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NUCLEAR REGULATORY COMMISSION 


REGION I 

475 ALLENDALE ROAD 


KING OF PRUSSIA, PENNSYLVANIA 19406-1415 


April 2, 2010 

Mr. David Heacock 
President and Chief Nuclear Officer 
Dominion Resources 
5000 Dominion Boulevard 
Glen Allen, VA 23060-6711 

SUBJECT: 	 MILLSTONE POWER STATION - NRC PROBLEM IDENTIFICATION AND 

RESOLUTION INSPECTION REPORT 05000336f2010006 AND 

05000423f2010006 


Dear Mr. Heacock: 

On February 25.2010, the U.S. Nuclear Regulatory Commission (NRC) completed an 
inspection at your Millstone Power Station Unit 2 and Unit 3. The enclosed inspection report 
documents the inspection results, which were discussed on February 25,2010. with 
Mr. A. J. Jordan, and other members of your staff. 

This inspection was an examination of activities conducted under your license as they relate to 
the identification and resolution of problems, and compliance with the Commission's rules and 
regulations and conditions of your license. Within these areas, the inspection involved 
examination of selected procedures and representative records, observations of activities, and 
interviews with personnel. 

On the basis of the sample selected for review, there were no findings of significance identified 
during this inspection. The team concluded that Dominion was generally effective in identifying, 
evaluating, and resolving problems. Dominion personnel identified problems and entered them 
into the corrective action program at a low threshold. Dominion prioritized and evaluated issues 
commensurate with their safety significance and corrective actions were generally implemented 
in a timely manner. However, some examples of minor problems were identified, including 
conditions adverse to quality that were not being entered into the corrective action program, 
condition report evaluations that were not properly prioritized or contained weaknesses, and 
corrective actions that were not fully effective. 
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In accordance with 10 CFR 2.390 of the NRC's "Rules of Practice," a copy of this letter, its 
enclosure, and your response (if any) will be available electronically for public inspection in the 
NRC Public Document Room or from the Publicly Available Records (PARS) component of the 
NRC's document system (ADAMS). ADAMS is accessible from the NRC Web Site at 
http://www.nrc.gov/reading-rm/adams.html(the Public Electronic Reading Room). 

nf~~--
Donald E. Ja n, Chief 
Projects Branch 5 
Division of Reactor Projects 

Docket Nos. 50-336,50-423 
License Nos. DPR-65, NPF-49 

Enclosure: 	 Inspection Report 05000336/2010006 and 05000423/2010006 
w/Attachment: Supplemental Information 

ccw/encl: Distribution via ListServ 

http://www.nrc.gov/reading-rm/adams.html(the
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SUMMARY OF FINDINGS 

IR 05000336/2010006 and 05000423/2010006; 02/08/10 - 02125/10; Millstone Power Station 
Unit 2 and Unit 3; Baseline Inspection of the Identification and Resolution of Problems. 

This NRC team inspection was performed by one resident inspector and three regional 
inspectors. No findings of significance were identified. The NRC's program for overseeing the 
safe operation of commercial nuclear power reactors is described in NUREG-1649, "Reactor 
Oversight Process," Revision 4, dated December 2006. 

Identification and Resolution of Problems 

The team concluded that Dominion was generally effective in identifying, evaluating, and 
resolving problems. Workers identified problems, entered them into the corrective action 
program at a low threshold, and prioritized issues commensurate with the safety significance. 
For most cases, Dominion appropriately screened issues for operability and reportability and 
performed causal analyses that appropriately considered extent of condition, generic issues, 
and previous occurrences. Corrective actions taken to address the problems identified in 
Dominion's corrective action process were typically implemented in a timely manner. However, 
some examples of minor problems were identified, including conditions adverse to quality that 
were not being entered into the corrective action program, condition report evaluations that were 
not properly prioritized or contained weaknesses, and corrective actions that were not fully 
effective. 

The team concluded that. in general, Dominion adequately identified, reviewed, and applied 
relevant industry operating experience to Millstone operations. In additioo, based on those 
items selected for review by the team. Dominion's audits and self-assessments were thorough 
and probing. 

Based on the interviews the team conducted over the course of the inspection, observations of 
plant activities, and reviews of individual corrective action program and employees concerns 
program issues, the team did not identify any concerns that site personnel were not willing to 
raise safety issues, nor did they identify conditions that could have had a negative impact on the 
site's safety conscious work environment. 

NRC-Identified and Self-Revealing Findings 

No findings of significance were identified. 

Other Findings 

A violation of very low safety significance, identified by Dominion, was reviewed by the team. 
Corrective actions taken or planned by Dominion have been entered into Dominion's corrective 
action program. This violation and the corrective action tracking number are documented in 
Section 40A7 of this report. 
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REPORT DETAILS 


4. OTHER ACTIVITIES (OA) 

40A2 Problem Identification and Resolytion (711528) 

Assessment of the Corrective Action Program Effectiveness 

a. Inspection Scope 

The team reviewed the procedures that describe Dominion's Corrective Action Program 
(CAP) at Millstone Power Station Unit 2 and Unit 3. Dominion identified problems for 
evaluation and resolution by initiating and processing condition reports (CR) using the 
Central Reporting System. Condition Reports were screened for operability and 
reportability, were aSSigned a significance level (1, most significant to 4, least 
significant), and were assigned a level of evaluation (based on significance level and 
type of deviating condition). When maintenance was necessary to correct a problem, 
the work management process was used to generate work orders. 

To assess the effectiveness of the CAP at MlIIstone, the team reviewed performance in 
three primary areas; problem identification, prioritization and evaluation, and corrective 
action implementation. The team compared performance in these three areas to the 
requirements and standards contained in 10 CFR 50, Appendix 8. Criterion XVI. 
"Corrective Action," and Dominion procedure, PI-AA-200, "Corrective Action." The 
scope of the team's review for each of these areas is described below. The CRs and 
other documents reviewed for the inspection are listed in the Attachment. 

Effectiveness of Problem Identification 

The team reviewed a sample of CRs identified since the last NRC problem identification 
and resolution inspection performed in February 2008. The team considered risk 
insights from the station's risk analysis and ensured that the selected CRs were 
appropriately distributed across the seven cornerstones of safety and were 
representative of deficiencies in the emergency preparedness. engineering, 
maintenance, operations, chemistry, physical security, and radiation protection functional 
areas. The team expanded the corrective action review to five years for evaluation of 
the Millstone 2 service water system. 

The team selected items from various processes at Millstone to verify that they were 
appropriately considered for entry into the CAP. Specifically, the team reviewed a 
sample of selfKassessments, audits, corrective and preventive maintenance work orders, 
operator and security Jogs, completed tests, and system health reports. The team 
completed several risk-informed field walkdowns of the accessible portions of safety
related and important to safety systems and components at both units to ensure that 
Dominion identified issues at an appropriate threshold. The team also toured various 
security posts to assess the material condition, equipment and personnel readiness, and 
CAP engagement. The team observed several shift turnover meetings in the control 
room and portions of eqUipment operator daily rounds to assess Dominion's problem 
identification. 
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The team also verified that issues identified through internal self-assessments and 
audits and the operating experience (OpE) program were entered into the CAP for 
evaluation and resolution, as appropriate. 

Effectiveness of Prioritization and Evaluation of Issues 

To assess Dominion's effectiveness in the prioritization of issues, the team observed 
several daily CR Review Team (CRT) screening meetings during the onsite weeks and 
reviewed the associated CR packages. During these daily meetings, the CRT members 
reviewed new CRs for priority, significance, and department assigned. 

The issues and CRs reviewed encompassed the full range of evaluations, including root 
cause evaluations (RCE) and apparent cause evaluations (ACE). Condition reports that 
were assigned lower levels of significance and did not include formal cause evaluations 
were also reviewed by the team to ensure they were appropriately classified and 
processed. The team's review included determining the appropriateness of the assigned 
significance, the scope and depth of the causal analysis, and the timeliness of 
resolution. The team assessed whether the evaluations identified likely causes for the 
issues and whether Dominion developed appropriate corrective actions to address the 
identified causes. Further, the team reviewed eqUipment operability determinations, 
reportability assessments, and extent-of-condition reviews for selected problems to 
verify these evaluations adequately addressed equipment operability, reporting of issues 
to the NRC, and the extent of problems. 

Finally, the team reviewed Corrective Action Review Board (CARB) actions and 
attended two CARB meetings during the inspection. DuringCARB meetings, Dominion 
managers review RCEs and certain ACEs, review associated corrective action 
assignments, and assess corrective action effectiveness. 

Effectiveness of Corrective Actions 

The team reviewed completion of corrective actions for a sample of CRs issued since 
the last NRC problem identification and resolution inspection (February 2008) to 
determine whether the actions addressed the identified causes of the problems. 
Corrective actions were verified to have been completed through documentation, and, in 
some cases, field walkdowns. The team also reviewed a sample of CR corrective 
actions that were open for greater than two years. The team selected these items based 
on risk significance. verified appropriate interim actions were in place and that the basis 
for not completing the remaining corrective actions were appropriately justified and 
documented. 

The team reviewed CRs for adverse trends and repetitive problems to determine 
whether corrective actions were effective in addressing broader issues. The team 
reviewed Dominion's timeliness in implementing corrective actions and effectiveness in 
preventing recurrence for significant conditions adverse to quality. The team also 
reviewed a sample of CRs associated with selected NRC non-cited violations (NCV) and 
findings to verify that Dominion properly evaluated and resolved these issues. In 
addition, the corrective action review was expanded to five years to evaluate Dominion's 
actions related to system performance issues identified for the Millstone 2 service water 
system. 
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b. 	 Asse§sment 

Effectiveness of Problem Identification 

The team concluded that, in general, Dominion identified problems and entered them 
into the CAP at a low threshold. Station workers accurately characterized and 
documented problems in CRs. The team observed that the CRT members appropriately 
challenged those CRs that lacked relevant or sufficient information. The team also 
observed that Dominion trended equipment performance and programmatic issues in 
order to identify emerging issues at a low level. 

Based on the results of plant tours, the team found that Dominion maintained acceptable 
standards for housekeeping, cleanliness, and material condition with very few 
exceptions. The team found the boric acid corrosion control program was effective in 
identifying and resolving leaks. Workers identified boric acid issues at a low threshold 
and took actions to minimize boric acid deposit buildup. In addition, the team found fire 
doors to be generally well maintained and functional. Some minor challenges were 
identified by the team relative to hardware deficiency tags (some remained in place, 
however, the work had been completed) and the use of catch containers for leaks (some 
were in place without an associated deficiency tag or CR reference). The team noted 
that deficiency tags and catch containers left hanging after work completion potentially 
mask repeat or additional degraded conditions should they occur in the area. Dominion 
initiated CR 369332 to evaluate this issue. 

The team noted some instances where conditions adverse to quality were not entered 
into the corrective action program. Examples are as follows: 

• 	 Maintenance documented an ·unanticipated failure" of a jacket water (JW) banjo bolt 
on emergency diesel generator (EDG) 3B in work order (WO) 53102270827; 
however, Dominion reviewed and closed the WO without taking any additional 
actions (see Section 40A2.1.c for additional details). 

• 	 On December 15, 2009, maintenance implemented WO 53102283742 to address a 
120 drop per minute JW leak on the No. 1 cylinder cooling water jumper that 
operators identified during an October 2009 test on EDG3B. Dominion proactively 
planned for and replaced the gaskets and o-rings on all 14 cylinders (not just the 
leaking one). Maintenance documented the as-found condition on EDG 38 as 
"reliability degraded" and noted that the gaskets and o-rings on al/ the cylinder water 
jumpers were hard and brittle. Dominion reviewed and closed the WO without taking 
any additional actions. The team inquired about the extent-of-condition relative to 
the redundant EDG 3A and was informed that Dominion had previously replaced all 
the gaskets and o-rings on EDG 3A during its 10-year preventive maintenance 
overhaul in 2003. In response to the team's questions, on February 24, 2010, 
Dominion initiated CR 369971 to identify that 1 O-year preventive maintenance on 
EDG 38 had not been performed (should have been done circa 2003). Based upon 
the information reviewed, including a review of EDG 38 performance, the team did 
not identify any EDG 3B failures since 2003 that could be attributed to the missed 
10-year preventive maintenance activity. Based upon the guidance in IMC 0612, 
Appendix E, "Examples of Minor Issues," the team determined that Dominion's 
failure to perform the recommended preventive maintenance on EDG 38 was not a 
more than minor performance deficiency because EDG operability was not impacted. 
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• 	 In December 2009, maintenance documented in WO 53102283742 that the as-found 
EDG 36 mechanical governor speed setting was 22.3 and the as-left governor 
setting was 22.7. Dominion reviewed and closed the WO without taking any 
additional actions. Since maintenance changed the mechanical governor setting as 
part of the EDG run-in activity, the team assessed the operability of the EDG. The 
normal monthly EDG test was used as the post-maintenance test for the 
maintenance, but it did not verify governor response to confirm the design basis 
loading capability of the EDG. The team determined that maintenance did not 
comply with procedure MP 3720CD. "Slow Speed Start and Run-In of EDG Following 
Maintenance," which instructed technicians to ensure the mechanical governor 
speed control as-left setting was the same as its as-found position, or if different, to 
forward the as-left setting to Operations. As a result of the technicians' failure to 
follow MP 3720CD and an ineffective review of the WO documentation, the as-left 
EDG mechanical governor setting was not assessed for EDG continued operability. 
In response, engineering determined that the EDG operability was not adversely 
impacted due to the small magnitude of the setting discrepancy and the fact that the 
mechanical governor is a backup to the electronic governor speed control, which had 
remained fully functional. Based upon the guidance in !MC 0612, Appendix E, 
"Examples of Minor Issues," the team determined that Dominion's failure to 
adequately control and evaluate EDG 38 mechanical governor setting was not a 
more than minor performance deficiency because EDG operability was not impacted 
in this case. Dominion initiated CR 370621 for this issue. 

Effectiveness of Prioritization and Evaluation of Issues 

The team found that, in general, Dominion appropriately prioritized and evaluated issues 
commensurate with the safety significance of the identified problem. CRs were screened 
for operability and reportability, categorized by significance, and assigned to a 
department for evaluation and resolution. In addition, the CRT members considered 
human performance Issues, radiological safety concerns, repetitiveness. and potential 
adverse trends during their review of CRs. 

The team found that causal analyses appropriately considered extent~of·condition, 
generic issues, and previous occurrences. Dominion's RCEs and ACEs were generally 
thorough and accurate, and the associated corrective and preventive actions addressed 
the identified causes. The corrective actions were adequately tracked within the CAP, 
and were generally implemented in a timely manner. 

The team identified some minor weaknesses associated with issue prioritization and 
evaluation of issues, which are listed below: 

• 	 . The team identified an instance where Dominion did not thoroughly evaluate a 
potentially degraded condition related to the "C' phase of the Unit 3 main generator 
breaker that failed in December 2009. In June 2009, the control room received a 
mechanical closing disagreement alarm on the main generator breaker. After an 
initial verification of plant conditions with limited instrumentation in the vicinity of the 
breaker and discussions with the vendor and another nuclear facility, Dominion 
concluded that the alarm was false even though they could not confinn that the alarm 
did not indicate a degraded condition. Dominion did not consider additional actions 
to thoroughly evaluate this potentially degraded condition, such as thermography or 
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long term monitoring in response to the disagreement alarm. However, there was no 
conclusive indication that the June 2009 alarm was directly related to the December 
2009 breaker failure, so no performance deficiency was identified. 

• 	 The team noted that Dominion did not adequately prioritize the corrective action (CA 
142992) to overhaul or replace the Unit 2 turbine driven auxiliary feedwater (TDAFW) 
pump steam trap (ST-156). On July 24. 200S, the TDAFW pump oversped and 
tripped during a steam supply valve test. Dominion determined that the apparent 
cause of the overspeed event was the inability of ST-156 to effectively remove 
condensate from the TDAFW steam supply line. The assigned corrective action for 
this apparent cause was to overhaul or replace the steam trap because it was not 
operating properly. Dominion originally prioritized this action as a medium priority 
and established a 90 day due date. As the action approached its original due date of 
November 11, 200S, the action was re-characterized as a long term corrective action 
and the due date was extended to January 2009. The team noted that Dominion 
extended this corrective action numerous additional times prior to another TDAFW 
overspeed event that occurred on July 24, 2009. Dominion identified the inability of 
ST-156 to effectively remove condensate from the TDAFW steam supply line as the 
apparent cause and self-identified their less than adequate corrective actions for the 
2008 trip. The team noted that the overspeed event in July 2009 resulted in 
approximately 22 hours of unplanned unavailability on the TDAFW. (See Section 
40A7 for documentation of the associated licensee-identified violation). 

Effectiveness of Corrective Actions 

The team concluded that corrective actions for identified deficiencies were typically 
conducted in a timely fashion and were adequately implemented. Administrative controls 
were in place to ensure that corrective actions were completed as scheduled and 
reviews were performed to ensure the actions were implemented as intended. In some 
cases, Dominion appropriately self-identified ineffective or improper closeout of 
corrective actions and re-entered the issue into the CAP for further action. For 
significant conditions adverse to quality, the team noted that Dominion's actions were 
comprehensive and thorough. and generally successful at preventing recurrence. The 
team also concluded that Dominion performed in-depth effectiveness reviews for 
significant issues to verify that implemented corrective actions were effective. The 
CARB meetings observed by the team were characterized by probing and critical 
reviews of completed CR evaluations and aSSOCiated corrective actions. 

Performance in the area of long-standing issues was, in general, adequate. The team 
noted that Dominion effectively addressed a long-standing degraded condition that had 
repeatedly impacted the Unit 2 charging pumps. Due to the potential for gas binding of 
the charging pumps, Dominion replaced a/l previously installed nitrogen filled bladder 
equipped pulsation dampeners with large, spherical liquid filled pulsation dampeners. 
The team noted that the new pulsation dampeners also eliminated several related 
operator burdens, including additional compensatory charging pump pressure decay 
tests. There were, however, some long-standing problems for which corrective actions, 
to date, have not been fully effective: 

• 	 The team reviewed three root cause evaluation reports associated with the Unit 2 
and Unit 3 circulating water pumps (Unit 2 CR 04-05733, Unit 2 M-OS-00753, and 
Unit 3 RCE-07-11S13). The individual evaluations were generally thorough. and 
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appropriately considered extent-of-condition, generic issues. industry operating 
experience, and previous occurrences. However, Dominion recently completed a 
study that determined that excessive component outage time for circulating water 
pumps and motors results in a single point vulnerability for the circulating water 
system and required corrective action (CR 109596). The r,t and 2nd Quarter 2009 
health reports for the circulating water system revealed that the rating was "Yellow" 
for Unit 2 due to pump failure trends, increasing adverse impacts on reliability and 
resources, and an increasing number of modifications to compensate for graphitic 
corrosion aging of the pump casings. While not specifically covered in this 
inspection, on February 26, 2010 (See NRC Inspection Report 05000423/2010002). 
operators initiated a manual reactor trip of Unit 2 due to a loss of an circulating water 
to one of the main condenser waterboxes. The '0' pump was out-of-service to 
facilitate maintenance work in the '0' pump bay. While preparations were being 
made to de-water the '0' pump bay, a high screen differential pressure occurred on 
the 'C' circulating water pump screen due to storm conditions, and the 'C' pump 
tripped automatically. The loss of both ofthese pumps required the operators to 
manually trip the Unit 2 reactor in accordance with plant procedures. The team 
concluded that unscheduled pump overhauls, increased maintenance activities and 
increased failure rates of the Unit 2 circulating water pumps due to long-term issues 
continued to cause increased system unavailability and resulting challenges. 

• 	 The east 480 VAC vital switchgear room fan discharge damper (2-HV-274), which is 
safety-related. has had several issues, including CR 03-08199 (damper found failed), 
CR 06-06396 (missed preventive maintenance), CR 06-06182 (damper 2-HV-274 
stuck shut), and CR 367451 (broken control linkages and a preventive maintenance 
deferral which resulted in a failure). This damper is normally closed and opens when 
the associated fan starts to provide airflow to the vital switchgear room. The failure 
of this damper only causes a loss of a redundant ventilation system train in the east 
480 VAC switchgear room, which is serviced by two ventilation systems. Dominion 
established appropriate compensatory actions each time the 2-HV-274 damper 
failed. 

The team's review of the associated CRs revealed that this damper has a history of 
failures and that preventive maintenance deferrals have contributed to some of these 
failures since 2003. Dominion recognized that the damper has not been weI/
maintained and requires replacement; and replacement of the damper is planned per 
work order 53M2-07-08994. 

The team concluded that performing required preventive maintenance activities 
beyond the prescribed intervals has increased the failure rate of damper 2-HV-274 
due to long-term material degradation issues. However, individual damper failures 
have not resulted in associated Maintenance Rule functional failures due to 
component and design redundancy. Based upon the guidance in IMC 0612, 
Appendix E, "Examples of Minor Issues," the team determined that this issue was not 
a more than minor performance deficiency because switchgear room ventilation was 
not rendered inoperable due to individual component failures. 

• 	 The team noted that operations at Unit 2 and Unit 3 have made some progress in 
their configuration control improvement plan; however, configuration control issues 
continued. Operations self-identified that actions from a 2006 ACE (CR 06-8350) I, 
were not fully effective eliminating all their configuration control challenges. In 
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January 2008, operations initiated CR 08-00914 to perform industry benchmarking 
and to take additional actions focused on improving their configuration control 
performance. The team noted that operations completed the majority of the actions 
stemming from this self-critical trend review CR; however, Dominion extended the 
due date for one of the action items and re-assigned the task numerous times over 
the past two years (current due date is April2010). The original action item was to 
conduct plant walkdowns to identify and then proactively protect (cover) all switche~ 
that were deemed bump hazards. The team did not identify any sensitive switches r 
on the targeted list that factored into any plant events since January 2008; however, 
the team noted that Dominion did not properly prioritize this assignment given 

configuration control challenges at both units. 


c. Findings 

Unit 3 Degraded 8anjo 80lts on Emergency Diesel Generator 38 

Introduction: An unresolved item (URI) was identified because additional information 

from Dominion and additional NRC review and evaluation is needed to assess the 

existence of a performance deficiency and its associated characterization (Le., more 

than minor, and whether the issue constitutes a violation). 


During the conduct of 38 EDG routine testing on February 11, 2010, a significant JW 

system leak occurred at a JW fitting to one of the 14 EDG cylinders. These fittings are 

referred to as "banjo bolts· due to their physical configuration resembling a bolt through 

the body of a banjo. 


Description: On July 22,2009, Dominion initiated CR 343051 to address minor JW 

leakage from the No. 13 cylinder on EDG 38. Dominion estimated the leak rate at 

approximately 60 drops per minute and determined that it did not have the potential to 

impact EDG operability. Dominion closed the CR to WO 53102270827. On September 

22, 2009, operators tagged out EDG 38 for preventive maintenance on the service water 

side of the heat exchangers (WO 53102241548). Maintenance completed the planned 

work on the EDG and operators completed their pre-job briefing for EDG post

maintenance testing. As operators were clearing tags and aligning the EDG for testing, 

maintenance called to report that during the performance of EDG minor maintenance 

under WO 53102283391 (to check the leak tightness of No. 13 cylinder banjo bolt), they 

had discovered that "the gasket appeared crushed or the JW fitting could be possibly 

cracked." They recommended that an immediate repair be pursued. Since the JW 

banjO bolt tightness check was performed as minor maintenance and not planned into 

the work window, there were no contingency parts on hand and a corrective 

maintenance work order was not ready in case of scope expansion. The emergent 

failure required draining the JW system and resulted in extending the EDG 38 

unavailability beyond the original planned unavailability (although still within the technical 

specification allowed outage time). On September 22, 2009, maintenance repaired the 

JW leak by replacing a degraded banjo bolt on No. 13 cylinder using the original banjo 

bolt WO 53102270827. Maintenance documented an "unanticipated failure" of the 

broken banjo bolt in the WO package. Operations and maintenance supervision 

reviewed and closed WO 53102270827 with no additional actions taken. 


On February 11, 2010, operations noted excessive JW leakage from No.3 cylinder 
during the EDG 38 monthly test, immediately declared the EDG inoperable, performed a 
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controlled shutdown of the EDG, and iniUated CR 368610. The team walked down EDG 
36 shortly after it was shut down and noted that operations had made an appropriate 
operability decision based on amount of JW that spilled on the floor and the magnitude 
of the JW leak rate with the EDG shutdown. Dominion determined that the JW leak was 
from a cracked banjo bolt. The cracked banjo bolt resulted in approximately 20 hours of 
unplanned unavailability on EDG 38. Maintenance replaced the banjo bolt on NO.3 
cylinder and operations declared theEDG operable on February 12 following post
maintenance testing. On February 22,2010, maintenance replaced the banjo bolts on 
all 14 cylinders on EDG 3B, resulting in approximately ten more hours of EDG 
unavailability. On February 23,2010, preliminary results from a magnetic particle 
inspection of the removed EDG 38 banjo bolts revealed seven additional cracked bolts 
(CR 369856). On February 23, 2010, maintenance replaced aI/ the banjo bolts on the 
redundant EDG 3A to address the extent-of-condition. Dominion's initial review of the 
banjo bolts removed from EDG 3A did not identify any degraded bolts similar to those 
removed from EDG 38. 

The team noted that Dominion took prompt and appropriate corrective actions following 
the emergent banjo bolt failure on February 11: however, the team identified that 
Dominion had not initiated a corrective action CR in September 2009 when they had 
identified the first failed banjo bolt. The team noted that this represented a missed 
opportunity to evaluate the deficiency within Dominion's CAP, and may have precluded 
the emergent EDG unavailability in February 2010. Specifically, Dominion procedure PI
M-200, "Corrective Action," Attachment 1, listed examples of conditions that require a 
CR, several of which were applicable to the "unanticipated failure" of the banjo bolt, 
including 1) deficiencies or adverse conditions identified during performance of work. 2) 
a component failure that is outside of what would normally be expected, and 3) 
documentation of eqUipment failures. The team identified that Dominion did not initiate a 
new CR for the increased JW leakage that potentially impacted EDG operability or for 
the failed bolt in September 2009, did not re-open and re-screen the July 2009 CR (CR 
343051), and did not initiate a CR to perform a Maintenance Rule (MR) functional failure 
evaluation for the banjO bolt failure. The team noted that the failure to initiate a CR for 
the failed banjo bolt was a missed opportunity because Dominion proactively addressed 
other JW leaks on EDG 38 during an additional planned unavailability in December 2009 
that required draining the JW system. If Dominion had evaluated the banjo bolt failure 
within their CAP, they may have inspected a sample of banjo bolts and/or proactively 
replaced all the banjo bolts on the 3B EDG during the December work window. 

On February 24. Dominion initiated CR 369962 to perform a MR evaluation for the banjo 
bolt failure discovered in September 2009. Based on the team's concerns, Dominion 
initiated CR 370566 for not identifying the degraded JW banjo bolt condition in the CAP 
in September 2009 and to evaluate their work order documentation review process to 
address potential generic concerns in this area. 

The team determined that the degraded condition identified in September 2009 (the 
broken banjo bolt) was unantiCipated and represented an operability concern in contrast 
to the relatively minor JW leak identified in July 2009. Also the team was concerned that 
the failure to document the September 2009 failure and take actions to prevent 
recurrence could have allowed the February 2010 failure during surveillance testing. 
However, the team concluded that additional information is needed to fully evaluate and 
characterize the potential performance deficiency. An unresolved item is an issue of 
concern about which more information is required to determine if a performance 
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deficiency exists, if the performance deficiency is more than minor, or if the issue of 
concern constitutes a violation. Therefore, this issue will be treated as an URI. 
Information necessary to complete the NRC's review is as follows: 

• 	 The failure mechanism of the banjo bolts, including common cause{s); 
• 	 Dominion's assessment of EDG 38 prior operability (Le., prior to the February 11 

monthly test). including the associated reportability determination; 
• 	 Confirmation of maintenance history for banjo bolts on both EDG 3A and 38 

(Le., preventive maintenance such as torquing, repairs for leaks, replacement, etc.); 
• 	 Assessment regarding the extensive degradation of banjo bolts on EDG 38 (9 out of 

14) VS. none on EDG 3A; and 
• 	 Dominion's assessment/communication regarding 10 CFR Part 21 applicability. 

Upon availability of the above information, additional NRC review will be required to 
independently assess Dominion's associated causal analyses for the issue, and 
determine the appropriate characterization. Specifically, the NRC will assess 1) whether 
the issue was reasonably within Dominion's ability to foresee and correct prior to 
February 2010,2) the banjo bolt failure mechanism, 3) EDG fault exposure, and 4) any 
associated violations. (URI 05000423/2010006-01, Broken Jacket Water Banjo Bolt 
Adversely Impacted EDG 3B Operability). 

. 2 Assessment of the Use of Operating Experience 

a. 	 Inspection Scope 

The team selected a sample of industry operating experience (OpE) issues to confirm 
that Dominion evaluated OpE information for applicability to Millstone and took 
appropriate actions when warranted. The team reviewed OpE documents to verify that 
Dominion properly considered the underlying problems associated with the issues for 
resolution using the corrective action and OpE programs. The team also observed CRT 
and CARB meetings to determine if industry OpE was considered during the CR 
screening and resolution processes. The documents reviewed are included in the 
Attachment to this report. 

b. 	 Assessment 

The team determined that Dominion appropriately considered and evaluated OpE 
information for applicability to Millstone, and used the information to develop corrective 
actions to prevent similar problems. Overall, the team concluded that Dominion 
appropriately applied and incorporated relevant OpE insights into station operations. 
Dominion also appropriately screened issues at Millstone for external OpE distribution. 

The team observed that OpE was routinely considered during the performance of plant 
activities. For example, Millstone personnel routinely discussed relevant OpE during 
pre-job briefs, daily turnover meetings. and CRT activities. The team noted that system 
engineers generally demonstrated an effective use and thorough evaluation of industry 
OpE in their respective system health reports. In addition, Dominion personnel 
appropriately considered relevant OpE in their corrective action RCEs and ACEs. 
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The team reviewed CR 316191 as it relates to operating experience associated with an 
EDG tripping during a semi-annual test. The cause of the trip, while the EDG was in a 
test mode, was that the manufacture failed to include a pipe support clamp during 
original plant installation. The missing pipe clamp was located on a line providing pilot 
air for the crankcase ejector. Dominion's walkdown of the Millstone EDGs observed that 
the pipe support clamps were also missing on the 'A' and 'B' EDGs at Unit 2. 
Dominion's review and corrective actions appeared adequate to address this OE at Unit 
2, however, the team determined the OpE evaluation did not include a 10 CFR Part 21 
applicability assessment. To capture this missed opportunity for a formal 10 CFR Part 
21 review, Dominion initiated CR 369167. 

c. Findings 

No findings of significance were identified . 

. 3 Assessment of Self-Assessments and Audits 

a. Inspection Scope 

The team reviewed a sample of audits, including the most recent audit of the CAP, and 
departmental self-assessments. These reviews were performed to determine if 
problems identified through these assessments were entered into the CAP, when 
appropriate, and whether corrective actions were initiated to address identified 
deficiencies. The effectiveness of the audits and assessments was evaluated by 
comparing audit and assessment results against self-revealing and NRC-identified 
observations made during the inspection. A list of documents reviewed is included in the 
Attachment to this report. 

b. Assessment 

The team concluded that audits self-assessments and other internal Dominion 
assessments were generally critical, probing, thorough, and effective in identifying 
issues. The team observed that the audits and self-assessments were completed in a 
methodical manner by personnel knowledgeable in the subject. The audits and self
assessments were completed to a sufficient depth to identify issues that were entered 
into the CAP for evaluation. In general, the associated corrective actions were 
implemented commensurate with their safety significance. 

c. Findings 

No findings of significance were identified . 

Assessment of Safety Conscious Work Environment 

a. Inspection Scope 

The team reviewed the safety conscious work environment (SCWE) at Millstone through 
conduct of the following activities: 

During the inspection, the team conducted interviews with selected operations, 
maintenance, engineering, radiological controls and emergency preparedness staff. The 

Enclosure 

.4 



13 

team questioned individuals regarding their willingness to raise safety concerns, 
knowledge of the avenues available for raising safety concerns, the effectiveness of 
actions taken by management to foster a SCWE at the site, and any knowledge of 
personnel who had experienced a negative reaction for raising a safety concern. 

The team also reviewed implementation of the site employee concerns program (ECP) 
by reviewing applicable procedures and a sample of ECP files since February 2008 to 
assess the program's effectiveness at addressing potential safety issues. 

b. Assessment 

Based on interviews and reviews of the CAP and the ECP, the team determined that 
station staff was willing to identify and raise safety issues. The individuals interviewed 
demonstrated an adequate knowledge of the avenues available for raising safety 
concerns, including the CAP and ECP. 

c. Findings 

No findings of significance were identified. 

40A6 Meetings. Including Exit 

On February 25,2010, the team presented the inspection results to Mr. A. J. Jordan, Site 
Vice President, and other members of the Millstone staff. The team confirmed that no 
proprietary information reviewed during the inspection was retained. 

40A7 Licensee-Identified Violations 

The following violation of very low significance (Green) was identified by Dominion and is 
a violation of NRC requirements that meets the criteria of Section VI of the NRC 
Enforcement Policy, NUREG-1600, for being dispositioned as a NCV. 

10 CFR 50, Appendix B, Criterion XVI, "Corrective Action," requires, in part, that 
measures shall be established to assure that conditions adverse to quality, such as 
failures, malfunctions, deficiencies, deviations, defective material and equipment, and 
nonconformances are promptly identified and corrected. Contrary to the above, from 
July 24, 2008, to July 24, 2009, Dominion did not take adequate corrective action to 
identify and correct a degraded Unit 2 TDAFW pump steam trap to preclude a repeat 
overspeed trip during TDAFW pump start-up due to excessive moisture in the steam 
supply line. Dominion identified the deficiency during a TDAFW valve ST, promptly 
initiated CR 342844, and performed a thorough and self-critical ACE. This issue was 
apparent during plant start-up (i.e., during TDAFW starts in Mode 3), when moisture 
accumUlation would be increased. During power operation, procedural controls were 
effective in removing moisture in the steam supply line as demonstrated during past 
surveillance tests while operating at power. The finding was more than minor because it 
impacted the equipment performance attribute of the Mitigating Systems cornerstone 
and the cornerstone objective to ensure the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences (i.e., core 
damage). In accordance with NRC Inspection Manual Chapter (fMC) 0609, Attachment 
4, the team performed a Phase 1 Significance Determination Process screening. Based 
on Table 4a in IMe 0609, Attachment 4, the team determined that the finding was of very 
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low safety significance because it was not a design or qualification deficiency, did not 
represent an actual loss of system safety function, did not represent an actual loss of 
safety function of a single train for greater than the technical specification allowed outage 
time, and did not screen as potentially risk significant due to a seismic, flooding, or 
severe weather initiating events. 

ATTACHMENT: SUPPLEMENTAL INFORMATION 
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SUPPLEMENTAL INFORMATION 

KEY POINTS OF CONTACT 

Maintenance 
licensing Engineer 
Supervisor Nuclear Engineering 
Component Engineering 
GTS Technician 
Operations Support 
Nuclear Electrician II 
Manager, Nuclear Maintenance 
Component Engineering Technical Specialist 
Engineer 
Coordinator, Nuclear Security Programs 
Supervisor Nuclear Projects 
Engineer 
Nuclear Mechanic III 
Supervisor, Nuclear Operations Support 
Manager Radiation Protection/Chemistry 
Nuclear Electrician II 
Engineer 
Manager, Nuclear Emergency Preparedness 
Director, Nuclear Station Safety & licensing 
Shift Manager 
System Engineer, Circulating Water System 
Nuclear Maintenance Technician 
Senior Nuclear Instrument Technician 
Securitas Project Manager 
Engineer 
Senior Nuclear Instrument Technician 
Technical Specialist 
System Engineer 
System Engineer 
Manager Site Engineering 
Manager. Operations 
Supervisor, Corrective Action 
Chemist 
Nuclear Site Services 
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LIST OF ITEMS OPENED, CLOSED, AND DISCUSSED 


Opened 

05000423/2010006-01 URI Broken Jacket Water Banjo Boft Adversely 
Impacted EDG 3B Operability. (Section 
40A2.1.c) 
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LIST OF DOCUMENTS REVIEWED 

Audits and Self·Assessments 

Audit 09-03, Emergency Preparedness, 3/17/2009 
Audit 09-07, Corrective Action and Independent Review Activities, 7/23/09 
Audit 09-08, Radiation Protection/Process Control Program/Chemistry, 7/29/09 
Millstone Power Station Self-Evaluation Meeting Minutes, 2/8110 
Nuclear Engineering Self-Evaluation Meeting Report, 9/29/09 
Operations Department Self Evaluation Meeting Minutes, 9/18/09, 11/30/09, 12117/09 
Protective Services Department Self Evaluation Meeting Minutes, 11/30/09, 12123/09, 1/21/10 
Radiation Protection and Chemistry Self-Evaluation Performance Assessment Report, 1/21/10 
SAR000167, Fleet Reactivity Management, 7/3/08 
SAR000402, Self Assessment of the Operating Experience Program, 2/26/09 
SAR000597, Diesel Fuel Oil and Sampling, 9/28/09 
SAR000680, Operational Configuration Control, 3/10/09 
SAR000685, Corrective Actions for Tool Control Program Enhancements, 5/20/09 
SAR000687, Respiratory Protection Program Self-Assessment, 6/29/09 
SAR000689, RWP Use and Compliance, 7/17/09 
SAR000693, Problem Identification and Resolution, 11/30/09 
SAR000694, Human Performance, 12/29/09 
SAR000695, Millstone Liquid Radwaste Processing. 9/30/09 
SAR000697, Large Motor Program Implementation, 8/6/09 
SAR000880, Vehicle Access Search Process Corrective Actions, 12129/09 
Site Engineering Self-Evaluation Meeting Report, 1/27/10 
Work Observation 4164, Vehicle Search Observation at the VA?, 219/10 

Condition Reports {CR} 

03-10786 08-01044 08-05469 109260 116373 316191 
05-05879 08-01393 08-05631 109596 116471 316343 
05-06672 08-01503 08-05634 109800 117251 317658 
05-09547 08-01639 08-05781 109818 117428 317776 
05-10573 08-01667 08-05817 110287 117541 317941 
05-13554 08-01881 08-06170 111344 117768 319073 
05-14046 08-01904 08-06187 111362 118282 319213 
06-02546 08-02070 08-06194 111458 118406 320154 
06-04815 08-02281 08-06209 111615 118693 320208 
06-05992 08-02356 08-07404 111618 118730 320216 
06-05993 08-02400 08-07685 111946 118732 320686 
06-08350 08-02747 08-08301 112351 119308 320943 
07-00737 08-02793 08-08443 112725 119606 321792 
07-02594 08-03220 08-09290 113238 119715 322402 
07-03187 08-03428 106361 113726 119779 322576 
07-04645 08-03462 106395 113935 120049 324392 
07-10891 08-03646 106725 114015 120329 324842 
07-11092 08-03940 107271 114118 120547 325532 
07-12115 08-04262 107417 114930 120820 325740 
07-12703 08-04432 107826 114937 120937 325928 
08-00085 08-04562 108006 115088 121147 326580 
08-00914 08-04592 108106 115697 121257 327462 

Attachment 



A-4 


328513 340137 344544 353732 367672 368654 
329085 340334 345358 353990 367696 368906 
331261 340852 345444 354278 367736 368934* 
332063 340936 345446 357371 367891 369020 
333528 340970 345757 357421 367897 369158* 
334543 341346 346726 357896 367925 369167" 
335530 341502 346853 359197 368030 369183* 
335545 341639 346855 360985 368111 369213* 
336575 341841 346857 362119 368113 369217* 
336603 341909 346859 362692 368148 369240 
336644 342622 346875 362712 368149 369295* 
336672 342844 346877 363424 368174 369312" 
337263 342848 346975 363519 368187 369332* 
337929 343004 347064 363641 368306* 369387 
338026 343051 349180 363675 368314* 369434 
338030 343081 349624 364196 368319* 369483 
338033 343279 350006 364480 368331 369863* 
338038 343375 350164 364580 368348* 369971* 
338043 343877 350171 364657 368351 370002* 
338047 343956 351700 365576 368541* 370556* 
338562 344002 352742 365613 368592* 370566* 
338694 344050 352880 365626 368598* 370567* 
339064 344143 352983 365628 368600* 370570* 
339581 344534 353273 367651 368610 370621* 

*CR written as a result of inspection effort 

Miscellaneous 

25203-26018, Diesel Generators Starting Air. Rev. 13 
3CCP*P1A Oil Tracking Log, 1/1103 - 2/1/10 
3CCP*P1 B Oil Tracking Log, 1/1/03 - 2/1/10 
3CCP*P1C Oil Tracking Log, 1/1/03 - 2/1/10 
5-Year Data Trend from 1ST Results for P5A. P5B, P5C 
Calculation 07-ENG-04264M2. MP2 Control Room Loss of Ventilation GOTHIC Temperature 

Analysis, 6/10108 
CR Review for Trends Equipment Reliability Health, 1s1 Quarter 2008 & 4th Quarter 2009 
DBS 2346A, Emergency Diesel Generator, Rev. 0 
DBS 2404, Process and Area Radiation Monitoring System, Rev. 0 
DCN DM2-00-0126-08, Specification SP-ME-668 Flexitallic Style CGI Spiral Wound, 2/14/08 
DM3-00-136-09, Temporary Change to MP# Main Generator Breaker Protection Scheme 
Dominion Nuclear Trend Report - Millstone Station, 1st Quarter 2008 - 3rt! Quarter 2009 
Dominion Nuclear Trend Report Millstone Station, 1 st Quarter 2008 & 3rd Quarter 2009 
Dominion Nuclear Trend Report, Millstone Station, 3rd Quarter 2009 
EFR000217, CR 08-06209 Effectiveness Review, 7/30109 
Health Report, 3330A - CCP System, 4th Quarter 2009 
Health Report, 2326A - Service Water System, 4th Quarter 2009 
Health Report, Millstone Power Station Equipment Reliability, 3rd Quarter 2009 
Health Report, MP3 Emergency Diesel Generator and EDG Fuel Oil, 4th Quarter 2009 
Health Report, Security System, 4th Quarter 2009 
M2-EV-98-0142, Technical Evaluation for RWST Backleakage, Millstone 2, Rev. 2 
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Maintenance Department Focus on 4 Results, De~ember 2007 
Maintenance Rule Basis Document - M2 System 2326A (Service Water) 
Millstone Maintenance Preventable Functional Failure Database, dated 1/1/2008 - 211/2010 
Millstone Power Station Excellence Plan, October 2009 
Millstone Station Action Plan to Address Health of PIDS PI Performance, 2/24/10 
Millstone Station Ongoing Self-Assessment Drill Report Unit 2 Training Drills 

(CFD 08-04), 06/04/08, 06/25/08, and 08/06/08 
MP2 and MP3 Narrative Logs, 11/9109 - 11/15/09, 12/1109 - 1217109. 1/2110 - 115/10 
MP2 Standing Order Book, 219110 
MR Scoping Matrix (U3 CCP), 2/9/10 
MRE011234, 'B' CCP Pump Outboard Bearing Failure, 12/7/09 
Operations Excellence Plan, September 2009 
Plant Health Issues List, 2/10/10 
Safeguards Event Quarterly Report, 1st 

- 4th Quarter 2009 
Security Log, dated 2/16/10 - 2/21/10 
Significant Information Focus Team Meeting Agenda, 1/27/10,213/10,2/11110 
SP-ME-668, Millstone Unit 2 - Piping Class Sheets, Rev. 6 
SSS TurnoverlBriefing Sheet, 2/22110 

Non-Cited Violation/Findings 

FIN 05000336/2009004-01, Inadequate and Untimely Corrective Actions Causes Reactor Trip 
NCV 05000336/2008002-02, Failure to Identify Unacceptable Charging Pump Test Data 
NCV 05000336/2008003-02, Inadequate Maintenance Instructions 
NCV 05000336/2008003-03, Inadequate Corrective Actions for a Condition Adverse to Quality 
NCV 05000336/2008004-02, Inadequate Corrective Action to Prevent Lifting SIG Safety Valve 
NCV 05000336/2008006-01, Inadequate Corrective Actions - Control Room Temperature Limits 
NCV 05000336/2008006-03, Failure to Identify a SW Bypass Flow Path Following a Failed 1ST 
NCV 05000336/2009004-02 Inadequate Procedures· Leak from the Charging Header 
NCV 05000336 & 423/2009006-01, Inadequate Battery Testing 
NCV 05000336/2009006-02, Inadequate Corrective Action for Degraded Battery Cell 
NCV 05000336/2009006-03, Inadequate Corrective Action for Inverter Calibration 
NCV 05000336/2909003-01, Failure to Survey a Containment Component 
NCV 05000423/2008010-01, RHR Pumps Inoperable in the Event of a LLOCA, Due to Air Void 

Operating Experience 

CR-08-01044, Millstone Response to NRC IN 2008-01, Designation and Protection of 
Safeguards Information, 3/18/08 

CR-08-07515, Millstone Response to NRC IN 2008-10, Response to Indications of Potentia! 
Tampering. Vandalism, or MaliCious Mischief, 8/20/08 

CR115697, Millstone Response to NRC RIS 2008-22, Notification of Licensees Regarding 
Aircraft Threats, 12/3/08 

CR120937, Millstone Response to Part 21, Bussmann Fuses, NRC Event #44634, 12/3/08 
CR358434, Millstone Response to NRC IN 2009-25, Small Arms Firing Range Issues, 11/24/09 
NRC 10 CFR Part 21, 2009-005, Defective HK and K-line Circuit Breaker Tension Springs 
NRC IN 2007-27, Recurring Events Involving Emergency Diesel Generator Operability, 8/6/07 
NRC IN 2008-11, Service Water System Degradation at Brunswick Steam Electric Plant Unit 1 
NRC IN 2008-20, Failures of MOV Actuator Motors with Magnesium Alloy Rotors 
NRC IN 2009-22, Recent Human Performance Issues at Nuclear Power Plants, 10/2/09 
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OPEX001304. Millstone Response to NRC RIS 2005-20, Rev. 1, Part 9900 Technical Guidance 
(Operability), 9/25/09 

OPEX002248, Millstone Response to NRC IN 2009-11, Configuration Control Errors, 10/23/09 

Procedures 

AD-AA-102, Procedure Use and Adherence, Rev. 0 
AOP 2503E, Loss of Vital 480 VAC Bus 22E, Rev. 3-9 
AOP 2503F, Loss of Vital 480 VAC Bus 22F, Rev. 3-11 
C EN 1041, Condition Monitoring of Structures, Rev. 6 
C MP 715E, General Practices for Flanges and Threaded Fasteners, Rev. 1 
C OP 200.4, Response to Plant Leaks and Flooding, Rev. 2 
DNAP-0509, Dominion Nuclear Procedure Adherence and Usage, Rev. 11 
EOP 2525, Standard Post Trip Actions, Rev. 023 
ER-AA-MRL-100, Implementing Maintenance Rule, Rev. 1 
ER-AA-SYS-1 001, System Health Report, Rev. 2 
ER-AA-SYS-1004, System Engineering Handbook, Rev. 1 
MA-AA-100, Conduct of Maintenance, Rev. 5 
MA-AA-1002, Leak Management, Rev. 4 
MA-AA-103, Conduct of Troubleshooting, Rev. 3 
MOV 1220, MOV Testing, Rev. 007-01 
MP 3710AA-118P1, Lubrication Maintenance Technique RBCCW Pump Oil Change, Rev. 7 
MP 3720CD, Slow Speed Start and Run-In of EDG Following Maintenance, Rev. 8-18 
MP-16-CAP-FAP01.3, ACRICR Owner, Action, Owner/Investigator Responsibilities, Rev. 11 
MP-16-MMM. Organizational Effectiveness, Rev. 13 
MP-26-EPA-FAP01, Management Program for Maintaining Emergency Preparedness, Rev. 5 
MP-26-EPA-FAP09, Public Alerting System Test and Maintenance, Rev. 004 
OP 2201, Plant Heatup, Rev. 32 
OP 2301G, Vacuum Fill of the Reactor Coolant System, Rev. 1 
OP 2304E, Charging Pumps, Rev. 16 
OP 2310, Shutdown Cooling System, Rev. 24-06 
OP 2322, Auxiliary Feedwater System, Rev. 27 
OP 2345B, 120 Volt Vital Instrument AC System, Rev. 017-02 
OP 3203, Plant Startup, Rev. 19-08 
OP 3353.MB8A, Main Board 8A Annunciator Response, Rev. 002-09 
OP 3353.MGB, Main Generator Breaker Panel Annunciator Response, Rev. 000-02 
OP-AA-1500, Operational Configuration Control, Rev. 4 
PI-AA-1 00-1 007, Operating Experience Program, Rev. 3 
PI-AA-200, Corrective Action, Rev. 10 
PI-AA-300-3001, Root Cause Evaluation, Rev. 1 
PI-AA-300-3002, Apparent Cause Evaluation, Rev. 2 
PT 21415A, M021nverters 1-4 Tests, Rev. 004-01 
SP 2604Z, ECCS, SDC and CS System Gas Accumulation Verification, Rev. 0 
SP 2605P, RWST Valve Backleakage 1ST, Rev. 001-03 
SP 2610BK, TDAFP Combined Test, Rev. 0 
SP 2619A-001, Control Room Daily Surveillance, Modes 1 & 2, Rev. 46 
WM-AA-100, Work Management, Rev. 7 
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Completed Surveillances 

SP 2610AO, 'A' AFW Pump and Recirc Check Valve 1ST, Facility 1 (11/23/09) 

SP 2612A, 'N SW Pump and Facility 1 Discharge Check Valve 1ST (12/31/09) 

SP 2612B, 'C' SW Pump and Facility 2 Discharge Check Valve 1ST (12/15/09) 

SP 2613K, Periodic DG Slow Start Operability Test. Facility 1 (Loaded Run) (1/20110) 

SP 2613L, Periodic DG Slow Start Operability Test, Facility 2 (Loaded Run) (1/7/10) 

SP 3626.5, Service Water Pump 3SWP*P1B Operability Test (11/13/09) 

SP 2610BO, TDAFP and Recirculation Check Valve 1ST (11/14/09) 

SP 2604BO, 'C' HPSI Pump and Check Valve 1ST (11/19/09) 

SP 2604AO, 'A' HPSI Pump and Check Valve 1ST (12/2/09) 

SP 2604AO, 'B' HPSI Pump and Check Valve 1ST, Facility 1 (12/2/09) 

SP 3626.6, Service Water Pump 3SWP*P1C Operability Test (1215/09) 

SP 3622.3, TDAFW Pump Operational Readiness Test (12/7/09) 

SP 2612F, 'B' Service Water Pump 1ST, Facility 1 (12131/09) 

SP 3646A.2, Emergency Diesel Generator 'B 'Operability Tests (1/12110) 

SP 3646A.1, Emergency Diesel Generator 'N Operability Tests (1/26/10) 

2669A-001, MP2 Turbine Building Log, 1/2/10 -115/10 

2669A-002. MP2 Aux Bldg Rounds Log, 1/2110 -115/10 

3670.1-009. MP3 Primaries Log, 1/2/10 - 1/5/10 

3670.1-010, MP3 Secondaries Log, 1/2/10 -115/10 

SP 3626.7, Service Water Pump 3SWP*P1D Operability Test (1/12/10) 

SP 3626.4, Service Water Pump 3SWP*P1A Operability Test (1/29/10) 

SP 3608.1. Safety Injection Pump 'N Operational Readiness Test (1/27/10) 

SP 3608.2, Safety Injection Pump 'B' Operational Readiness Test (12124/09) 

SP 3622.1. Auxiliary Feedwater Pump 3FWA*P1A 1ST Group B Pump Test (1/28/10) 

SP 3622.2, Auxiliary Feedwater Pump 3FWA*P1B 1ST Group B Pump Test (1/9/10) 


Work Orders 

0504654 53102177522 53102264294 53102327123 
0608138 53102179814 53102270827 53M20504130 
0613429 53102187693 53102272283 53M20603639 
0708994 53102189805 53102272284 53M20611346 
0808411 53102233132 53102276237 53M20800074 
9915530 53102254044 53102283742 53M3071 0348 
102216447 53102256780 53102312941 
102216676 53102261908 53102317533 

Cause Evaluations 

ACE 013941, Security Compensatory Measures Incomplete or Improper. 10/15/08 
ACE 013983, Degraded Bolting Found Identified on Valve 3SWP*V664. 10/20/08 
ACE 014015, MSSV Test Failures 
ACE 014019, Weekly DSN 006 TRC Sample Greater Than NPDES Limit 
ACE 014057, Thru-Wall Leak on U2 liN Diesel Generator Service Water Piping, 11/20/08 
ACE 014062, Gross Leakage from 3RHS*P1 A Seal 
ACE 014084, RCS Pressure Dropped Below DNB Technical Specification Limit, 12/19/08 
ACE 017448, Thoroughness of Vehicle Search, 3/26/09 
ACE 017460, Adverse Trend in Compliance with PI-AA-200 for CR Initiation Threshold, 4/8/09 
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ACE 017626, Recent Security Events - Evaluate for Common HU Trend, 7/22/09 
ACE 017687, Charging Pump Started With No Discharge Path Aligned, 8/6/09 
ACE 017721, MP2 Terry Turbine Tripped During Run on July 24, 2009, 8/20/09 
ACE 017967, AR-15 Round Found on the Ground Near U31ntake, 1/27/10 
ACE 140060, ACE Root Cause Effectiveness Review Determined to be Ineffective 
CR 08-06209 RCE, MP2 Reactor Trip and Unusual Event Following Loss of Oftsite Power 
CR-04-05733 RCE, Manual Trip of '0' Circulating Pump on High Current 
CR-08-02199 ACE, Adverse Trend in ACE Quality 
CR-08-02400 ACE, Cabinet Containing SG Information Found Unlocked 
CR-08-04432 ACE, During AVB Testing the Barrier Did Not Respond as Desired 
CR-08-05469 ACE, Two Ounces of Wrong Oil Added to Unit 2 'A' AFW Pump Motor 
CR-08-05781 ACE, MP2 Degraded Structural Steel Fire Coating, Fire Roves Delayed 
RCE 000997, Automatic Reactor Trip on December 19, 2009 
RCE M-07-11813, Failure of 3CWS-P1 E on Starting 
RCE M-08-00753, Assessment of Millstone Circulating Water Pump Failures 
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LIST OF ACRONYMS 

ACE 
ADAMS 
AFW 
CA 
CAP 
CARB 
CFR 
CR 
CRT 
CS 
DRS 
ECP 
EDG 
ESF 
ESFRARS 
IMC 
IN 
JW 
LPSI 
NCV 
NRC 
OpE 
PARS 
RBCCW 
RCE 
SCWE 
SDC 
SDP 
SW 
TDAFW 
TS 
UFSAR 
URI 
VAC 
WO 

Apparent Cause Evaluation 
Agency-Wide Documents Access and Management System 
Auxiliary Feedwater 
Corrective Action 
Corrective Action Program 
Corrective Action Review Board 
Code of Federal Regulations 
Condition Report 
Condition Report Review Team 
Containment Spray 
Division of Reactor Safety 
Employee Concerns Program 
Emergency Diesel Generator 
Engineered Safety Features 
Engineered Safety Features Room Air Recirculation System 
Inspection Manual Chapter 
Information Notice 
Jacket Water 
Low Pressure Safety Injection 
Non-Cited Violation 
Nuclear Regulatory Commission 
Operating Experience 
Publicly Available Records 
Reactor Building Closed Cooling Water 
Root Cause Evaluation 
Safety Conscious Work Environment 
Shutdown Cooling 
Significance Determination Process 
Service Water 
Turbine Driven AUXiliary Feedwater 
Technical Specification 
Updated Final Safety Analysis Report 
Unresolved Item 
Volts Altemating Current 
Work Order 
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