LOSS OF FEEDWATER EVENT IN 
MODE 3
A finding of very low safety significance and an associated NCV of Technical Specification 5.4.1, “Procedures,” was 
self revealed on October 5, 2015, due to the licensee’s failure to establish a written procedure for combating 
emergencies and other significant events, as required by Regulatory Guide 1.33, “Quality Assurance Program 
Requirements.” Specifically, upon a loss of feedwater in Mode 3 (Hot Standby), which is an expected design and 
licensing basis event, the licensee did not have a written procedure as established by the Regulatory Guide. This issue 
was entered into the licensee’s CAP as IRs 2566239 and 2565513. The inspectors determined the finding to be more 
than minor in accordance with IMC 0612, "Power Reactor Inspection Reports," Appendix B, "Issue Screening," dated 
September 7, 2012, because, it was associated with the Mitigating Systems cornerstone Procedural Quality attribute, 
and adversely impacted the objective to ensure the availability, reliability, and capability of systems that respond to 
initiating events to prevent undesirable consequences. Specifically, the absence of a procedure(s) complicated the 
operator response to the loss of feedwater event in Mode 3. The inspectors determined the finding to be of very low 
safety significance in accordance with IMC 0609, Appendix A, “The SDP for Findings at Power,” dated September 7, 
2012, Exhibit 2, since the inspectors answered "No" to the Mitigating Systems questions under Section A, “Mitigating 
Systems, Structures, and Components and Functionality.” The inspectors did not identify a cross cutting aspect 
associated with this finding, because it was confirmed not to be reflective of current performance due to the age of the 
performance deficiency.
Inspection Report# : 2015004 (pdf)
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Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

Miscellaneous
Last modified : December 08, 2016

3Q/2016 Inspection Findings - Braidwood 1

Page 7 of 7



Braidwood 1
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW FIRE PREVENTION FOR HOT WORK PROCEDURE
The inspectors identified a finding of very low safety significance and an associated NCV of License Condition 2.E 
when licensee personnel failed to follow the requirements of the Fire Prevention for Hot Work procedure on two 
separate occasions. Specifically, (Issue 1) on February 2, 2016, a very small fire occurred during a planned hot work 
activity that involved pipe grinding on a small waste gas decay tank pressure line because the licensee failed to 
recognize the potential for hydrogen within the line. Additionally, (Issue 2) on February 25, 2016, the inspectors 
identified that a hot work permit was inadequate prior to the licensee performing a piping weld repair activity 
associated with the Unit 2 main generator stator cooling water system because the permit referenced the wrong work 
location and did not require appropriate controls. These issues were entered into the licensee’s Corrective Action 
Program (CAP) as Issue Reports (IRs) 2620772 and 2632182. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Human Performance attribute of the Initiating 
Events cornerstone and adversely affected the cornerstone objective of limiting the likelihood of events that upset 
plant stability and challenge critical safety functions during shutdown and power operations. Specifically, for Issue 1, 
the performance deficiency resulted in the occurrence of a small hydrogen fire in the auxiliary building. For Issue 2, 
the performance deficiency increased the likelihood of a fire occurring during an emergent weld repair in the turbine 
building. The inspectors determined that this finding was of very low safety significance (Green) because the fire 
(Issue 1) and increased likelihood of a fire occurring (Issue 2) was limited to equipment which was not important to 
safety. The inspectors determined that the finding had a Work Management cross cutting aspect in the Human 
Performance area. Specifically, a significant contributor to the performance deficiency was related to the organization 
not implementing a process for planning, controlling, and executing work activities such that nuclear safety is the 
overriding priority. 

Inspection Report# : 2016001 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ERECT SCAFFOLDING IN ACCORDANCE WITH STATION PROCEDURES
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow Revision 7 of NES–MS–
04.1, “Seismic Prequalified Scaffolds.” Specifically, the licensee erected four scaffolds within 
3 inches of safety-related equipment and failed to account for seismic movements of safety-related equipment in close 
proximity to scaffolds in accordance with NES–MS–04.1. As part of their corrective actions, the licensee performed 
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walk downs of installed scaffolds to ensure that they were in compliance with NES–MS–04.1. Additionally, the 
licensee performed refresher training for all personnel involved in erecting and inspecting scaffolds. This issue was 
entered into the licensee’s CAP as IRs 2703650, 2703895, 2703967, and 2705092. The inspectors determined that the 
performance deficiency was more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Factors and adversely impacted the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, scaffolds built in close proximity to or in contact with safety-related equipment could 
adversely affect the ability of those systems to perform their intended safety function during a seismic event. The 
inspectors determined that this finding was of very low safety significance because it did not result in the loss of 
operability or functionality of a mitigating system. Specifically, an engineering evaluation reasonably determined that 
the failure to build the scaffolds in accordance with NES–MS–04.1 did not result in a loss of operability to safety-
related equipment. The inspectors determined that this finding had a cross cutting aspect in the Human Performance 
area of Teamwork. Specifically, there were multiple points in the scaffold erection process to engage other 
workgroups to ensure the seismic qualification of scaffolds, and in every example there was no coordination with 
other groups to ensure nuclear safety was maintained. 

Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW INSERVICE TESTING REQUIREMENTS FOR THE 2A ESSENTIAL SERVICE 
WATER PUMP LEADS TO AN INVALID TEST
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow Revision 9 of Procedure 
2BwOSR 5.5.8.SX–6A, “Comprehensive Inservice Testing (IST) Requirements for 2A Essential Service Water Pump 
(2SX01PA).” Specifically, on September 7, 2016, the licensee failed to establish flow as close as possible to the 
reference point of 24,000 gallons per minute (gpm), as specified in Step 1.17 of the procedure, which ultimately led to 
an invalid test. The planned corrective actions included re performing the comprehensive test on September 26, 2017, 
and an action to revise affected procedures to specify that the flow should be established as close as possible to the 
reference value, and to not throttle flow to below the reference value to obtain acceptable testing results. This issue 
was entered into the licensee’s CAP as IRs 2644532 and 2660824. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely impacted the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the failure to follow the requirements established by the American Society of Mechanical Engineers 
(ASME) for comprehensive testing led to an invalid test of the pump on September 7, 2016. The inspectors 
determined that this finding was of very low safety significance because it did not result in the loss of operability or 
functionality of a mitigating system. Specifically, when the test was re performed on September 26, 2016, it was 
confirmed that the 2A essential service water pump was operable. The inspectors determined that this finding had a 
cross cutting aspect in the Human Performance area of Training. Specifically, licensee staff in Operations and 
Engineering were under the impression that they did not need to establish flow as close as possible to the reference 
value of 24,000 gpm. Instead, their belief was that the flow band in the surveillance procedure allowed them to set 
flow at any point in the band; therefore, when faced with results that fell within the Required Action Range, licensee 
staff believed that it was acceptable to lower flow to obtain more favorable results provided the system flow remained 
within the flow band. 

Inspection Report# : 2016003 (pdf)
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Significance:  Jul 29, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
OPERATION OF SX SYSTEM VALVES RESULTS IN CAVITATION DAMAGE AND PIPE LEAKAGE
A finding of very low safety significance and an associated NCV of Title 10 of the Code of Federal Regulations 
(CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” was self-revealed when the 
licensee failed to prescribe essential service water (SX) system operating and/or surveillance procedures appropriate 
to the circumstances. Specifically, the licensee failed to provide SX operating procedure guidance to limit the closure 
position of valves 1SX007, 2SX007 and 0SX007, such that cavitation-induced damage/failure of components did not 
occur or to establish a procedure to monitor and correct cavitation-induced damage prior to component failure 
associated with the operation of these valves. Consequently, a through-wall leak occurred downstream of valve 
1SX007 that was caused by cavitation-induced wall loss at the neck of the pipe flange supporting this valve. The 
licensee replaced the damaged valve and piping and entered this issue into their CAP as Issue Report (IR) 2697962. 
The team determined that the performance deficiency was more than minor because it was associated with the 
Equipment Performance attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone 
objective of ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, continued operation of the SX007 valves without monitoring or correcting 3 
cavitation-induced damage could result in a more significant failure resulting in the loss of an SX train and/or an 
internal flooding event. The team determined that this finding was of very low safety significance because although it 
was determined to be a deficiency affecting the design or qualification of a mitigating structure, system, and 
component (SSC), the operability or functionality of the component was not affected. The team did not identify a 
cross-cutting aspect for this finding because the finding did not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Significance:  Jun 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Multiple Failure to Follow Procedures Leads to Inadequate Monitoring of Gas Susceptible Locations
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion V, “Instructions, Procedures, and Drawings,” for the failure to follow Revision 3 of procedure 
ER–AA–2009, “Managing Gas Accumulation.” Specifically, 36 gas-susceptible safety-related piping locations were 
not being monitored in accordance with the procedure. The planned corrective actions included an action to revise the 
Surveillance Frequency Control Program surveillance frequencies of accessible locations from 18 months to 6 months 
to align with procedural requirements, and an action to address the monitoring of locations inside the missile barrier 
(non-accessible locations at power). This issue was entered into the licensee’s Corrective Action Program (CAP) as 
Issue Reports (IRs) 2644532 and 2660824. The inspectors determined the performance deficiency was more than 
minor because it was associated with the Mitigating Systems cornerstone attribute of Equipment Performance and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the failure to adequately monitor for 
gas accumulation in piping did not ensure the availability and reliability of systems required to perform accident 
mitigating functions because a potential adverse void would not be detected and assessed for operability impact. The 
inspectors determined that this finding was of very low safety significance because it did not result in the loss of 
operability or functionality of mitigating systems. Specifically, an engineering evaluation reasonably determined that 
the non-conforming condition did not result in a loss of operability. The inspectors determined that this finding had a 
cross-cutting aspect in the area of Human Performance because the licensee did not recognize and plan for the 
possibility of mistakes, latent issues, and inherent risks, even while expecting successful outcomes. Specifically, the 
licensee had multiple recent opportunities to discover the non-compliance, but failed to do so because the licensee 
assumed that the surveillance frequencies were established correctly. 
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Inspection Report# : 2016002 (pdf)

Significance:  Mar 31, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
FAILURE TO CORRECT A CONDITION ADVERSE TO QUALITY LEADS TO LOSS OF ONE TRAIN OF 
SHUTDOWN COOLING IN MODE 6
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion XVI, 
“Corrective Actions,” was self revealed when the licensee failed to ensure that a condition adverse to quality was 
promptly identified and corrected. Specifically, on October 8, 2015, valve 2RH606 failed to open and caused a loss of 
one train of shutdown cooling in Mode 6 and an unplanned orange risk condition. The reason for the failure was 
improper use of a lower strength carbon steel valve key instead of the specified high strength hardened steel valve 
key, which had been the subject of a vendor Part 21, “Reports of Defects and Non Compliance,” Report. This issue 
was entered into the licensee’s CAP as IR 2567811. The inspectors determined that the performance deficiency was 
more than minor because it was associated with the Equipment Performance attribute of the Mitigating Systems 
cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. Specifically, the failure to correct a 
condition adverse to quality in the form of the improper use of a lower strength carbon steel key instead of the 
specified high strength hardened steel key in a safety-related valve ultimately led to a loss of one train of shutdown 
cooling in Mode 6. The inspectors determined that the finding was of very low safety significance based upon a 
detailed risk evaluation. The inspectors did not identify a cross cutting aspect associated with this finding because the 
performance deficiency was greater than three years old and therefore was not indicative of current performance. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: FIN Finding
FAILURE TO ENSURE UNIT 2 STARTUP FEEDWATER PUMP AVAILABILITY
. The inspectors identified a finding of very low safety significance when licensee personnel failed to ensure that the 
Unit 2 startup feedwater pump (SUFWP) was available during an 18 month operating cycle. Specifically, the licensee 
had failed to ensure that the pump oil pressure regulator was properly adjusted, and had failed to perform a post-
maintenance test following on-line work in a manner to ensure that no new deficiency was introduced. The license 
entered this issue into their CAP as IR 2565442. Corrective actions consisted of updating the station SUFWP model 
work orders (WOs) to ensure that interlock continuity checks were performed as a part of the post-maintenance testing 
when necessary, and to include procedural steps to verify lube oil pressure when starting a SUFWP. The inspectors 
determined that the performance deficiency was more than minor because the issue was associated with the 
Procedural Quality attribute of the Mitigating Systems cornerstone and adversely affected the cornerstone objective of 
ensuring the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the Unit 2 SUFWP is a backup method of decay heat removal following a reactor trip, and 
is utilized in plant startup and shutdown procedures. A detail risk evaluation was performed and the performance 
deficiency was determined to be of very low safety significance based upon an evaluation bounding the risk to a Delta 
Core Damage Frequency of 2.9E–7/year. No cross cutting aspect was identified because the cause of the failure were 
probable causes and not confirmed to be the actual cause 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 25, 2016
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Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify the Tripping Characteristic of Molded Case Circuit Breakers (MCCBs) Used as Isolation 
Devices for the 120 Vac Instrument Power System. (Section 1R21.3b (1)) 
The inspectors identified a finding of very low safety significance and an associated NCV of Title 10 of the Code of 
Federal Regulations, Part 50, Appendix B, Criterion XI, “Test Control,” for the licensee’s failure to test the 120 Vac 
molded case circuit breakers (MCCBs) used as isolation devices on the instrument power system. Specifically, 
although the licensee had committed to test circuit breakers used as isolation devices in response to Final Safety 
Analysis Report Question 40.73 in 1982, there was no evidence that these MCCBs had ever been tested. The licensee 
subsequently entered the issue into its Corrective Action Program. 

The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
equipment performance, and affected the cornerstone objective of ensuring the availability of the safety-related 
instrument power system. Specifically, the licensee did not assure, by periodically verifying the time-current 
characteristic of the MCCBs, that the isolation devices would perform their safety function to isolate the nonsafety 
related instrument bus from the safety-related instrument power bus before the safety bus could be affected by a fault 
on the nonsafety related load. The inspectors determined that the finding was of very-low safety significance (Green) 
because it did not cause a reactor trip and the loss of mitigation equipment relied upon to transition the plant from the 
onset of the trip to a stable shutdown condition. The inspectors determined that there was no cross-cutting aspect 
associated with this finding because the finding was not indicative of the licensee’s current performance. (Section 
1R21.3.b(1)) 

Inspection Report# : 2016008 (pdf)

Significance:  Mar 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Verify Air Intake for Diesel Driven Auxiliary Feedwater Pump was Adequately Protected from a 
High Energy Line Break. (Section 1R21.3b (2))
The inspectors identified a finding of very low safety significance (Green) and an associated NCV of Title 10 of the 
Code of Federal Regulations, Part 50, Appendix B, Criterion III, “Design Control,” for the failure to verify the 
adequacy of the diesel driven Auxiliary Feedwater (AFW) pump design. Specifically, the licensee failed to verify the 
diesel driven AFW pump could perform its safe shutdown function following a high energy line break (HELB) in the 
Turbine Building. Since the diesel’s air intake was located in the Turbine Building, it would be impacted by a HELB. 
The licensee entered this issue into its Corrective Action Program and took immediate corrective actions by declaring 
the diesel driven AFW pump inoperable and then implementing a temporary plant modification to relocate the diesel 
air intake to the Auxiliary Building where it is not susceptible to a HELB to restore operability of the pump. The 
licensee’s planned corrective actions are to complete a permanent plant modification to relocate the air intake to a 
location that is not susceptible to a HELB. 

The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems cornerstone attribute of design control and adversely affected the associated cornerstone objective to ensure 
the availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, the failure to verify that the diesel driven AFW pump could perform its safety function 
following a HELB event in the Turbine Building did not ensure its availability, reliability, and capability to respond to 
the initiating event. Since the finding did represent an actual loss of function of at least a single Train for greater than 
its Technical Specification Allowed Outage Time, a Detailed Risk Evaluation was performed which concluded that 
the estimated change in core damage frequency was approximately 3.4E-7/yr., which represents a finding of very-low 
safety significance (Green). The inspectors did not identify a cross-cutting aspect associated with this finding because 
the finding was not indicative of the licensee’s current performance. (Section 1R21.3.b(2)) 
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Inspection Report# : 2016008 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

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

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

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

Miscellaneous
Last modified : February 01, 2017
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Initiating Events

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
INADEQUATE CONTROL OF WELDING DURING FW SYSTEM PIPE REPLACEMENT
A finding of very low safety significance and an associated NCV of Title 10 of the Code of Federal Regulations (CFR), 
Part 50, Appendix B, Criterion IX, "Control of Special Processes," was identified by the inspectors for the licensee's 
failure to assure that thermocouple (TC) attachment welding was controlled and accomplished by qualified personnel 
using qualified procedures and to assure that the post-TC attachment weld removal non destructive examination (NDE) 
was incorporated into Work Order (WO) 01836557 that provided instructions to replace a pipe segment in the safety 
related portion of the feedwater (FW) system. The licensee corrective actions for this finding included documenting 
this issue as a potential violation of NRC requirements in Issue Report (IR) 02728742, removal of the unqualified 
welds, and issuing revisions to WO 01836557 that included licensee approved weld procedures and surface 
examinations of FW pipe affected by unqualified TC welds. This finding was determined to be of more than minor 
significance because it affected the Reactor Safety Initiating Events Cornerstone attribute of Equipment Performance 
and adversely affected the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. In particular, if left uncorrected this 
issue would have the potential to lead to a more significant safety concern because it increased the likelihood of an 
operational challenge to the plant caused by a FW system line break induced by cracking initiated from unqualified 
welds. The inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
"Significance Determination Process," Attachment 0609.04, "Initial Characterization of Findings," dated June 19, 2012, 
and Appendix A, "The Significance Determination Process for Findings At Power," Exhibit 1, "Initiating Events 
Screening Questions." Under Part B, "Transient Initiators," of the Exhibit 1 questions, the inspectors answered 'No' 
because the finding did not result in a reactor trip and/or loss of mitigation equipment relied upon to transition the plant 
from the onset of the trip to a stable shutdown condition. Therefore, this finding was screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect of Field Presence in the cross-cutting area of Human 
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Performance since licensee managers failed to provide adequate oversight of site and vendor personnel to assure that 
the TC attachment welding was controlled and accomplished by qualified personnel using qualified procedures and to 
assure that the post-TC attachment weld removal NDE was incorporated into WO 01836557
Inspection Report# : 2016004 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ERECT SCAFFOLDING IN ACCORDANCE WITH STATION PROCEDURES
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion V, "Instructions, Procedures, and Drawings," for the failure to follow Revision 7 of NES-MS-04.1, 
"Seismic Prequalified Scaffolds." Specifically, the licensee erected four scaffolds within 
3 inches of safety-related equipment and failed to account for seismic movements of safety-related equipment in close 
proximity to scaffolds in accordance with NES-MS-04.1. As part of their corrective actions, the licensee performed 
walk downs of installed scaffolds to ensure that they were in compliance with NES-MS-04.1. Additionally, the licensee 
performed refresher training for all personnel involved in erecting and inspecting scaffolds. This issue was entered into 
the licensee's CAP as IRs 2703650, 2703895, 2703967, and 2705092. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Protection Against External Factors and adversely impacted the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, scaffolds built in close proximity to or in contact with safety-related equipment could adversely 
affect the ability of those systems to perform their intended safety function during a seismic event. The inspectors 
determined that this finding was of very low safety significance because it did not result in the loss of operability or 
functionality of a mitigating system. Specifically, an engineering evaluation reasonably determined that the failure to 
build the scaffolds in accordance with NES-MS-04.1 did not result in a loss of operability to safety-related equipment. 
The inspectors determined that this finding had a cross cutting aspect in the Human Performance area of Teamwork. 
Specifically, there were multiple points in the scaffold erection process to engage other workgroups to ensure the 
seismic qualification of scaffolds, and in every example there was no coordination with other groups to ensure nuclear 
safety was maintained. 

Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW INSERVICE TESTING REQUIREMENTS FOR THE 2A ESSENTIAL SERVICE 
WATER PUMP LEADS TO AN INVALID TEST
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion V, "Instructions, Procedures, and Drawings," for the failure to follow Revision 9 of Procedure 2BwOSR 
5.5.8.SX-6A, "Comprehensive Inservice Testing (IST) Requirements for 2A Essential Service Water Pump 
(2SX01PA)." Specifically, on September 7, 2016, the licensee failed to establish flow as close as possible to the 
reference point of 24,000 gallons per minute (gpm), as specified in Step 1.17 of the procedure, which ultimately led to 
an invalid test. The planned corrective actions included re performing the comprehensive test on September 26, 2017, 
and an action to revise affected procedures to specify that the flow should be established as close as possible to the 
reference value, and to not throttle flow to below the reference value to obtain acceptable testing results. This issue was 
entered into the licensee's CAP as IRs 2644532 and 2660824. The inspectors determined that the performance 
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deficiency was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely impacted the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the failure to follow the requirements established by the American Society of Mechanical Engineers 
(ASME) for comprehensive testing led to an invalid test of the pump on September 7, 2016. The inspectors determined 
that this finding was of very low safety significance because it did not result in the loss of operability or functionality of 
a mitigating system. Specifically, when the test was re performed on September 26, 2016, it was confirmed that the 2A 
essential service water pump was operable. The inspectors determined that this finding had a cross cutting aspect in the 
Human Performance area of Training. Specifically, licensee staff in Operations and Engineering were under the 
impression that they did not need to establish flow as close as possible to the reference value of 24,000 gpm. Instead, 
their belief was that the flow band in the surveillance procedure allowed them to set flow at any point in the band; 
therefore, when faced with results that fell within the Required Action Range, licensee staff believed that it was 
acceptable to lower flow to obtain more favorable results provided the system flow remained within the flow band. 

Inspection Report# : 2016003 (pdf)

Significance:  Jul 29, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
OPERATION OF SX SYSTEM VALVES RESULTS IN CAVITATION DAMAGE AND PIPE LEAKAGE
A finding of very low safety significance and an associated NCV of Title 10 of the Code of Federal Regulations (CFR) 
Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was self-revealed when the licensee failed 
to prescribe essential service water (SX) system operating and/or surveillance procedures appropriate to the 
circumstances. Specifically, the licensee failed to provide SX operating procedure guidance to limit the closure position 
of valves 1SX007, 2SX007 and 0SX007, such that cavitation-induced damage/failure of components did not occur or to 
establish a procedure to monitor and correct cavitation-induced damage prior to component failure associated with the 
operation of these valves. Consequently, a through-wall leak occurred downstream of valve 1SX007 that was caused by 
cavitation-induced wall loss at the neck of the pipe flange supporting this valve. The licensee replaced the damaged 
valve and piping and entered this issue into their CAP as Issue Report (IR) 2697962. The team determined that the 
performance deficiency was more than minor because it was associated with the Equipment Performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
continued operation of the SX007 valves without monitoring or correcting 3 cavitation-induced damage could result in 
a more significant failure resulting in the loss of an SX train and/or an internal flooding event. The team determined 
that this finding was of very low safety significance because although it was determined to be a deficiency affecting the 
design or qualification of a mitigating structure, system, and component (SSC), the operability or functionality of the 
component was not affected. The team did not identify a cross-cutting aspect for this finding because the finding did 
not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

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

Miscellaneous
Current data as of : August 03, 2017

Page Last Reviewed/Updated Wednesday, August 10, 2016
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2Q/2017 – Plant Inspection Findings
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• Public Radiation Safety
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Initiating Events

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
INADEQUATE CONTROL OF WELDING DURING FW SYSTEM PIPE REPLACEMENT
A finding of very low safety significance and an associated NCV of Title 10 of the Code of Federal Regulations (CFR), 
Part 50, Appendix B, Criterion IX, "Control of Special Processes," was identified by the inspectors for the licensee's 
failure to assure that thermocouple (TC) attachment welding was controlled and accomplished by qualified personnel 
using qualified procedures and to assure that the post-TC attachment weld removal non destructive examination (NDE) 
was incorporated into Work Order (WO) 01836557 that provided instructions to replace a pipe segment in the safety 
related portion of the feedwater (FW) system. The licensee corrective actions for this finding included documenting 
this issue as a potential violation of NRC requirements in Issue Report (IR) 02728742, removal of the unqualified 
welds, and issuing revisions to WO 01836557 that included licensee approved weld procedures and surface 
examinations of FW pipe affected by unqualified TC welds. This finding was determined to be of more than minor 
significance because it affected the Reactor Safety Initiating Events Cornerstone attribute of Equipment Performance 
and adversely affected the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. In particular, if left uncorrected this 
issue would have the potential to lead to a more significant safety concern because it increased the likelihood of an 
operational challenge to the plant caused by a FW system line break induced by cracking initiated from unqualified 
welds. The inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
"Significance Determination Process," Attachment 0609.04, "Initial Characterization of Findings," dated June 19, 2012, 
and Appendix A, "The Significance Determination Process for Findings At Power," Exhibit 1, "Initiating Events 
Screening Questions." Under Part B, "Transient Initiators," of the Exhibit 1 questions, the inspectors answered 'No' 
because the finding did not result in a reactor trip and/or loss of mitigation equipment relied upon to transition the plant 
from the onset of the trip to a stable shutdown condition. Therefore, this finding was screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect of Field Presence in the cross-cutting area of Human 
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Performance since licensee managers failed to provide adequate oversight of site and vendor personnel to assure that 
the TC attachment welding was controlled and accomplished by qualified personnel using qualified procedures and to 
assure that the post-TC attachment weld removal NDE was incorporated into WO 01836557
Inspection Report# : 2016004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement Surveillance Frequency Program for the Deferral of a Technical Specification 
Surveillance
A finding of very low safety significance and an associated NCV of Technical Specification (TS) 5.5.19.b, 
"Surveillance Frequency Program," were identified by the inspectors for the failure to implement the requirements 
contained in the surveillance frequency control program when making a change to the specified frequency of TS 
Surveillance Requirement (SR) 3.3.1.11. On May 3, 2017, the licensee improperly deferred a TS required surveillance 
through the preventive maintenance deferral process due to a belief that it was a preventive maintenance activity and 
not an activity supporting a TS SR. The licensee captured this issue in their corrective action program (CAP) as Issue 
Report (IR) 4009050 with an action to reestablish the surveillance at an 18 month frequency and to perform it before 
the end of the Unit 2 refueling outage (RFO) A2R19. 
The performance deficiency was determined to be of more than minor safety significance because if left uncorrected it 
could lead to a more significant safety concern. The finding screened as being of very low safety significance (Green) 
because it did not result in the loss of operability or functionality of any system, structure, or component (SSC). The 
inspectors determined that this finding had a cross-cutting component in the area of human performance, work 
management aspect, because the licensee had failed to utilize a work process that included proper coordination with 
different groups or job activities. Specifically, licensee personnel conducting the deferral did not coordinate the activity 
with personnel in either the operations or regulatory assurance departments. Knowledgeable personnel in either of these 
station organizations could have identified that the wrong process for deferral was being utilized.
Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement Technical Specification Surveillance Frequency Requirements into 
Implementing Procedures
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," were identified by the inspectors for the licensee's failure to have appropriate 
implementing procedures for TS SR 3.9.3.2. Specifically, procedure BwIS NR 203, "Post Accident Neutron 
Monitoring System Discriminator Adjustment," did not provide for determining and checking the discriminator voltage 
for the system at an 18 month frequency, as specified by TS SR 3.9.3.2. The licensee captured this issue into their CAP 
as IR 4010147 with an action to revise the surveillance frequency to every 18 months for each channel. 
The performance deficiency was determined to be more than minor because it impacted the procedure quality attribute 
of the Mitigating Systems Reactor Safety Cornerstone. The finding screened as being of very low safety significance 
(Green) because it did not result in the loss of operability or functionality of any SSC. The licensee performed a review 
of the records associated with the last three years of operation and did not find any instances in which the post accident 
neutron monitors (PANMs) were used to satisfy TS 3.9.3, "Nuclear Instrumentation," requirements. No cross-cutting 
aspect was associated with this finding because it was confirmed not to be reflective of current licensee performance 
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due to the age of the performance deficiency.
Inspection Report# : 2017002 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO ERECT SCAFFOLDING IN ACCORDANCE WITH STATION PROCEDURES
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion V, "Instructions, Procedures, and Drawings," for the failure to follow Revision 7 of NES-MS-04.1, 
"Seismic Prequalified Scaffolds." Specifically, the licensee erected four scaffolds within 
3 inches of safety-related equipment and failed to account for seismic movements of safety-related equipment in close 
proximity to scaffolds in accordance with NES-MS-04.1. As part of their corrective actions, the licensee performed 
walk downs of installed scaffolds to ensure that they were in compliance with NES-MS-04.1. Additionally, the licensee 
performed refresher training for all personnel involved in erecting and inspecting scaffolds. This issue was entered into 
the licensee's CAP as IRs 2703650, 2703895, 2703967, and 2705092. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Protection Against External Factors and adversely impacted the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). Specifically, scaffolds built in close proximity to or in contact with safety-related equipment could adversely 
affect the ability of those systems to perform their intended safety function during a seismic event. The inspectors 
determined that this finding was of very low safety significance because it did not result in the loss of operability or 
functionality of a mitigating system. Specifically, an engineering evaluation reasonably determined that the failure to 
build the scaffolds in accordance with NES-MS-04.1 did not result in a loss of operability to safety-related equipment. 
The inspectors determined that this finding had a cross cutting aspect in the Human Performance area of Teamwork. 
Specifically, there were multiple points in the scaffold erection process to engage other workgroups to ensure the 
seismic qualification of scaffolds, and in every example there was no coordination with other groups to ensure nuclear 
safety was maintained. 

Inspection Report# : 2016003 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
FAILURE TO FOLLOW INSERVICE TESTING REQUIREMENTS FOR THE 2A ESSENTIAL SERVICE 
WATER PUMP LEADS TO AN INVALID TEST
The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion V, "Instructions, Procedures, and Drawings," for the failure to follow Revision 9 of Procedure 2BwOSR 
5.5.8.SX-6A, "Comprehensive Inservice Testing (IST) Requirements for 2A Essential Service Water Pump 
(2SX01PA)." Specifically, on September 7, 2016, the licensee failed to establish flow as close as possible to the 
reference point of 24,000 gallons per minute (gpm), as specified in Step 1.17 of the procedure, which ultimately led to 
an invalid test. The planned corrective actions included re performing the comprehensive test on September 26, 2017, 
and an action to revise affected procedures to specify that the flow should be established as close as possible to the 
reference value, and to not throttle flow to below the reference value to obtain acceptable testing results. This issue was 
entered into the licensee's CAP as IRs 2644532 and 2660824. The inspectors determined that the performance 
deficiency was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Equipment Performance and adversely impacted the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). 
Specifically, the failure to follow the requirements established by the American Society of Mechanical Engineers 
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(ASME) for comprehensive testing led to an invalid test of the pump on September 7, 2016. The inspectors determined 
that this finding was of very low safety significance because it did not result in the loss of operability or functionality of 
a mitigating system. Specifically, when the test was re performed on September 26, 2016, it was confirmed that the 2A 
essential service water pump was operable. The inspectors determined that this finding had a cross cutting aspect in the 
Human Performance area of Training. Specifically, licensee staff in Operations and Engineering were under the 
impression that they did not need to establish flow as close as possible to the reference value of 24,000 gpm. Instead, 
their belief was that the flow band in the surveillance procedure allowed them to set flow at any point in the band; 
therefore, when faced with results that fell within the Required Action Range, licensee staff believed that it was 
acceptable to lower flow to obtain more favorable results provided the system flow remained within the flow band. 

Inspection Report# : 2016003 (pdf)

Significance:  Jul 29, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
OPERATION OF SX SYSTEM VALVES RESULTS IN CAVITATION DAMAGE AND PIPE LEAKAGE
A finding of very low safety significance and an associated NCV of Title 10 of the Code of Federal Regulations (CFR) 
Part 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," was self-revealed when the licensee failed 
to prescribe essential service water (SX) system operating and/or surveillance procedures appropriate to the 
circumstances. Specifically, the licensee failed to provide SX operating procedure guidance to limit the closure position 
of valves 1SX007, 2SX007 and 0SX007, such that cavitation-induced damage/failure of components did not occur or to 
establish a procedure to monitor and correct cavitation-induced damage prior to component failure associated with the 
operation of these valves. Consequently, a through-wall leak occurred downstream of valve 1SX007 that was caused by 
cavitation-induced wall loss at the neck of the pipe flange supporting this valve. The licensee replaced the damaged 
valve and piping and entered this issue into their CAP as Issue Report (IR) 2697962. The team determined that the 
performance deficiency was more than minor because it was associated with the Equipment Performance attribute of 
the Mitigating Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, 
continued operation of the SX007 valves without monitoring or correcting 3 cavitation-induced damage could result in 
a more significant failure resulting in the loss of an SX train and/or an internal flooding event. The team determined 
that this finding was of very low safety significance because although it was determined to be a deficiency affecting the 
design or qualification of a mitigating structure, system, and component (SSC), the operability or functionality of the 
component was not affected. The team did not identify a cross-cutting aspect for this finding because the finding did 
not reflect current licensee performance.
Inspection Report# : 2016007 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement and Maintain the Radiological Environmental Monitoring Program by 
Collecting Representative Samples from the Principal Food Pathways
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix I, Section IV(B), were 
identified by the inspectors for the licensee's failure to establish an appropriate surveillance and monitoring program in 
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order to provide data on measurable levels of radiation and radioactive materials in the environment to evaluate the 
relationship between quantities of radioactive material released in effluents and resultant radiation doses to individuals 
from principal pathways of exposure. This was an NRC identified finding for failure to implement and maintain the 
licensee's radiological environmental monitoring program (REMP) by collecting representative samples from the 
highest deposition coefficient (D/Q) quadrant locations during annual REMP sampling and collections of food products 
in 2015. On May 25, 2016, during a review of the station's annual radiological environmental operating report for 2015, 
the inspectors noted that the licensee documented missed samples in three out of four quadrants where the principal 
food pathways were grown within the 10 kilometers from the station and missed milk samples. The licensee's 
corrective actions included, but were not limited to, revising the applicable REMP procedures and investigating the 
possibility of growing the principal food pathways on the licensee's owner controlled area or other approved licensee 
property within the 10 kilometer site radius. 
The performance deficiency was determined to be of more than minor safety significance because it impacted the 
program and process attribute of the Public Radiation Safety Cornerstone and adversely affected the cornerstone 
objective of ensuring adequate protection of the public from radiation. Specifically, the licensee failed to implement 
effective sample collection from sample locations for food products from three of the major quadrants during annual 
REMP sampling and collections in 2015. The licensee's Offsite Dose Calculation Manual (ODCM), as written, did not 
meet 10 CFR Part 50, Appendix I, which requires the licensee to establish and provide data on measurable levels of 
radiation and radioactive materials in the site environs. The finding was determined to be of very low safety 
significance in accordance with IMC 0609, Appendix D, "Public Radiation Safety Significance Determination 
Process," because it only involved the licensee's REMP. The inspectors concluded that the cause of the issue involved a 
cross cutting component in the area of human performance, change management aspect, because the licensee did not 
use a systematic process for evaluating and implementing changes in their REMP sampling and collection program.
Inspection Report# : 2017002 (pdf)

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

Miscellaneous
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Initiating Events

Significance:  Dec 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
INADEQUATE CONTROL OF WELDING DURING FW SYSTEM PIPE REPLACEMENT
A finding of very low safety significance and an associated NCV of Title 10 of the Code of Federal Regulations (CFR), 
Part 50, Appendix B, Criterion IX, "Control of Special Processes," was identified by the inspectors for the licensee's 
failure to assure that thermocouple (TC) attachment welding was controlled and accomplished by qualified personnel 
using qualified procedures and to assure that the post-TC attachment weld removal non destructive examination (NDE) 
was incorporated into Work Order (WO) 01836557 that provided instructions to replace a pipe segment in the safety 
related portion of the feedwater (FW) system. The licensee corrective actions for this finding included documenting 
this issue as a potential violation of NRC requirements in Issue Report (IR) 02728742, removal of the unqualified 
welds, and issuing revisions to WO 01836557 that included licensee approved weld procedures and surface 
examinations of FW pipe affected by unqualified TC welds. This finding was determined to be of more than minor 
significance because it affected the Reactor Safety Initiating Events Cornerstone attribute of Equipment Performance 
and adversely affected the cornerstone objective of limiting the likelihood of events that upset plant stability and 
challenge critical safety functions during shutdown as well as power operations. In particular, if left uncorrected this 
issue would have the potential to lead to a more significant safety concern because it increased the likelihood of an 
operational challenge to the plant caused by a FW system line break induced by cracking initiated from unqualified 
welds. The inspectors determined the finding could be evaluated using the SDP in accordance with IMC 0609, 
"Significance Determination Process," Attachment 0609.04, "Initial Characterization of Findings," dated June 19, 2012, 
and Appendix A, "The Significance Determination Process for Findings At Power," Exhibit 1, "Initiating Events 
Screening Questions." Under Part B, "Transient Initiators," of the Exhibit 1 questions, the inspectors answered 'No' 
because the finding did not result in a reactor trip and/or loss of mitigation equipment relied upon to transition the plant 
from the onset of the trip to a stable shutdown condition. Therefore, this finding was screened as having very low safety 
significance (Green). This finding had a cross-cutting aspect of Field Presence in the cross-cutting area of Human 
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Performance since licensee managers failed to provide adequate oversight of site and vendor personnel to assure that 
the TC attachment welding was controlled and accomplished by qualified personnel using qualified procedures and to 
assure that the post-TC attachment weld removal NDE was incorporated into WO 01836557
Inspection Report# : 2016004 (pdf)

Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement Surveillance Frequency Program for the Deferral of a Technical Specification 
Surveillance
A finding of very low safety significance and an associated NCV of Technical Specification (TS) 5.5.19.b, 
"Surveillance Frequency Program," were identified by the inspectors for the failure to implement the requirements 
contained in the surveillance frequency control program when making a change to the specified frequency of TS 
Surveillance Requirement (SR) 3.3.1.11. On May 3, 2017, the licensee improperly deferred a TS required surveillance 
through the preventive maintenance deferral process due to a belief that it was a preventive maintenance activity and 
not an activity supporting a TS SR. The licensee captured this issue in their corrective action program (CAP) as Issue 
Report (IR) 4009050 with an action to reestablish the surveillance at an 18 month frequency and to perform it before 
the end of the Unit 2 refueling outage (RFO) A2R19. 
The performance deficiency was determined to be of more than minor safety significance because if left uncorrected it 
could lead to a more significant safety concern. The finding screened as being of very low safety significance (Green) 
because it did not result in the loss of operability or functionality of any system, structure, or component (SSC). The 
inspectors determined that this finding had a cross-cutting component in the area of human performance, work 
management aspect, because the licensee had failed to utilize a work process that included proper coordination with 
different groups or job activities. Specifically, licensee personnel conducting the deferral did not coordinate the activity 
with personnel in either the operations or regulatory assurance departments. Knowledgeable personnel in either of these 
station organizations could have identified that the wrong process for deferral was being utilized.
Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement Technical Specification Surveillance Frequency Requirements into 
Implementing Procedures
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," were identified by the inspectors for the licensee's failure to have appropriate 
implementing procedures for TS SR 3.9.3.2. Specifically, procedure BwIS NR 203, "Post Accident Neutron 
Monitoring System Discriminator Adjustment," did not provide for determining and checking the discriminator voltage 
for the system at an 18 month frequency, as specified by TS SR 3.9.3.2. The licensee captured this issue into their CAP 
as IR 4010147 with an action to revise the surveillance frequency to every 18 months for each channel. 
The performance deficiency was determined to be more than minor because it impacted the procedure quality attribute 
of the Mitigating Systems Reactor Safety Cornerstone. The finding screened as being of very low safety significance 
(Green) because it did not result in the loss of operability or functionality of any SSC. The licensee performed a review 
of the records associated with the last three years of operation and did not find any instances in which the post accident 
neutron monitors (PANMs) were used to satisfy TS 3.9.3, "Nuclear Instrumentation," requirements. No cross-cutting 
aspect was associated with this finding because it was confirmed not to be reflective of current licensee performance 
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due to the age of the performance deficiency.
Inspection Report# : 2017002 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement and Maintain the Radiological Environmental Monitoring Program by 
Collecting Representative Samples from the Principal Food Pathways
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix I, Section IV(B), were 
identified by the inspectors for the licensee's failure to establish an appropriate surveillance and monitoring program in 
order to provide data on measurable levels of radiation and radioactive materials in the environment to evaluate the 
relationship between quantities of radioactive material released in effluents and resultant radiation doses to individuals 
from principal pathways of exposure. This was an NRC identified finding for failure to implement and maintain the 
licensee's radiological environmental monitoring program (REMP) by collecting representative samples from the 
highest deposition coefficient (D/Q) quadrant locations during annual REMP sampling and collections of food products 
in 2015. On May 25, 2016, during a review of the station's annual radiological environmental operating report for 2015, 
the inspectors noted that the licensee documented missed samples in three out of four quadrants where the principal 
food pathways were grown within the 10 kilometers from the station and missed milk samples. The licensee's 
corrective actions included, but were not limited to, revising the applicable REMP procedures and investigating the 
possibility of growing the principal food pathways on the licensee's owner controlled area or other approved licensee 
property within the 10 kilometer site radius. 
The performance deficiency was determined to be of more than minor safety significance because it impacted the 
program and process attribute of the Public Radiation Safety Cornerstone and adversely affected the cornerstone 
objective of ensuring adequate protection of the public from radiation. Specifically, the licensee failed to implement 
effective sample collection from sample locations for food products from three of the major quadrants during annual 
REMP sampling and collections in 2015. The licensee's Offsite Dose Calculation Manual (ODCM), as written, did not 
meet 10 CFR Part 50, Appendix I, which requires the licensee to establish and provide data on measurable levels of 
radiation and radioactive materials in the site environs. The finding was determined to be of very low safety 
significance in accordance with IMC 0609, Appendix D, "Public Radiation Safety Significance Determination 
Process," because it only involved the licensee's REMP. The inspectors concluded that the cause of the issue involved a 
cross cutting component in the area of human performance, change management aspect, because the licensee did not 
use a systematic process for evaluating and implementing changes in their REMP sampling and collection program.
Inspection Report# : 2017002 (pdf)

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

Significance:  Dec 15, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to prevent Secondary Missiles Following a Postulated High Energy Line Break

The inspectors identified a finding of very low safety significance and an associated NCV of Title 10 of the Code of 
Federal Regulations (CFR) Part 50,

Appendix B, Criterion III, ?Design Control,? for the licensee?s failure to ensure that the design basis for the main steam 
safety valve (MSSV) room maintenance hatches was maintained. Specifically, the high energy line break (HELB) 
analysis performed for the MSSV rooms and steam tunnels prior to initial construction concluded that no secondary 
missiles were generated as a result of a HELB although maintenance hatches in the ceiling of the MSSV rooms were 
identified to become secondary missiles following a HELB in the MSSV rooms and steam tunnels. As part of their 
immediate corrective actions, the licensee entered this issue into their corrective action program (CAP) as AR 4075641 
and performed an operability evaluation.

The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Design Control and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In 
accordance with IMC 0609, ?Significance Determination Process,? Attachment 0609.04, ?Initial Characterization of 
Findings,? and Appendix A, ?The Significance Determination Process for Findings At-Power,? Exhibit 2, ?Mitigating 
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Systems Screening Questions,? the inspectors answered ?Yes? to Question 1, ?If the finding is a deficiency affecting 
the design or qualification of a mitigating SSC [Structure, System, and Component], does the SSC maintain its 
operability or functionality?? because the finding did not result in a loss of operability or functionality. Therefore, this 
finding was of very low safety significance. No cross-cutting aspect was assigned to this finding as it was not reflective 
of current performance.

Inspection Report# : 2017008 (pdf)

Significance:  Dec 15, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Blow Out Panel Design Control

The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, ?Design Control,? when the licensee originally designed the MSSV blow out panels in a manner that 
prevented them from functioning properly.  The licensee entered this issue into their CAP as AR 4075641 and 
corrected the design issue in March of 2009.

The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Design Control and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In 
accordance with IMC 0609, ?Significance Determination Process,? Attachment 0609.04, ?Initial Characterization of 
Findings,? and Appendix A, ?The Significance Determination Process for Findings At-Power,? Exhibit 2, ?Mitigating 
Systems Screening Questions,? the inspectors answered ?Yes? to Question 1, ?If the finding is a deficiency affecting 
the design or qualification of a mitigating SSC, does the SSC maintain its operability or functionality?? because the 
finding did not result in a loss of operability or functionality. Therefore, this finding was of very low safety 
significance. No cross-cutting aspect was assigned to this finding as it was not reflective of current performance.

Inspection Report# : 2017008 (pdf)

Significance:  Dec 15, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Correct Errors in Design Analysis for Main Steam Line Break in Main Steam Tunnel

. The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, ?Corrective Action,? when the licensee failed to promptly correct errors in the design 
analysis for a main steam line break in the main steam tunnel. As part of their immediate corrective actions, the 
licensee entered this issue into their CAP as AR 4075641 and completed an operability evaluation.
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The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Design Control and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In 
accordance with IMC 0609, ?Significance Determination Process,? Attachment 0609.04, ?Initial Characterization of 
Findings,? and Appendix A, ?The Significance Determination Process for Findings At-Power,? Exhibit 2, ?Mitigating 
Systems Screening Questions,? the inspectors answered ?Yes? to Question 1, ?If the finding is a deficiency affecting 
the design or qualification of a mitigating SSC, does the SSC maintain its operability or functionality?? because the 
finding did not result in a loss of operability or functionality. Therefore, this finding was of very low safety 
significance. No cross-cutting aspect was assigned to this finding as it was not reflective of current performance.

Inspection Report# : 2017008 (pdf)

Significance:  Dec 15, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Untimely Corrective Action for Secondary Missiles

The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, 
Appendix B, Criterion XVI, ?Corrective Action,? when the licensee failed to promptly address the identification of 
secondary missiles following a High Energy Line Break event. As part of their immediate corrective actions, the 
licensee entered this issue into their CAP as AR 4075641 and performed an operability evaluation.

The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Design Control and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In 
accordance with IMC 0609, ?Significance Determination Process,? Attachment 0609.04, ?Initial Characterization of 
Findings,? and Appendix A, ?The Significance Determination Process for Findings At-Power,? Exhibit 2, ?Mitigating 
Systems Screening Questions,? the inspectors answered ?Yes? to Question 1, ?If the finding is a deficiency affecting 
the design or qualification of a mitigating SSC, does the SSC maintain its operability or functionality?? because the 
finding did not result in a loss of operability or functionality. Therefore, this finding was of very low safety 
significance. No cross-cutting aspect was assigned to this finding as it was not reflective of current performance.

Inspection Report# : 2017008 (pdf)

Significance:  Dec 15, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inaccurate Analysis of Record

The inspectors identified a finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix 
B, Criterion III, ?Design Control,? when the licensee failed to maintain an accurate and up-to-date analysis of record 
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for a postulated HELB in the MSSV rooms and steam tunnels. As part of their immediate corrective actions, the 
licensee entered this issue into their CAP as AR 4075641 and performed an operability evaluation. 

The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Design Control and adversely affected the cornerstone objective of ensuring the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences (i.e., core damage). In 
accordance with IMC 0609, ?Significance Determination Process,? Attachment 0609.04, ?Initial Characterization of 
Findings,? and Appendix A, ?The Significance Determination Process for Findings At-Power,? Exhibit 2, ?Mitigating 
Systems Screening Questions,? the inspectors answered ?Yes? to Question 1, ?If the finding is a deficiency affecting 
the design or qualification of a mitigating SSC, does the SSC maintain its operability or functionality?? because the 
finding did not result in a loss of operability or functionality. Therefore, this finding was of very low safety 
significance. No cross-cutting aspect was assigned to this finding as it was not reflective of current performance.

Inspection Report# : 2017008 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement Surveillance Frequency Program for the Deferral of a Technical Specification 
Surveillance
A finding of very low safety significance and an associated NCV of Technical Specification (TS) 5.5.19.b, 
"Surveillance Frequency Program," were identified by the inspectors for the failure to implement the requirements 
contained in the surveillance frequency control program when making a change to the specified frequency of TS 
Surveillance Requirement (SR) 3.3.1.11. On May 3, 2017, the licensee improperly deferred a TS required surveillance 
through the preventive maintenance deferral process due to a belief that it was a preventive maintenance activity and 
not an activity supporting a TS SR. The licensee captured this issue in their corrective action program (CAP) as Issue 
Report (IR) 4009050 with an action to reestablish the surveillance at an 18 month frequency and to perform it before 
the end of the Unit 2 refueling outage (RFO) A2R19. 
The performance deficiency was determined to be of more than minor safety significance because if left uncorrected it 
could lead to a more significant safety concern. The finding screened as being of very low safety significance (Green) 
because it did not result in the loss of operability or functionality of any system, structure, or component (SSC). The 
inspectors determined that this finding had a cross-cutting component in the area of human performance, work 
management aspect, because the licensee had failed to utilize a work process that included proper coordination with 
different groups or job activities. Specifically, licensee personnel conducting the deferral did not coordinate the activity 
with personnel in either the operations or regulatory assurance departments. Knowledgeable personnel in either of these 
station organizations could have identified that the wrong process for deferral was being utilized.
Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement Technical Specification Surveillance Frequency Requirements into 
Implementing Procedures
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix B, Criterion V, 
"Instructions, Procedures, and Drawings," were identified by the inspectors for the licensee's failure to have appropriate 
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implementing procedures for TS SR 3.9.3.2. Specifically, procedure BwIS NR 203, "Post Accident Neutron 
Monitoring System Discriminator Adjustment," did not provide for determining and checking the discriminator voltage 
for the system at an 18 month frequency, as specified by TS SR 3.9.3.2. The licensee captured this issue into their CAP 
as IR 4010147 with an action to revise the surveillance frequency to every 18 months for each channel. 
The performance deficiency was determined to be more than minor because it impacted the procedure quality attribute 
of the Mitigating Systems Reactor Safety Cornerstone. The finding screened as being of very low safety significance 
(Green) because it did not result in the loss of operability or functionality of any SSC. The licensee performed a review 
of the records associated with the last three years of operation and did not find any instances in which the post accident 
neutron monitors (PANMs) were used to satisfy TS 3.9.3, "Nuclear Instrumentation," requirements. No cross-cutting 
aspect was associated with this finding because it was confirmed not to be reflective of current licensee performance 
due to the age of the performance deficiency.
Inspection Report# : 2017002 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety
Public Radiation Safety

Significance:  Nov 02, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Implement Adequate Radiological Controls for Treated Liquid Radioactive Effluents Containing 
Tritium

 The inspectors identified a finding of very low safety significance and an associated NCV of Title 10 of the Code of 
Federal Regulations (CFR), Part 20.1406(c), when the licensee failed to conduct operations to minimize the 
introduction of residual radioactivity onto the site. Specifically, the licensee failed to identify and evaluate the 
environmental risk and control work practices with a credible mechanism to prevent spills and leaks from reaching 
groundwater at the circulating water blowdown (CWBD) area, a radiologically unrestricted area in the licensee?s owner 
controlled area. Specifically, tritium contaminated sump water was intermittently pumped to the environs. The licensee 
documented this finding in their corrective action program (CAP) as Issue Report (IR) 4020644.

The failure to conduct operations and control work practices with a credible mechanism to prevent spills and leaks to 
reach groundwater and minimize residual radioactivity onto the site represented a licensee performance deficiency. The 
performance deficiency was of more than minor significance because it was associated with the Program and Process 
attribute of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective of ensuring the 
adequate protection of public health and safety from exposure to radioactive materials released into the public domain 
as a result of routine civilian nuclear reactor operation. In accordance with IMC 0609, Appendix D, ?Public Radiation 
Safety Significance Determination Process,? the finding was determined to be of very low safety significance (Green) 
because the issue involved a radioactive effluent release, but did not: (1) represent a substantial failure to implement the 
radioactive effluent release program; or (2) result in public exposure that exceeded the dose values in Appendix I to 10 
CFR Part 50 and/or 10 CFR 20.1301(e) limits. The inspectors determined that this finding had a cross-cutting 
component in the area of Human Performance, in the aspect of Challenging the Unknown, because licensee personnel 
did not stop when faced with uncertain conditions or evaluate and manage risk before proceeding.

Inspection Report# : 2017003 (pdf)

Page 5 of 6NRC: Braidwood 1 – Quarterly Plant Inspection Findings

04/18/2018https://www.nrc.gov/reactors/operating/oversight/brai1/brai1-pim.html



Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Implement and Maintain the Radiological Environmental Monitoring Program by 
Collecting Representative Samples from the Principal Food Pathways
A finding of very low safety significance and an associated NCV of 10 CFR Part 50, Appendix I, Section IV(B), were 
identified by the inspectors for the licensee's failure to establish an appropriate surveillance and monitoring program in 
order to provide data on measurable levels of radiation and radioactive materials in the environment to evaluate the 
relationship between quantities of radioactive material released in effluents and resultant radiation doses to individuals 
from principal pathways of exposure. This was an NRC identified finding for failure to implement and maintain the 
licensee's radiological environmental monitoring program (REMP) by collecting representative samples from the 
highest deposition coefficient (D/Q) quadrant locations during annual REMP sampling and collections of food products 
in 2015. On May 25, 2016, during a review of the station's annual radiological environmental operating report for 2015, 
the inspectors noted that the licensee documented missed samples in three out of four quadrants where the principal 
food pathways were grown within the 10 kilometers from the station and missed milk samples. The licensee's 
corrective actions included, but were not limited to, revising the applicable REMP procedures and investigating the 
possibility of growing the principal food pathways on the licensee's owner controlled area or other approved licensee 
property within the 10 kilometer site radius. 
The performance deficiency was determined to be of more than minor safety significance because it impacted the 
program and process attribute of the Public Radiation Safety Cornerstone and adversely affected the cornerstone 
objective of ensuring adequate protection of the public from radiation. Specifically, the licensee failed to implement 
effective sample collection from sample locations for food products from three of the major quadrants during annual 
REMP sampling and collections in 2015. The licensee's Offsite Dose Calculation Manual (ODCM), as written, did not 
meet 10 CFR Part 50, Appendix I, which requires the licensee to establish and provide data on measurable levels of 
radiation and radioactive materials in the site environs. The finding was determined to be of very low safety 
significance in accordance with IMC 0609, Appendix D, "Public Radiation Safety Significance Determination 
Process," because it only involved the licensee's REMP. The inspectors concluded that the cause of the issue involved a 
cross cutting component in the area of human performance, change management aspect, because the licensee did not 
use a systematic process for evaluating and implementing changes in their REMP sampling and collection program.
Inspection Report# : 2017002 (pdf)

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