
October 26, 2004

Mr. Christopher M. Crane
President and Chief Nuclear Officer
Exelon Nuclear
Exelon Generation Company, LLC
4300 Winfield Road
Warrenville, IL  60555

SUBJECT: LASALLE COUNTY STATION, UNITS 1 AND 2
NRC INTEGRATED INSPECTION REPORT 05000373/2004004;
05000374/2004004

Dear Mr. Crane:

On September 30, 2004, the U.S. Nuclear Regulatory Commission (NRC) completed an
integrated inspection at your LaSalle County Station, Units 1 and 2.  The enclosed report
documents the results of this inspection, which were discussed on September 30, 2004, with 
the Site Vice President, Mr. G. Barnes, and other members of your staff.

The inspection examined activities conducted under your license as they relate to safety and
compliance with the Commission’s rules and regulations and with the conditions of your license. 
The inspectors reviewed selected procedures and records, observed activities, and interviewed
personnel.  Specifically, this inspection focused on reactor safety and radiation protection.

Based on the results of this inspection, there was one finding of very low safety significance
identified by our inspectors, and one associated violation of NRC requirements.  However,
because the violation was non-willful and non-repetitive and because the issue was entered into
your corrective action program, the NRC is treating the issue as a Non-Cited Violation in
accordance with Section VI.A.1 of the NRC’s Enforcement Policy.  Additionally, one licensee
identified violation of very low safety significance is documented in Section 4OA7 of this report.

If you contest the subject or severity of the Non-Cited Violation in this report, you should provide
a response within 30 days of the date of this inspection report, with the basis for your denial, to
the U.S. Nuclear Regulatory Commission, ATTN:  Document Control Desk, Washington,
D.C. 20555-0001; with copies to the Regional Administrator, U.S. Nuclear Regulatory
Commission, Region III, 2443 Warrenville Road, Suite 210, Lisle, IL 60532-4352; the Director,
Office of Enforcement, U.S. Nuclear Regulatory Commission, Washington, D.C. 20555-0001;
and the NRC Resident Inspectors’ Office at the LaSalle County Station.
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In accordance with 10 CFR 2.390 of the NRC's "Rules of Practice," a copy of this letter
and its enclosures will be available electronically for public inspection in the NRC Public
Document Room or from the Publicly Available Records (PARS) component of 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).  

Sincerely,

/RA/

Bruce L. Burgess, Chief
Branch 2
Division of Reactor Projects
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SUMMARY OF FINDINGS

IR 05000373/2004004, 05000374/2004004; 07/01/2004 - 09/30/2004; LaSalle County Station,
Units 1 & 2; Access Control to Radiologically Significant Areas.

This report covers a 3-month period of baseline resident inspection and an announced baseline
inspection in radiation protection.  The inspection was conducted by resident inspectors and
Region III inspectors.  One Green finding and one associated Non-Cited Violation were
identified.  The significance of most findings is indicated by their color (Green, White, Yellow,
Red) using Inspection Manual Chapter (IMC) 0609 “Significance Determination Process” (SDP). 
Findings for which the SDP does not apply may be “Green,” or be assigned a severity level
after NRC management review.  The NRC’s program for overseeing the safe operation of
commercial nuclear power reactors is described in NUREG-1649, “Reactor Oversight Process,”
Revision 3, dated July 2000.

A. Inspector-Identified and Self-Revealing Findings

Cornerstone:  Occupational Radiation Safety

• Green.  The inspectors identified a Green finding and associated Non-Cited
Violation (NCV) when they observed operations personnel entering a posted
neutron dose area without proper neutron monitoring, contrary to the licensee's
Technical Specifications.  This finding was considered NRC-identified as
radiation protection personnel were unaware of this issue until questions by
inspectors indicated a lack of proper neutron dose control for both this event and
similar past occurrences.

The cause of the error was a failure of communication between the operations
and radiation protection (RP) staff.  The finding, under the Occupational
Radiation Safety Cornerstone, does not involve the application of traditional
enforcement because it did not result in actual safety consequences or potential
to impact the NRC’s regulatory function, and was not the result of any willful
actions.  The finding was more than minor as it involves the failure of the
licensee to adhere to procedures to monitor and control radiation exposure, a
key attribute under the objective of the radiation safety cornerstone to ensure
adequate protection of worker health and safety from exposure to radiation.  The
finding is of very low safety significance because the personnel involved were
using electronic dosimeters that alarm to warn workers of higher than expected
dose rates or accumulated dose.  The issue was a Non-Cited Violation of
Technical Specifications 5.4.1(a), which requires written procedures be
established, implemented, and maintained in accordance with the requirements
of Regulatory Guide 1.33.  Section 7.e(7). of Regulatory Guide 1.33 lists the
requirement for radiation protection procedures for personnel monitoring. 
RP-AA-210, "Dosimetry Issue, Usage, and Control,” is the plant procedure
governing neutron dose estimation and monitoring.

The licensee conducted a human performance investigation to determine the
cause of the event and identified a failure of communication between the RP and
operation staffs.  The individuals involved were coached, site personnel were
informed of the event, and RP staff personnel were provided additional training
on the requirements for entering neutron areas.  (Section 2OS1)
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B. Licensee-Identified Violations

A violation of very low safety significance that was identified by the licensee has been
reviewed by inspectors.  Corrective actions planned or taken by the licensee have been
entered into the licensee’s corrective action program.  The violation and corrective
action tracking number are listed in Section 4OA7 of this report.
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REPORT DETAILS

Summary of Plant Status

Unit 1

The unit began the inspection period operating at full power.  On the following three occasions
power was reduced for several hours at the request of the system load dispatcher.  In each
case, the unit returned to full power operation later that day:

• July 8, 2004:  Power was reduced to approximately 85 percent.
• July 18, 2004:  Power was reduced to approximately 95 percent.
• August 30, 2004:  Power was reduced to approximately 85 percent.

On September 4, 2004, power was reduced to approximately 48 percent to facilitate a control
rod sequence exchange, main steam valve testing, and emergent repairs to a leaking
electro-hydraulic control line for the No. 4 main turbine combined-intermediate valve.  Full
power operation was resumed on September 5, 2004, and the unit remained operating at or
near full power for the remainder of the inspection period.

Unit 2

The unit began the inspection period operating at full power.  On September 12, 2004, power
was reduced to approximately 58 percent to facilitate a control rod sequence exchange, main
steam valve testing, and repairs to a leaking valve in the heater drain system.  Full power
operation was resumed on September 13, 2004, and the unit remained operating at or near full
power for the remainder of the inspection period.

1. REACTOR SAFETY

Cornerstones:  Initiating Events, Mitigating Systems, Barrier Integrity, and
Emergency Preparedness 

1R01 Adverse Weather (71111.01)

Review of Site Specific Weather Condition – Tornado Warning/ High Winds

  a. Inspection Scope

The inspectors performed a walkdown of the licensee’s preparations and actions for
adverse weather, including conditions that could lead to loss of off-site power and other
conditions that could result from high winds or tornado-generated missiles during a
tornado warning and high wind condition that occurred on the afternoon of July 13,
2004.  The inspectors focused on the licensee’s procedures and plant specific design
features used to mitigate or respond to an approaching tornado and high wind condition. 

 
This review constituted a single inspection sample.

  b. Findings

No findings of significance were identified.
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1R04 Equipment Alignment (71111.04)

.1 Semiannual Complete System Alignment Verification

  a. Inspection Scope

Due to their high risk significance, the inspectors selected the Unit 1 and Unit 2
emergency diesel generators (EDGs) for complete alignment verifications.  The
inspectors walked down the EDGs to verify mechanical and electrical equipment
lineups, component labeling, component lubrication, component and equipment cooling,
hangers and supports, operability of support systems, and to ensure that ancillary
equipment or debris did not interfere with equipment operation.

The inspectors’ review of EDG alignment constituted a single inspection sample.

  b. Findings

No findings of significance were identified.

.2 Quarterly Partial System Alignment Verifications

  a. Inspection Scope

The inspectors performed a partial alignment verification of the following equipment
trains:

• 1A and 1B EDGs during a Division 1 work week
• Unit 1 high pressure core spray (HPCS) during reactor core isolation cooling

(RCIC) system work

Operability and proper equipment lineup were verified by physical walk downs of the
selected equipment.  These systems/trains were selected based upon risk significance,
plant configuration, system work or testing, or inoperable or degraded conditions on
redundant equipment.  The inspectors verified the position of critical redundant
components and looked for any discrepancies between the existing equipment lineups
and the required lineups.

These partial equipment alignment verifications constituted two inspection samples.

  b. Findings

No findings of significance were identified.

1R05 Fire Protection (71111.05)

Quarterly Fire Protection Zone Inspections

  a. Inspection Scope

The inspectors walked down the following risk significant areas looking for any fire
protection issues:
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• Fire zone 4E2; Unit 2 auxiliary equipment room - elevation 731'0"
• Fire zone 4E3; Unit 1 Division 2 essential switchgear room - elevation 731'0"
• Fire zone 4E4; Unit 2 Division 2 essential switchgear room - elevation 731'0"
• Fire zone 4F1; Unit 1 Division 1 essential switchgear room - elevation 710'6"
• Fire zone 4F2; Unit 2 Division 1 essential switchgear room - elevation 710'6"
• Fire zone 5D1; Unit 1 HPCS switchgear zone - elevation 687'0"
• Fire zone 5D1; Unit 2 HPCS switchgear zone - elevation 687'0"
• Fire zone 7C5; Division 2 Residual Heat Removal (RHR) service water pump

room - elevation 674'0"
• Fire zone 7C6; Division 1 RHR service water pump room - elevation 674'0"

The inspectors selected areas containing systems, structures, or components that the
licensee identified as important to reactor safety.  The inspectors reviewed the control of
transient combustibles and ignition sources, fire detection equipment, manual
suppression capabilities, passive suppression capabilities, automatic suppression
capabilities, barriers to fire propagation, and any compensatory measures the licensee
had enacted due to degraded fire protection features.

These reviews constituted nine inspection samples.

  b. Findings

No findings of significance were identified.

1R11 Licensed Operator Requalification Program (71111.11)

  a. Inspection Scope

The inspectors observed a training crew during an evaluated simulator scenario and
reviewed licensed operator performance in mitigating the consequences of events.  The
scenario included several failed instruments as distractions, a failure in the offgas
system that forced a power reduction, and a reactor scram complicated by a stuck open
safety-relief valve.  The evaluated drill scenario also resulted in the declaration of an
Alert emergency plan classification.  Areas observed by the inspectors included:  clarity
and formality of communications, timeliness of actions, prioritization of activities,
procedural adequacy and implementation, control board manipulations, managerial
oversight, emergency plan execution, and group dynamics.

The observation of this simulator scenario constituted a single inspection sample.

  b. Findings

No findings of significance were identified.

1R12 Maintenance Effectiveness (71111.12)

  a. Inspection Scope

The inspectors reviewed the licensee's handling of performance issues and the
associated implementation of the Maintenance Rule (10 CFR 50.65) to evaluate
maintenance effectiveness for the selected systems.  The following systems were
selected based on being designated as risk significant under the Maintenance Rule,
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being in the increased monitoring (Maintenance Rule category a(1)) group, or due to an
issue or problem that potentially impacted system work practices, reliability, or common
cause failures:

• Unit 2 control rod position indication system (RPIS)
• Unit 1 control rod position indication system
• Unit 1 reactor core isolation cooling (RCIC) system F028 check valve

The inspectors’ review included verification of the licensee's categorization of specific
issues.  These involved evaluation of the performance criteria, appropriate work
practices, identification of common cause errors, extent of condition, and trending of key
parameters.  Additionally, the inspectors reviewed the licensee's implementation of the
Maintenance Rule requirements, including a review of scoping, goal-setting,
performance monitoring, short-term and long-term corrective actions, functional failure
determinations associated with the condition reports reviewed, and current equipment
performance status.

These quarterly Maintenance Rule effectiveness reviews constituted three inspection
samples.

  b. Findings

No findings of significance were identified.  One unresolved item (URI) was identified.

On August 2, 2004, the licensee identified that previous local leak rate tests (LLRTs)
performed on RCIC system containment isolation check valves 1(2)E51-F028 to satisfy
the requirements of 10 CFR 50, Appendix J, were invalid.  During a routine review, the
licensee had determined that a head correction calculation used to establish test
pressure was in error, and that the test pressure that both the Unit 1 and Unit 2 F028
valves had been subjected to during their last refueling outage testing was outside the
specified value and nonconservative.  The licensee immediately declared the
1(2)E51-F028 check valves inoperable, and shut and deenergized the companion
1(2)E51-F069 motor-operated containment isolation valves for that containment
penetration on each unit to comply with Technical Specifications.

On September 9-10, 2004, the licensee performed LLRTs on both units’ RCIC F028
check valves in series attempts to restore the valves to an operable status.  The Unit 2
E51-F028 check valve was tested satisfactorily and the Unit 2 RCIC system was
returned to a normal alignment with the 2E51-F069 motor-operated valve (MOV)
energized and open.  The Unit 1 E51-F028 check valve was determined during its LLRT
to be stuck open, and disassembly and repair were required.  On September 17, 2004,
the licensee disassembled the 1E51-F028 containment isolation check valve.  Licensee
maintenance personnel, as well as inspectors observing the work activity, noted a
significant amount of corrosion product buildup inside the valve, to the extent that
maintenance technicians had to twist the valve’s plug repeatedly in order to facilitate its
removal.  The corrosion product buildup was cleaned up in accordance with licensee
maintenance procedures for check valve overhauls, and the valve’s plug and operating
spring were replaced.  Later that day, the licensee preformed a LLRT on the 1E51-F028
check valve and obtained satisfactory results.  The 1E51-F028 check valve was
declared operable, and the Unit 1 RCIC system was subsequently returned to a normal
alignment with the 1E51-F069 MOV energized and open.
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Inspectors following up on the 1E51-F028 LLRT failure have identified numerous similar
failures dating back to at least 1991.  In each case, it appears that the licensee
performed fairly similar corrective actions to obtain satisfactory LLRT results and return
the valve to service.  The 2E51-F028 check valve, although identical in design, installed
in a similar configuration on Unit 2, and subjected to the same kind of service
environment, does not appear to have the same problematic performance history. 
Inspectors are presently examining the 1E51-F028 performance history against the
requirements of the Maintenance Rule (10 CFR 50.65), and against the licensee’s
quality assurance program corrective action requirements (10 CFR 50, Appendix B,
Criterion XVI).  The issue is considered unresolved pending the inspectors’ receipt and
review of the licensee’s equipment apparent cause evaluation (EACE), which is in
progress.  The licensee has entered this issue into their corrective action program as
CR 253839.  (URI 05000373/2004004-01)

1R13 Maintenance Risk Assessments and Emergent Work Control (71111.13)

  a. Inspection Scope

The inspectors reviewed and observed emergent work, preventive maintenance, or
planning for risk significant maintenance activities.  The inspectors observed
maintenance or planning for the following activities or risk significant systems
undergoing scheduled or emergent maintenance:

• Unit 1 ‘A’ and ‘B’ reactor building closed cooling water pump (RBCCW) repairs
• Unit 2 RPIS troubleshooting and repairs
• Unit 1 ‘A’ service water pump maintenance and repairs
• Unit 1 core standby cooling system (CSCS) service water tunnel robotic and

diver inspections
• Unit 1 main generator output breaker 9-10 troubleshooting
• Unit 1 main generator fault (GIX) relay problems
• Unit 1 RPIS troubleshooting and repairs
• 2B EDG unexpected trip during unloading following surveillance testing

The inspectors also reviewed the licensee's evaluation of plant risk, risk management,
scheduling, and configuration control for these activities in coordination with other
scheduled risk significant work.  The inspectors verified that the licensee's control of
activities considered assessment of baseline and cumulative risk, management of plant
configuration, control of maintenance, and external impacts on risk.  In-plant activities
were reviewed to ensure that the risk assessment of maintenance or emergent work
was complete and adequate, and that the assessment included an evaluation of external
factors.  Additionally, the inspectors verified that the licensee entered the appropriate
risk category for the evolutions.

These reviews constituted eight inspection samples.

  b. Findings

No findings of significance were identified.
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1R14 Operator Performance During Non-Routine Plant Evolutions and Events (71111.14)

  a. Inspection Scope

The inspectors monitored the execution of the following deep power reductions and
control rod sequence exchanges during the inspection period:

• Unit 1 load drop and control rod sequence exchange, September 4-5, 2004
• Unit 2 load drop and control rod sequence exchange, September 12, 2004

The inspectors reviewed operator and reactor engineering performance during periods
of power maneuvering, and verified that personnel actions were in accordance with
approved plant procedures.  Additionally, the inspectors reviewed the changes to the
station’s on-line risk profile that resulted from the events.

The inspectors’ review of these evolutions constituted two inspection samples.

  b. Findings

No findings of significance were identified.

1R15 Operability Evaluations (71111.15)

  a. Inspection Scope

The inspectors reviewed the technical adequacy of the following operability evaluations
to determine the impact on Technical Specifications, the significance of the evaluations,
and to ensure that adequate justifications were documented:

• EDG ventilation system configuration during damper temperature controller
replacement

• CSCS pump room maximum temperatures and ventilation system operation
• Divisional wire separation between redundant trains of stack wide-range gas

monitoring instrumentation
• RCIC operation without the barometric condenser vacuum pump
• Unit 1 RPIS degraded condition with intermittent fault
• Lisega snubbers nonconforming condition
• Unit 1 primary containment chiller system dual loop operation
• Auxiliary power transformer 236Y degraded cooling fans

Operability evaluations were selected based upon the relationship of the safety-related
system, structure, or component to risk.

These reviews constituted eight inspection samples.

  b. Findings

No findings of significance were identified.
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1R16 Operator Workarounds (71111.16)

  a. Inspection Scope

The inspectors reviewed the following operator workarounds to determine each
workaround’s potential to increase the possibility of an initiating event, affect multiple
mitigating systems, or impact the operators’ ability to respond to accidents or transients:

• Unit 1 and Unit 2 RCIC F028 check valve inoperability
• Unit 1 rod worth minimizer and RPIS system trips

These reviews constituted two inspection samples.

  b. Findings

No findings of significance were identified.

1R19 Post-Maintenance Testing (71111.19)

  a. Inspection Scope

The inspectors selected the following post-maintenance activities for review.  Activities
were selected based upon the structure, system, or component's ability to impact risk:

• Unit 1 & Unit 2 RCIC system LLRT for check valve F028
• 1A RBCCW pump testing following planned maintenance
• Unit 2 RPIS probe data processing card testing following replacement
• Unit 1 RPIS multiplexer card testing following replacement of 10 multiplexer

cards
• Unit 1 Division 1 emergency core cooling system (ECCS) water leg keep-fill

pump testing following emergent repairs
• 2B EDG testing following replacement of a failed fuse and diode in the generator

control circuitry

The inspectors verified by witnessing the test or reviewing the test data that 
post-maintenance testing activities were adequate for the above maintenance or repair
activities.  The inspectors reviews included, but were not limited to, integration of testing
activities, applicability of acceptance criteria, test equipment calibration and control,
procedural use and compliance, control of temporary modifications or jumpers required
for test performance, documentation of test data, Technical Specification applicability,
system restoration, and evaluation of test data.  Also, the inspectors verified that
maintenance and post-maintenance testing activities adequately ensured that the
equipment met the licensing basis, Technical Specifications, and Updated Final Safety
Analysis Report (UFSAR) design requirements.  

These post-maintenance testing reviews constituted six inspection samples.

  b. Findings

No findings of significance were identified.
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1R22 Surveillance Testing (71111.22)

  a. Inspection Scope

The inspectors selected the following surveillance test activities for review.  Activities
were selected based upon risk significance and the potential risk impact from an
unidentified deficiency or performance degradation that a system, structure, or
component could impose on the unit if the condition were left unresolved:

• 2A emergency diesel generator monthly surveillance run
• Unit 2 Division 2 residual heat removal service water (RHRSW) balance test
• Unit 1 breaker trip test for 1VQ051, N2 makeup upstream isolation valve
• 1A service water pump surveillance test
• 2B diesel generator room CO2 system functional test
• Unit 1 and Unit 2 reactor core isolation cooling F028 local leak rate test
• ‘A’ auxiliary electric equipment room ventilation (VE) system purge mode testing

The inspectors observed the performance of surveillance testing activities, including
reviews for preconditioning, integration of testing activities, applicability of acceptance
criteria, test equipment calibration and control, procedural use, control of temporary
modifications or jumpers required for test performance, documentation of test data,
Technical Specification applicability, impact of testing relative to performance indicator
reporting, and evaluation of test data.

These surveillance test reviews constituted seven inspection samples.

  b. Findings

No findings of significance were identified.  One unresolved item (URI) was identified.

On September 14, 2004, the licensee was conducting a surveillance test of the ‘A’ train
of the auxiliary electric equipment room (AEER) ventilation (VE) system utilizing the
purge mode of operation per an approved testing procedure.  In this mode, 100 percent
of the air being supplied to the AEER is outside air.  Approximately 10 minutes after the
start of the test, the ‘A’ VE compressor tripped.  With the air being supplied to the AEER
no longer being cooled and dehumidified, moisture began to condense on the coolest
equipment panels in the AEER, and multiple control room annunciator alarms began to
actuate.

Approximately 18 minutes after the trip of the ‘A’ VE compressor, the licensee
completed shifting to the ‘B’ train of VE.  The spurious control room alarms subsided as
temperature and humidity conditions in the AEER were restored to normal.  Three
control room annunciator alarms (Unit 1 drywell equipment drain sump trouble; Unit 2
post-loss of coolant accident (LOCA); and the Unit 2 power supply alarm for Panel
2P05J in the control room) remained actuated and would not reset.  The licensee
performed appropriate compensatory measures, as required by procedure, until these
were repaired the following day via replacement of the applicable alarm cards.

A prompt investigation by the licensee’s engineering and operations staff revealed that
the ‘A’ VE compressor had tripped on high discharge pressure due to being overloaded. 
Further, the licensee’s investigation uncovered the fact that the VE system was never
designed to operate in purge mode and maintain AEER environmental conditions under
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the ambient air temperature and humidity conditions in place at the time of the test.  In
short, the licensee’s approved test procedure for the surveillance attempted to operate
the ‘A’ VE system and maintain AEER environmental conditions in a configuration that
was outside of the design capabilities of the VE compressor.

The inspectors are presently examining this event against the licensee’s quality
assurance program procedure quality requirements (10 CFR 50, Appendix B,
Criterion V), as well as other regulatory requirements.  The issue is considered
unresolved pending the inspectors’ receipt and review of the licensee’s equipment
apparent cause evaluation (EACE), which is in progress.  The licensee has entered this
issue into their corrective action program as CRs 253769 and 252847. 
(URI 05000373/2004004-02; 05000374/2004004-02)

1R23 Temporary Plant Modifications (71111.23)

  a. Inspection Scope

The inspectors reviewed the following temporary modifications:

• Disable emergency light (CKT 242D) Unit 2 drywell elevation 807' at 230 degree
azimuth (EC 341156/TCCP 341156)

• Setpoint change - seismic monitor trigger level (TCCP 347872)

The inspectors reviewed the safety screening, design documents, UFSAR, and
applicable Technical Specifications to determine that the temporary modification was
consistent with modification documents, drawings, and procedures.  The inspectors also
reviewed the post-installation test results to confirm that tests were satisfactory and that
the actual impact of the temporary modification on the permanent system and
interfacing systems were adequately verified.

These reviews constituted two inspection samples.

  b. Findings

No findings of significance were identified.

1EP6 Drill Evaluation (71114.06)

  a. Inspection Scope

The resident inspectors reviewed an emergency preparedness (EP) training drill
involving an operations crew in the plant simulator and an EP response team in the
site’s technical support center (TSC).  The inspectors evaluated drill conduct and the
adequacy of the licensee’s critique of the EP team’s performance to identify
weaknesses and deficiencies.  The selected drill scenario provided 6 opportunities for
input to the EP Drill/Exercise NRC Performance Indicator.  The inspectors observed the
classification of events, notifications to off-site agencies, protective action
recommendation development, and drill critique.  Observations were compared to the
licensee’s observations and corrective action program entries.  The inspectors verified
that there were no discrepancies between observed performance and performance
indicator reported statistics.  The scenario observed resulted in emergency declarations
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involving an alert classification, as well as an upgrade to a general emergency
classification.

This drill observation constituted a single inspection sample.

  b. Findings

No findings of significance were identified.

2. RADIATION SAFETY

Cornerstone:  Occupational Radiation Safety

2OS1 Access Control to Radiologically Significant Areas (71121.01)

Radiation Worker Performance

  a. Inspection Scope

During job performance observations, the inspectors evaluated radiation worker
performance with respect to stated radiation protection work requirements and
evaluated whether workers were aware of the significant radiological conditions in their
workplace, the RWP controls and limits in place, and that their performance had
accounted for the level of radiological hazards present.

This review represented one inspection sample.

  b. Findings

Introduction

The inspectors identified a Green finding and associated Non-Cited Violation (NCV)
when they observed operations personnel entering a posted neutron dose area without
proper neutron monitoring, contrary to the licensee's Technical Specifications.  This
finding was considered NRC-identified as radiation protection personnel were unaware
of this issue until questions by inspectors indicated a lack of proper neutron dose control
for both this event and similar past occurrences.

Description

On June 1, 2004, inspectors observed LOS-RH-Q1, a routine quarterly residual heat
removal (RHR) system run.  A portion of the procedure requires venting the 2A RHR low
pressure coolant injection (LPCI) line, which is normally accessed via a raised platform
within a neutron radiation area.  Inspectors observed an operator climb the platform and
enter a posted neutron radiation area to perform this venting.  However, because
inspectors could not recall a mention of this platform or a neutron radiation area in the
pre-job radiation protection (RP) brief, they questioned the operators as to the
requirements for entry into a neutron radiation area.

Inspectors returned to the RP desk to follow up on this issue and when questioned as to
the requirements for entry into a neutron radiation area, RP technicians individually
provided different guidance.  In some cases they were unable to reference RP-AA-210,
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“Dosimetry Issue, Usage, and Control,” the plant procedure governing neutron dose
estimation and monitoring.  On June 2, 2004, inspectors requested the neutron dose
cards for operators performing LOS-RH-Q1, however the RP staff was unable to locate
them.  It was later determined by the licensee that, contrary to RP-AA-210, dose cards
were not filled out for this activity and, furthermore, had not been filled out in the past
6 months for this and similar recurring surveillance activities in neutron radiation areas. 
The licensee calculated the total neutron dose for an individual entry to the area, based
on time and dose rate, as 0.2 millirem for each entry.

The licensee's initial human performance investigation determined a failure of
communication between the operations and RP staff was the cause of these errors. 
Specifically, both the operations staff and RP technicians were confused about the
requirements for entry into neutron radiation area, failed to adequately communicate
during RP briefs about areas in which work would be performed, and on multiple
occasions did not monitor neutron dose as required.  The operations staff involved were 
coached on the need to be specific when communicating with RP, site personnel were
notified of this event through a station communication, RP training was conducted for
the requirements for access to a neutron radiation areas, and a pre-job brief was
prepared for use in all further work involving neutron radiation areas.

Analysis

The performance deficiency associated with this event was failure to properly monitor
neutron dose, as required per licensee procedure RP-AA-210, “Dosimetry Issue, Usage,
and Control.”  The inspectors determined that performing activities, not in accordance
with the procedure, warranted a significance evaluation in accordance with IMC 0612,
“Power Reactor Inspection Reports,” Appendix B, “Issue Disposition Screening.”  The
finding, which is under the Occupational Radiation Safety Cornerstone, does not involve
the application of traditional enforcement because it did not result in actual safety
consequences or have potential to impact the NRC's regulatory function, and was not
the result of any willful actions.  The finding was more than minor as it involves the
Occupational Radiation Safety Cornerstone attributes of Program and Process,
specifically, procedures and exposure/contamination control and monitoring.  
Additionally, it affects the Cornerstone objective to ensure adequate protection of worker
health and safety from exposure to radiation.  

The inspectors determined that the finding could be evaluated using the SDP in
accordance with IMC 0609, “Significance Determination Process.”  For the Phase 1
screening, the inspectors answered no to all the questions under the Occupational
Radiation Safety column.  The finding does not relate to ALARA or work planning, was
not an overexposure, there was not a substantial potential for excessive exposure, and it
did not affect the licensee's ability to assess dose.  Therefore, the finding is considered
to be of very low safety significance, or Green.  Because the inspectors assessed the
main cause for the finding to involve the cross-cutting aspect of human performance,
the finding is also discussed in Section 4OA4, “Cross-Cutting Aspects of Findings,” in
this report.

Enforcement

Technical Specifications 5.4.1.(a) requires that written procedures shall be established,
implemented, and maintained covering specific procedures recommended in Regulatory
Guide 1.33.  Section 7.e (7) of Regulatory Guide 1.33 lists the requirement for radiation
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protection procedures for personnel monitoring.  RP-AA-210, “Dosimetry Issue, Usage,
and Control,” is the plant procedure governing neutron dose estimation and monitoring. 
Section 4.7, “Neutron Dose Estimation and Monitoring,” requires neutron dose estimate
cards be completed prior to allowing work in areas of known neutron dose.

Contrary to the above, on June 1, 2004, a member of the operations staff entered a
neutron radiation area without proper neutron monitoring or neutron dose estimate
controls.  

Because work conducted in normally accessible neutron radiation areas usually involve
relatively low dose rates and short periods of time, and long term neutron doses are
accounted for by worker personal dosimetry, the event is of very low safety significance
and the finding is within the licensee's response band, or Green.  The licensee had
entered the issue into their corrective action system as Condition Report 225735.  The
associated violation is being treated as an NCV, consistent with Section VI.A of the NRC
Enforcement Policy.  (NCV 05000373/2004004-03; 05000374/2004004-03)

2OS3 Radiation Monitoring Instrumentation and Protective Equipment (71121.03)

.1 Inspection Planning

  a. Inspection Scope

The inspectors reviewed the plant UFSAR to identify applicable radiation monitors
associated with transient high and very high radiation areas including those used in
remote emergency assessment.  The inspectors identified the types of portable radiation
detection instrumentation used for job coverage of high radiation area work, other
temporary area radiation monitors currently used in the plant, continuous air monitors
associated with jobs with the potential for workers to receive 50 mrem CEDE, whole
body counters, and the types of radiation detection instruments utilized for personnel
release from the radiologically controlled area.

This review represented one inspection sample.  

The inspectors verified calibration, operability, and alarm setpoint (if applicable) of the
following four instruments:

• Eberline PM-7;
• Canberra Fastscan Whole Body Counter;
• Small Articles Monitor (SAM); and
• RSO-50E.

These reviews represented one inspection sample.

The inspectors determined what actions were taken when, during calibration or source
checks, an instrument was found significantly out of calibration (>50 percent),
determined possible consequences of instrument use since last successful calibration or
source check, and determined if the out of calibration result was entered into the
corrective action program.  There were no instances where the instrument was found
significantly out of calibration.  The inspectors also considered the licensee’s 10 CFR 61
source term reviews to determine if the calibration sources used are representative of
the plant source term.
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This review represented one inspection sample.  

  b. Findings

No findings of significance were identified. 

.2 Problem Identification and Resolution

  a. Inspection Scope

The inspectors reviewed the licensee’s self-assessments, audits, Licensee Event
Reports, and Special Reports that involved personnel contamination monitor alarms due
to personnel internal exposures to verify that identified problems were entered into the
corrective action program for resolution.  All event reports involving internal exposures
>50 mrem CEDE were reviewed to determine if the affected personnel were properly
monitored utilizing calibrated equipment and if the data was analyzed and internal
exposures properly assessed in accordance with licensee procedures.

This review represented one inspection sample.  

The inspectors reviewed corrective action program reports related to exposure
significant radiological incidents that involved radiation monitoring instrument
deficiencies since the last inspection in this area.  Staff members were interviewed and
corrective action documents were reviewed to verify that follow-up activities were being
conducted in an effective and timely manner commensurate with their importance to
safety and risk based on the following:

• Initial problem identification, characterization, and tracking;
• Disposition of operability/reportability issues;
• Evaluation of safety significance/risk and priority for resolution;
• Identification of repetitive problems;
• Identification of contributing causes;
• Identification and implementation of effective corrective actions;
• Resolution of NCVs tracked in the corrective action system; and
• Implementation/consideration of risk significant operational experience feedback.

This review represented one inspection sample.

The inspectors determined if the licensee’s self-assessment activities were identifying
and addressing repetitive deficiencies or significant individual deficiencies in problem
identification and resolution.

This review represented one inspection sample.

  b. Findings

No findings of significance were identified.
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.3 Radiation Protection Technician Instrument Use

  a. Inspection Scope

The inspectors verified the calibration expiration and source response check currency
on radiation detection instruments staged for use and observed radiation protection
technicians for appropriate instrument selection and self-verification of instrument
operability prior to use.

This review represented one inspection sample.

  b. Findings

No findings of significance were identified. 

.4 Self-Contained Breathing Apparatus (SCBA) Maintenance and User Training

  a. Inspection Scope

The inspectors reviewed the status and surveillance records of SCBAs staged and
ready for use in the plant and inspected the licensee’s capability for refilling and
transporting SCBA air bottles to and from the control room and operations support
center during emergency conditions.  The inspectors determined if control room
operators and other emergency response and radiation protection personnel were
trained and qualified in the use of SCBAs (including personal bottle change-out).  The
inspectors verified that three individuals on each control room shift crew, and three
individuals from each designated department were currently assigned emergency
duties.

This review represented one inspection sample.

The inspectors reviewed the qualification documentation for at least 50 percent of the
onsite personnel designated to perform maintenance on the vendor-designated vital
components, and the vital component maintenance records over the past 5 years for
three SCBA units currently designated as “ready for service.”  The inspectors also
ensured that the required, periodic air cylinder hydrostatic testing was documented and
up to date, and that the DOT required retest air cylinder markings were in place for
these three units.  The inspectors reviewed the onsite maintenance procedures
governing vital component work, including those for the low-pressure alarm and
pressure-demand air regulator, and licensee procedures and the SCBA manufacturer’s
recommended practices to determine if there were inconsistencies between them.

This review represented one inspection sample.

  b. Findings

No findings of significance were identified. 
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4. OTHER ACTIVITIES

4OA1 Performance Indicator Verification (71151)

Cornerstones:  Mitigating Systems and Barrier Integrity

.1 Reactor Safety Strategic Area

  a. Inspection Scope

The inspectors sampled the licensees submittals for the performance indicators (PIs)
listed below.  The inspectors reviewed Licensee Event Reports (LERs), licensee data
reported to the NRC, plant logs, condition reports and NRC inspection reports to verify
the following performance indicators from the 3rd Quarter of 2003 to the 2nd Quarter of
2004:

• Safety System Unavailability - Emergency AC Power; Unit 1 and Unit 2
• Safety System Unavailability - High Pressure Injection System; Unit 1 and Unit 2
• Safety System Unavailability - Heat Removal System; Unit 1 and Unit 2
• Safety System Unavailability - Residual Heat Removal System; Unit 1 and Unit 2
• Reactor Coolant System (RCS) Identified Leak Rate; Unit 1 and Unit 2

The inspectors verified that the licensee accurately reported performance as defined by
the applicable revision of Nuclear Energy Institute Document 99-02, “Regulatory
Assessment Performance Indicator Guideline.”

These reviews constituted ten inspection samples

  b. Findings

No findings of significance were identified.

.2 Data Submission Issue

  a. Inspection Scope

The inspectors performed a review of the data submitted by the licensee for the 2nd

Quarter 2004 performance indicators for any obvious inconsistencies prior to its public
release in accordance with IMC 0608, “Performance Indicator Program.”

  b. Findings

No findings of significance were identified.

The inspectors noted that the licensee’s submittal for the RCS leakage PI had not been
accurately reported on multiple occasions.  The source data for this PI consists of the
sum of identified and unidentified leakage.  Unidentified leakage is recorded per
Technical Specifications as the highest of two methods, the preferred and alternate.  For
greater than 2 years, only the alternate method had been used to compute the value for
the RCS leakage PI.  Because on many occasions the preferred method of calculating
unidentified leakage was higher than the alternate method, data reported to the NRC
was erroneously low.  The licensee determined, during a review of data submitted from
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September 2002 to July 2004, that RCS leakage PI data was in error for Unit 1 for
6 months and for Unit 2 for 11 months.  However, because these corrected values do
not cause the licensee’s PI to cross a color threshold and the licensee has entered
these errors into their corrective action program (CR 244247), this is considered a minor
issue.  The licensee plans to submit corrected PI values and to revise their process for
collecting RCS leakage PI data.

4OA2 Identification and Resolution of Problems (71152)

Cornerstones:  Initiating Events, Mitigating Systems, Barrier Integrity, and
Emergency Preparedness

.1 Routine Review of Identification and Resolution of Problems

  a. Inspection Scope

As part of the routine inspections documented above, the inspectors verified that the
licensee entered the problems identified during the inspection into their corrective action
program.  Additionally, the inspectors verified that the licensee was identifying issues at
an appropriate threshold and entering them in the corrective action program, and
verified that problems included in the licensee's corrective action program were properly
addressed for resolution.  Attributes reviewed included:  complete and accurate
identification of the problem; that timeliness was commensurate with the safety
significance; that evaluation and disposition of performance issues, generic implications,
common causes, contributing factors, root causes, extent of condition reviews, and
previous occurrences reviews were proper and adequate; and that the classification,
prioritization, focus, and timeliness of corrective actions were commensurate with safety
and sufficient to prevent recurrence of the issue.

  b. Findings

No findings of significance were identified.

.2 Daily Corrective Action Program (CAP) Reviews

  a. Inspection Scope

In order to assist with the identification of repetitive equipment failures and specific
human performance issues for follow-up, the inspectors performed a daily screening of
items entered into the licensee’s corrective action program (CAP).  This review was
accomplished through inspection of the station’s daily condition report packages.

  b. Findings

No findings of significance were identified.
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.3 Selected Issue Follow-Up Inspection:  Licensee Corrective Actions for Recent NRC
Performance Indicator (PI) Data Submission Errors

Introduction

Over the past several months, there have been several instances in which the licensee
has submitted inaccurate PI data to the NRC.  The inspectors selected these errors and
their corrective actions as an annual sample to review the licensee’s problem
identification and resolution for this issue:

• August 12, 2003.  Inspectors identified inaccuracies in reported data for the
2nd Quarter of 2003 associated with the 0 and 1A emergency diesel generators
(EDGs).  Specifically, a safety system functional failure was not reported and
unavailability time for both EDGs was under reported.  (CR 171232)

• October 15, 2003.  Inspectors identified that the unavailability time for the
2B EDG was under reported during the 3rd Quarter of 2002.  An
extent-of-condition review by the licensee uncovered an inaccuracy in the
reported reactor coolant system (RCS) activity PI for the 2nd Quarter of 2003. 
(CR 181122)

• January 23, 2004.  During preparations for a biennial NRC graded exercise, the
licensee determined that some prior emergency preparedness drill and exercise
participation PI data submitted to the NRC was in error.  (CR 197159)

• March 22, 2004.  The inspectors identified that the licensee’s data gathering
practices excluded RCS dose equivalent iodine (DEI) samples taken during
non-power transients.  Subsequently, the RCS activity PI data reported to the
NRC for August of 2003 was found to be in error due to a sample that was not
reported.  (CR 210248)

• August 12, 2004.  The inspectors identified that licensee practices for recording
RCS leakage rate data excluded the most conservative calculational values for
total leakage.  Over a 2 year period, the Technical Specification value was not
consistently used for PI data submissions to the NRC, as required by NEI 99-02,
Revision 2.  (CR 244247)

Although in each of the above cases, the errors noted were not significant enough to
have caused a PI color threshold to have changed, each case represents a potential for
such a condition to have occurred.  As discussed in the NRC’s Enforcement Policy, 
NUREG-1600, PI data submission errors that result in a color threshold change are
considered to be of more than minor significance.

The review of this issue by the inspectors constituted a single inspection sample.

  a. Effectiveness of Problem Identification

   (1) Inspection Scope

The inspectors reviewed the condition reports (CRs) and follow-up actions for the above
issues to verify that the licensee’s identification of the problems were complete,
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accurate, and timely, and that the consideration of extent-of-condition review, generic
implications, common cause, and previous occurrences were adequate.

   (2) Issues

The inspectors reviewed CR 171232, “Inaccurate Unavailability Data in April 2003 NEI
Monthly PI;” CR 181122, “NRC Performance Indication Data Entry Error;” CR 197159,
“EP PI Data Submittal Error Found During FASA;” CR 210248, “DEI Sample Result Not
Used in NRC PI for Unit 2 Aug 03;” and CR 244247, “Inconsistencies in Data Used to
Determine NRC RCS Leakage PI;” and associated documents.  Up until the final PI
issue identified by the inspectors and documented in CR 244247, the licensee had not
identified that a repeat or similar condition was occurring.  The scope of the licensee’s
corrective actions were narrowly focused, and did not take into account the broader
possibility that a more generic problem with PI data assembly and verification was
potentially occurring.

  b. Prioritization and Evaluation of Issues

   (1) Inspection Scope

The inspectors reviewed the PI data submission CRs noted above to assess the
licensee’s evaluation and disposition of performance issues, and application of risk
insights for prioritization of issues.

   (2) Issues

In independently reviewing the PI condition reports for common cause issues, previous
occurrences, and similar conditions, the inspectors concluded that the licensee’s
assessments in this area were somewhat narrowly focused.  Interviews with licensee
personnel by the inspectors indicated a common attitude with respect to the gathering of
PI data was one in which the function was considered “routine.”  Contributing to this was
a weakness in supervisory oversight to certain parts of the PI data gathering process. 
For example, in the issues involving CRs 210248 and 244247, the licensee’s PI data
steward was solely responsible for gathering the appropriate data and entering that data
into the licensee’s database system.  Supervisory oversight to ensure independent
validation of the source data for these PIs was not effective, and as a result, errors were
introduced into the PI reporting process.

By characterizing these PI data errors as unrelated events, the licensee’s corrective
action program assessments missed an opportunity to broadly address several
programmatic deficiencies.

  c. Effectiveness of Corrective Actions

   (1) Inspection Scope

As discussed above, the inspectors noted that the corrective actions taken for the earlier
PI errors were narrowly focused, and tended to treat the individual issues as isolated
events.  As a result, in this section of the inspection the inspectors focused on the
effectiveness of corrective actions from the most recent issue, identified by the
inspectors in August of 2004.
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  The inspectors reviewed the related condition reports to determine if the corrective
action program addressed generic implications.  Additionally, the inspectors verified that
corrective actions were appropriately focused to correct the problem.

   (2) Issues

Subsequent to the initiation of CR 244247, licensee management ordered a
comprehensive review of procedures and responsibilities for developing and verifying
PIs by all PI data stewards.  Further, the licensee has also scheduled a review of the PI
data gathering, verification, and submission process as part of an upcoming focused
area self assessment (FASA).  The inspectors reviewed these actions, both
accomplished and planned, and determined that they appeared to be adequate to
correct the deficiencies noted and prevent recurrence.

4OA4 Cross-Cutting Aspects of Findings

Cornerstone:  Occupational Radiation Safety

Human Performance

One of the findings described elsewhere in this report had human performance
deficiencies as its major causal element.

• A finding described in Section 2OS1 involved the failure of operations and
radiation protection personnel to follow established plant procedures and
radiological practices with respect to entry into neutron dose areas.  A plant
operator performing a routine RHR system surveillance accessed an elevated
platform posted as a neutron dose area without first having the neutron dose
estimate for the entry calculated and recorded by radiation protection personnel, 
as was required by plant procedure.  Poor communications between operations
and radiation protection personnel was attributed to be the primary cause for the
issue.

4OA6 Meetings

.1 Exit Meeting

The inspectors presented the inspection results to the Site Vice President,
Mr. G. Barnes, and other members of licensee management on September 30, 2004. 
The inspectors asked the licensee whether any materials examined during the
inspection should be considered proprietary.  No proprietary information was identified.

.2 Interim Exit Meetings

An interim exit meeting was conducted for:

• An occupational radiation safety radiological access control and radiation
monitoring instrumentation and protective equipment inspection with the Plant
Manager, Ms. S. Landahl, on August 18, 2004.
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4OA7 Licensee-Identified Violation

Cornerstone:  Initiating Events

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

• On June 10, 2004, an hourly fire watch patrol of the Unit 2 cable spreading room
was in effect to compensate for a disabled fire protection deluge system.  A
review of the logs for this fire watch patrol by the licensee revealed that, on one
occasion, a period of 77 minutes elapsed between patrols.  This elapsed period
between patrols exceeded the allowances in procedure OP-MW-201-007, “Fire
Protection System Impairment Control,” and constituted a violation of Technical
Specification 5.4.1(c), which requires that written procedures be established,
implemented, and maintained for the licensee’s fire protection program.  A
review of the issue by the inspectors determined that it was of very low safety
significance because no actual fire watch patrols were missed, and the gap
between patrols at issue was of a very short period of time.  The licensee had
entered this issue into their corrective action program as CR 232835.

ATTACHMENT:  SUPPLEMENTAL INFORMATION
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SUPPLEMENTAL INFORMATION

KEY POINTS OF CONTACT

Licensee

G. Barnes, Site Vice President
S. Landahl, Plant Manager
T. Connor, Maintenance Director
L. Coyle, Operations Director
D. Czufin, Site Engineering Director
A. Ferko, Nuclear Oversight Manager
F. Gogliotti, System Engineering Manager
B. Kapellas, Radiation Protection Manager
J. Lindsey, Operations Training Manager
J. Rappeport, Nuclear Oversight
W. Riffer, Emergency Planning Manager
T. Simpkin, Acting Regulatory Assurance Manager
C. Wilson, Station Security Manager

Nuclear Regulatory Commission

B. Burgess, Chief, Region III, Reactor Projects Branch 2

LIST OF ITEMS OPENED, CLOSED, AND DISCUSSED

Opened

05000373/2004004-01 URI Unit 1 RCIC F028 Containment Isolation Check Valve
Maintenance History Indicates Repeated Failures Since
1991 (Section 1R12)

05000373/2004004-02;
05000374/2004004-02

URI ‘A’ Train VE Compressor Tripped During Purge Mode
Surveillance Testing Causing High Humidity Condition and
Multiple Control Room Annunciator Alarms (Section 1R22)

05000373/2004004-03;
05000374/2004004-03

NCV Entry into a Neutron Radiation Area by Operations
Personnel without Procedurally Required Neutron Radiation
Dose Estimates (Section 2OS1)

Closed

05000373/2004004-03;
05000374/2004004-03

NCV Entry into a Neutron Radiation Area by Operations
Personnel without Procedurally Required Neutron Radiation
Dose Estimates (Section 2OS1)

Discussed

None.
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LIST OF DOCUMENTS REVIEWED

1R01 Adverse Weather

Procedure:
- LOA-TORN-001; High Winds/ Tornado; Revision 3

1R04 Equipment Alignment

Drawings:
M-83; Diesel Generator Auxiliary System; Revision AQ
M-87; Core Standby Cooling System Equipment Cooling Water System; Revision AN
M-95; High Pressure Core Spray; Revision AM

Procedures:
- MA-AA-716-025; Scaffold Installation, Modification, and Removal Request Process;      
Revision 0
- MA-AA-796-024; Scaffold Installation, Inspection, and Removal; Revision 2
- LOP-DG-01; Preparation for Standby Operation of Diesel Generators; Revision 30
- LOP-DG-01E; Unit 1 Diesel Generator 1A Electrical Checklist; Revision 7
- LOP-DG-01M; Unit 1A Diesel Generator Mechanical Checklist; Revision 9
- LOP-DG-02E; Unit 1 1B DG Electrical Checklist; Revision 9
- LOP-DG-02M; Unit 1 HPCS Diesel Generator Mechanical Checklist; Revision 9
- LOP-DG-03E; Unit 0 Diesel Generator Electrical Checklist; Revision 9
- LOP-DG-03M; Unit 0 Diesel Generator Mechanical Checklist; Revision 8
- LOP-DG-04E; Unit 2A Diesel Generator Electrical Checklist; Revision 9
- LOP-DG-04M; Unit 2A Diesel Generator Mechanical Checklist; Revision 8
- LOP-DG-05E; Unit 2B Diesel Generator Electrical Checklist; Revision 12
- LOP-DG-05M; Unit 2B Diesel Generator Mechanical Checklist; Revision 7
- LOP-DG-06E; Unit 1A DG Cooling System Electrical Checklist; Revision 5
- LOP-DG-06M; Unit 1A Diesel Generator Cooling System Mechanical Checklist;
Revision 12
- LOP-DG-07E; Unit 1B Diesel Generator Cooling System Electrical Checklist;
Revision 5
- LOP-DG-07M; Unit 1B Diesel Generator Cooling System Mechanical Checklist;
Revision 10
- LOP-DG-08E; Unit 0 Diesel Generator Cooling System Electrical Checklist; Revision 8
- LOP-DG-08M; Unit 0 Diesel Generator Cooling System Mechanical Checklist;
Revision 16
- LOP-DG-09E; Unit 2A Diesel Generator Cooling System Electrical Checklist;
Revision 4
- LOP-DG-09M; Unit 2A Diesel Generator Cooling System Mechanical Checklist;
Revision 7
- LOP-DG-10E; Unit 2B Diesel Generator Cooling System Electrical Checklist;
Revision 4
- LOP-DG-10M; Unit 2B Diesel Generator Cooling System Mechanical Checklist;
Revision 9
- LOP-HP-03; Preparation for Standby Operation of the High Pressure Core Spray
System; Revision 19
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Condition Reports:
- 249489; NRC Found Scaffold Checklist Incorrectly Filled In; 9/02/2004
- 236378; Previously Identified PCR Causes Work Delays; 07/15/2004
- 245473; U-1 HPCS Pump Differential Pressure Low in Alert Range; 8/18/2004
- 208372; 2E22-N014 HPCS Pump Suction High Pressure Alarm Setpoint Trend Code
B4; 3/15/2004

1R05 Fire Protection

Updated Final Safety Analysis Report; Revision 13:
- Appendix H; Fire Hazards Analysis
- Section 9.5.1; Fire Protection System

Technical Requirements Manual:
- Section 3.7.j; Fire Suppression Water System; Revision 1
- Section 3.7.k; Deluge and Sprinkler Systems; Revision 1
- Section 3.7.m; Fire Hose Stations; Revision 1

Mechanical Maintenance Procedures:
- LMS-FP-15; TRM Fire Hose Stations Inspection; Revision 19

Exelon Corporate Procedures:
- OP-MW-201-007; Fire Protection System Impairment Control; Revision 0
- CC-AA-201; Plant Barrier Control Program; Revision 4

Surveillances:
- LMS-ZZ-03; Inspection of Fire Doors Separating Safety Related Fire Areas; Revision 8
- LES-DC-106; Safe Shutdown (Appendix R) DC Emergency Light Inspection Data      
Sheets; Revision 32

1R11 Licensed Operator Requalification Program

LaSalle Station Strategies for Successful Transient Mitigation; Revision 1

Evaluated Exam Scenario Guide 27; Revision 1

1R12 Maintenance Effectiveness

Condition Reports:
- 114616; Multiple Data Fault Lights in Same Rod Group; 7/6/2002
- 141163; Loss of RPIS Prevents Scheduled L2R09 Work on OOS CRDs; 1/26/2003
- 142756; Control Rod 02-27 Lost Position Indication; 2/2/2003
- 144700; CRD 50-11 Loss of Position Indication at Full-Out; 2/14/2003
- 145245; Degradation of RPIS Outputs to Control Rod Scram Timing System;
2/18/2003
- 157104; Rod Position Indication Lost; 5/3/2003
- 162533; Full Core Display Lights Illuminate W/O Operator Action; 6/9/2003
- 183935; Unexpected Alarm, RWM and Powerplex Operation During RPIS Work;
10/30/2003
- 184215; RPIS INOP Annunciation Not Working; 10/31/2003
- 184220; Consequences of Removing RPIS Probe MUX Cards; 10/31/2003
- 196326; Lost Indication for Control Rod 18-59; 1/20/2004
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- 200356; Control Rod (54,39) Position Indication Problem; 2/8/2004
- 204874; Control Rod 30-07 Lost Indication at Position 48 after LOS-AA-W1; 2/28/2004
- 215552; Control Rod 22-15 Loss of Full Out Indication Light; 4/18/2004
- 216024; Abnormal Light Indication on Full Core Display; 4/20/2004
- 235492; Position Indication of 08 with Rod at 48 for Control Rod 46-39; 7/12/2004
- 241355; Unit 1 Rod Worth Minimizer System Trip; 8/3/2004
- 242091; Loss of all RPIS; LOA-RM-101 Entry; 8/5/2004
- 253839; Inspection Results, Check Valve 1E51-F028; 9/17/2004
- 256534; NRC Questions Related to RCIC LLRTs Performed in SEP 2004; 9/24/2004
- 241004; Incorrect Pressure Head Calculations Result in Leak Rate Test; 8/02/2004
- 251731; M&TE Failure; 9/10/2004

Procedures:
- LOA-RM-101; Unit 1 RMCS Abnormal Situations; Revision 12
- LTS-100-38; RCIC Vacuum Discharge Isolation Valve LLRT 1(2)E51-F069 & 1(2)
E51F028; Revision 9 and 10
- LTS-100-2; Local Leak Rate Test (LLRT), Mass Makeup Method; Revision 27
- LTS-300-5; Primary Containment Leak Rate Testing Program; Revision 34
- MA-AA-733-1001; Guidance for Check Valve Inspections; Revision 2

Work Orders:
- 706659-01; Unit 1 RPIS Card Replacement; 08/06/2004
- 706659-05; U1 RMCS Contingency Package; 08/06/2004
- 675139-01; EP Type C Appendix J LLRT - 1E51-F069; 9/10/04
- 677753-01; EP Type C Appendix J LLRT - No RPV Boundary OOS Required;
9/10/2004
- 99284182-01; 1E51-F028 LLRT Failure Contingency; 9/17/2004

Miscellaneous:
- Regulatory Guide 1.163; Performance-Based Containment Leak-Test Program;
September 1995
- NEI 94-01; Industry Guideline for Implementing Performance-Based Option of 10 CFR
50 Appendix J, Revision 0
- IST Program Check Valve Monitoring Plan - Performance Analysis for 1E51-F028 and
2E51-F028; 4/16/2004
- 675139; Production Risk Activity Screening of LLRT of 1E51-F069/F028; 8/3/2004
- LLRT Performance Based Test Interval Evaluations for 1E51-F069 and 1E51-F028;
3/14/2004
- LLRT Performance Based Test Interval Evaluations for 2E51-F069 and 2E51-F028;
3/24/2004

Operability Evaluations:
- OE01-00965; RCIC Barometric Condenser Condensate Pump (2E51-C004) Failed to
Pump Condensate Out of Tank Properly; 2/19/2001
- OE91001; Loss of Barometric Condenser Vacuum Pump for 2E51-C005; 2/27/91

Updated Final Safety Analysis Report; Revision 14:
- Table 3.2-1, Sheet 6; Structures, Equipment, and Component Classification

Technical Specifications:
- 3.6.1.3; Primary Containment Isolation Valves
- 5.5.13; Primary Containment Leakage Rate Testing Program
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1R13 Maintenance Risk Assessments and Emergent Work Control

Condition Reports:
- 235492; Position Indication of 08 with Rod at 48 for Control Rod 46-39; 7/12/2004
- 241355; Unit 1 Rod Worth Minimizer System Trip; 8/3/2004
- 242091; Loss of all RPIS; LOA-RM-101 Entry; 8/5/2004
- 245375; 2B DG Trip During Shutdown; 8/18/2004
- 245551; Diode Failure on 2B DG - Check Diode on 0 DG; 8/19/2004
- 245553; Diode Failure on 2B DG - Check Diode on 1A DG; 8/19/2004
- 245554; Diode Failure on 2B DG - Check Diode on 2A DG; 8/19/2004

Procedures:
- LOA-RM-101; Unit 1 RMCS Abnormal Situations; Revision 12
- LOR-1PM01J-A303; GIX Trouble; Revision 2
- LOP-TG-02; Turbine-Generator Startup; Revision 46
- LTS-600-19; Corbicula and Zebra Mussel Inspections; Revision 8
- MA-AA-716-015; Control of Diving; Revision 3
- SA-AA-114; Confined Space Entry; Revision 3
- MA-AA-716-004, Attachment 2; Complex Troubleshooting Plan for 2B EDG; Revision 2
- LOS-DG-M3; 1B(2B) Diesel Generator Operability Test; Revision 57

Adverse Condition Monitoring Plans:
- Bus 9 ‘B’ Phase CCVT Secondary Voltage; 8/5/2004
- Bus 11 ‘C’ Phase CCVT Secondary Voltage; 5/26/2004

Work Orders:
- 706659-01; Unit 1 RPIS Card Replacement; 08/06/2004
- 642213-01; Troubleshoot OCB 9-10 or 10-11 in the Event They Do Not Close;
8/4/2004
- 702305-01; 1WR01PA CS “ON” Light Not Lighting Operation; 06/01/2004   
- 716275-01; 1A WR Pump on Light Not Lit with Pump in Operation; 07/11/2004

1R14 Personnel Performance During Non-Routine Plant Evolutions and Events

Procedures:
- LOR-2PM02J-A403; Turbine-Driven Reactor Feed Pump 2FW01PA/B Vibration High;
Revision 1
- LOS-RD-SR5; Control Rod Drive Timing; Revision 15
- LTS-1100-4; Scram Insertion Times; Revision 22
- LOP-RM-01; Reactor Manual Control Operation; Revision 26
- NF-AB-720-F-1; Control Rod Sequence Review and Approval; Revision 0

1R15 Operability Evaluations

Engineering Evaluations:
- OE 04-006; CSCS Pump Room Ventilation; Revision 0
- EC 350196; MR90 evaluation in Support of Maintenance to Replace Unit 1 and 2
Division 2 EDG Ventilation Temperature Controllers; Revision 0
- OE 04-009; Unit 1 Rod Position Indication System; Revision 0
- EC 350505; Less than 6-Inch Separation Distance Between Redundant Divisional
Cables/Wiring/Equipment within Panels when Barrier is Removed for Maintenance;
Revision 0
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- OE 01-007; RCIC Barometric Condenser Condensate Pump Failed; Revision 0
- OE 91-001; Loss of Barometric Condenser Vacuum Pump; Revision 0
- OE 04-008; Lisega Hydraulic Snubbers; Revision 0
- EC 350650; Lisega Hydraulic Snubbers; Revision 0
- EC 350652; Radiation Resistance Review of Disiloxane Fluids Used in Lisega
Snubbers; Revision 0
- EC 350662; Time Dependent Post-LOCA Radiation Dose for Lisega Snubbers in
Primary Containment; Revision 0
- OE04-007; AP Transformer 236Y degraded cooling fans; Revision 0

Updated Final Safety Analysis Report, Revision 14:
- Table 3.2-1, Sheet 6; Structures, Equipment, and Component Classifications

Technical Specifications:
- 3.6.1.1; Primary Containment
- 3.6.1.3; Primary Containment Isolation Valves
- 5.5.13; Primary Containment Leakage Rate Testing Program

Condition Reports:
- 241355; Unit 1 Rod Worth Minimizer System Trip; 8/3/2004
- 242091; Loss of all RPIS; LOA-RM-101 Entry; 8/5/2004
- 235209; 1C VP Chiller Leak; 7/11/2004
- 234015; VP Chiller Operations; 7/6/2004
- 240992; South Eastern Most Cooling Fan Squealing Intermittently; 8/02/2004

Procedures:
- LOS-AA-S101; Unit 1 Shiftly Surveillance; Revision 18
- LOP-AP-242Y; Preparation Procedure for De-Energizing Switchgear 242Y; Revision 2

Adverse Condition Monitoring Plans:
- 235209; Loss of 1C VP Chiller; 7/11/2004

1R16 Operator Workarounds

Operability Evaluations:
- OE 01-007; RCIC Barometric Condenser Condensate Pump Failed; Revision 0
- OE 91-001; Loss of Barometric Condenser Vacuum Pump; Revision 0

Updated Final Safety Analysis Report, Revision 14:
- Table 3.2-1, Sheet 6; Structures, Equipment, and Component Classifications

Technical Specifications:
- 3.6.1.1; Primary Containment
- 3.6.1.3; Primary Containment Isolation Valves
- 5.5.13; Primary Containment Leakage Rate Testing Program

Condition Reports:
- 253839; Inspection Results, Check Valve 1E51-F028; 9/17/2004
- 256534; NRC Questions Related to RCIC LLRTs Performed in SEP 2004; 9/24/2004
- 241004; Incorrect Pressure Head Calculations Result in Leak Rate Test; 8/02/2004
- 251731; M&TE Failure; 9/10/2004
- 235492; Position Indication of 08 with Rod at 48 for Control Rod 46-39; 7/12/2004
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- 241355; Unit 1 Rod Worth Minimizer System Trip; 8/3/2004
- 242091; Loss of all RPIS; LOA-RM-101 Entry; 8/5/2004

Work Orders:
- 675139-01; EP Type C Appendix J LLRT - 1E51-F069; 9/10/04
- 677753-01; EP Type C Appendix J LLRT - No RPV Boundary OOS Required;
9/10/2004
- 706659-01; Unit 1 RPIS Card Replacement; 08/06/2004

Procedures:
- LTS-100-38; RCIC Vacuum Discharge Isolation Valve LLRT 1(2)E51-F069 & 1(2)
E51F028; Revision 9 and 10
- LTS-100-2; Local Leak Rate Test (LLRT), Mass Makeup Method; Revision 27
- LTS-300-5; Primary Containment Leak Rate Testing Program; Revision 34
- LOA-RM-101; Unit 1 RMCS Abnormal Situations; Revision 12

Operability Evaluations:
- OE01-00965; RCIC Barometric Condenser Condensate Pump (2E51-C004) Failed to
Pump Condensate Out of Tank Properly; 2/19/2001
- OE91001; Loss of Barometric Condenser Vacuum Pump for 2E51-C005; 2/27/91

1R19 Post-Maintenance Testing

Operability Evaluations:
- OE 01-007; RCIC Barometric Condenser Condensate Pump Failed; Revision 0
- OE 91-001; Loss of Barometric Condenser Vacuum Pump; Revision 0

Updated Final Safety Analysis Report, Revision 14:
- Table 3.2-1, Sheet 6; Structures, Equipment, and Component Classifications

Technical Specifications:
- 3.6.1.1; Primary Containment
- 3.6.1.3; Primary Containment Isolation Valves
- 5.5.13; Primary Containment Leakage Rate Testing Program

Condition Reports:
- 235492; Position Indication of 08 with Rod at 48 for Control Rod 46-39; 7/12/2004
- 236721; RPIS Probe Data Processor Card Not in Agreement With UFSAR; 07/16/2004
- 238176; NOS IDs Issues With RPIS Card Replacement Prejob Brief; 07/22/2004
- 241355; Unit 1 Rod Worth Minimizer System Trip; 8/3/2004
- 242091; Loss of all RPIS; LOA-RM-101 Entry; 8/5/2004
- 242456; RPIS Auto Restart Feature Not Widely Understood; 08/2006/2004
- 242477; RPIS Troubleshooting Identified Vendor Manual Not Updated; 08/06/2004
- 242827; NOS ID ED Maintenance Lack of Preparation For RPIS Card Work;
08/09/2004
- 242878; U-1 RPIS Troubleshooting And Repair Issues Identified; 08/09/2004
- 244039; Prompt For RPIS Failure Not Presented in a Timely Fashion; 08/12/2004
- 244804; Div1 RHR Water Leg Pump Tripped; 8/16/2004
- 245375; 2B DG Trip During Shutdown; 8/18/2004
- 245551; Diode Failure on 2B DG - Check Diode on 0 DG; 8/19/2004
- 245553; Diode Failure on 2B DG - Check Diode on 1A DG; 8/19/2004
- 245554; Diode Failure on 2B DG - Check Diode on 2A DG; 8/19/2004
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- 246494; Additional Troubleshooting for U1 RPIS Is Recommended; 08/23/2004
- 247348; RPIS Circuit Card PM Replacement Frequency; 08/25/2004
- 250033; Potentially Degraded Zener Diodes in RMCS/RPIS; 09/03/2004
- 251237; Potentially Degraded RPIS Circuit Cards Due to Diodes; 09/09/2004
- 251257; Potentially Degraded RPIS Circuit Cards Due to Diodes; 09/09/2004
- 251385; One Circuit of RPIS Sampling Card Not Functioning; 09/09/2004
- 253839; Inspection Results, Check Valve 1E51-F028; 9/17/2004
- 256534; NRC Questions Related to RCIC LLRTs Performed in SEP 2004; 9/24/2004
- 241004; Incorrect Pressure Head Calculations Result in Leak Rate Test; 8/02/2004
- 251731; M&TE Failure; 9/10/2004

Risk Decision Sheets:
- 675139; LLRT of 1E51-F069/F028; 8/3/2004
- 2004-20; Unit 1 RPIS; 8/6/2004

Work Orders:
- 726584-01; Replace Thermal Overload Relay for 1AP76E-D3; 8/17/2004
- 702305-01; 1WR01PA CS “ON” light not lighting operation; 06/01/2004   
- 716275-01; 1A WR Pump on Light Not Lit with Pump in Operation; 07/11/2004
- 675139-01; EP Type C Appendix J LLRT - 1E51-F069; 9/10/04
- 677753-01; EP Type C Appendix J LLRT - No RPV Boundary OOS Required;
9/10/2004

Procedures:
- LEP-AP-03; Thermal Overload Relay Trip Test; Revision 3
- LEP-EQ-115; Klockner-Moeller Circuit Breakers and Related MCC Equipment;
Revision 14
- MA-AA-716-004, Attachment 2; Complex Troubleshooting Plan for 2B EDG; Revision 2
- LOS-DG-M3; 1B(2B) Diesel Generator Operability Test; Revision 57
- LTS-100-38; RCIC Vacuum Discharge Isolation Valve LLRT 1(2)E51-F069 & 1(2)
E51F028; Revision 9 and 10
- LTS-100-2; Local Leak Rate Test (LLRT), Mass Makeup Method; Revision 27
- LTS-300-5; Primary Containment Leak Rate Testing Program; Revision 34

Plant Issue Resolution Documentation:
- SER No. 2004-20; Should We Continue to Operate Unit 1 at Full Power with RPIS
Degraded; 8/6/2004

Job Briefs:
- Unit 1 RPIS Card Replacement WO 706659-01

Miscellaneous:
- Regulatory Guide 1.163; Performance-Based Containment Leak-Test Program;
September 1995
- NEI 94-01; Industry Guideline for Implementing Performance-Based Option of 10 CFR
50 Appendix J, Revision 0
- IST Program Check Valve Monitoring Plan - Performance Analysis for 1E51-F028 and
2E51-F028; 4/16/2004
- 675139; Production Risk Activity Screening of LLRT of 1E51-F069/F028; 8/3/2004
- LLRT Performance Based Test Interval Evaluations for 1E51-F069 and 1E51-F028;
3/14/2004
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- LLRT Performance Based Test Interval Evaluations for 2E51-F069 and 2E51-F028;
3/24/2004

Operability Evaluations:
- OE01-00965; RCIC Barometric Condenser Condensate Pump (2E51-C004) Failed to
Pump Condensate Out of Tank Properly; 2/19/2001
- OE91001; Loss of Barometric Condenser Vacuum Pump for 2E51-C005; 2/27/91

1R22 Surveillance Testing

Procedures:
- LOS-DG-M2; 1A (2A) Diesel Generator Operability Test; Revision 55
- HU-AA-104-101; Procedure Use and Adherence; Revision 0
- LTS-200-231; Division 2 RHR Service Water Balance Test; Revision 4
- LES-GM-109; Inspection of 480 V Klockner-Moeller Motor Control Center; Revision 28
- MA-AA-723-325; Molded Case Circuit Breaker Testing; Revision 1
- LES-CO-202B; Diesel Generator 2B Room CO2 System Channel Functional Test;
Revision 12
- LTS-100-38; RCIC Vacuum Discharge Isolation Valve LLRT 1(2)E51-F069 & 1(2)
E51F028; Revision 9 and 10
- LTS-100-2; Local Leak Rate Test (LLRT), Mass Makeup Method; Revision 27
- LTS-300-5; Primary Containment Leak Rate Testing Program; Revision 34

Work Orders:
- 675139-01; EP Type C Appendix J LLRT - 1E51-F069; 9/10/04
- 677753-01; EP Type C Appendix J LLRT - No RPV Boundary OOS Required;
9/10/2004
- 707642-01; OP LOS-DG-M2 2A Diesel Generator Att 2A-Idle; 7/8/2004
- 535862-01; ES Division 2 RHR Service Water Balance Test; 7/7/2004
- 479968-01; Perform LES-GM-109 for 1VQ051@ MCC 135Y-1/H4 (1AP75E);
7/23/2004

Procedure Changes Requests:
- LOS-2004-73; Revise Attachment 2A-IDLE Step 1.23; 6/9/2004

Condition Reports:
- 234661; 2B RHR Pump Seal Cooler Flow is Degraded; 7/8/2004

 - 155769; Trouble alarms on the DG CO2 Panels Marked Incorrectly; 12/17/2003
- 253839; Inspection Results, Check Valve 1E51-F028; 9/17/2004
- 256534; NRC Questions Related to RCIC LLRTs Performed in SEP 2004; 9/24/2004
- 241004; Incorrect Pressure Head Calculations Result in Leak Rate Test; 8/02/2004
- 251731; M&TE Failure; 9/10/2004
- 253769; VE and VC Smoke Purge Mode Impact; 9/14/2004
- 252847; ‘A’ VE Refrigeration Compressor Tripped During LTS-400-17; 9/14/2004
- 252855; Annunciator Problems; 9/14/2004

Miscellaneous:
- Regulatory Guide 1.163; Performance-Based Containment Leak-Test Program;
September 1995
- NEI 94-01; Industry Guideline for Implementing Performance-Based Option of 10 CFR
50 Appendix J, Revision 0
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- IST Program Check Valve Monitoring Plan - Performance Analysis for 1E51-F028 and
2E51-F028; 4/16/2004
- 675139; Production Risk Activity Screening of LLRT of 1E51-F069/F028; 8/3/2004
- LLRT Performance Based Test Interval Evaluations for 1E51-F069 and 1E51-F028;
3/14/2004
- LLRT Performance Based Test Interval Evaluations for 2E51-F069 and 2E51-F028;
3/24/2004

Operability Evaluations:
- OE01-00965; RCIC Barometric Condenser Condensate Pump (2E51-C004) Failed to
Pump Condensate Out of Tank Properly; 2/19/2001
- OE91001; Loss of Barometric Condenser Vacuum Pump for 2E51-C005; 2/27/91

1R23 Temporary Plant Modifications

Procedures:
- CC-MW-112-1001; Temporary Configuration Change Packages; Revision 3
- LIS-EM-002; Seismic Monitoring System Calibration; Revision 11
- LIS-EM-008; Triax Time History and Response Spectrum Recording System Channel 
Check and Functional Test; Revision 12
- LOR-1PM10J-B503; Seismic OBE/SSE LVL Exceeded; Revision 6
- LOR-1PM10J-B504; Strong Motion Seismic Inst Sys Initiated; Revision 3

10 CFR 50.59 Screenings:
- TCCP 341156; Disable Degraded Emergency Light in Drywell at Elevation 807',
Azimuth 230; 2/15/2004
- EC 347872; Revise the Seismic Monitoring Instrumentation Trigger Set point for
0XR-EM010 from 0.02g to 0.01g; 3/24/2004

Temporary Change Control Packages:
- 341156; Disable Emergency Light (CKT 242D) Unit 2 Drywell Elevation 807' at 230
Degree Azimuth; Revision 1
- 347872; Setpoint Change – Seismic Monitor Trigger Level; Revision 0

Engineering Changes:
- 341156; Disable Emergency Light (CKT 242D) Unit 2 Drywell Elevation 807' at 230
Degree Azimuth; Revision 1
- 347872; Setpoint Change – Seismic Monitor Trigger Level; Revision 0

Condition Reports:
- 199840; EP – Seismic Monitor Setpoints May Not Support DEAL; 2/5/2004

1EP6 Drill Evaluation

EP-AA-1000; Exelon Nuclear Standardized Radiological Emergency Plan; Revision 15

EP-AA-1005; Exelon Nuclear Radiological Emergency Plan Annex for LaSalle Station;
Revision 16

Condition Reports:
- 241268; NRC Identified Failure to Use Heat Stress Procedure; 8/3/2004
- 242025; Failure to Properly Identify PARS During an ERO Drill; 8/5/2004
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2OS1 Access Control to Radiologically Significant Areas

CR-228740; NOS ID RP Missed Opportunity to Reinforce Expectations; 6/3/2004

2OS3 Radiation Monitoring Instrumentation and Protective Equipment

Procedures:
- LRP-1310-5; Inspection of the ISI Magnum Self Contained Breathing Apparatus;
Revision 22
- LRP-5410; ABACOS Plus Whole Body Counter Calibration; Revision 0
- LRP-5800-3; Radiation Monitoring Alarm/Trip Setpoint Determination; Revision 9
- LRP-5822-10; Operation and Calibration of the Eberline PM-7 Portal Monitors;
Revision 5
- LRP-5822-11; Operation and Calibration of the Small Articles Monitor (SAM);
Revision 11
- LRP-5822-42; Operation and Calibration of the N.E. Technologies CM-11 With Dual
Probe Type DP11A; Revision 2
- RP-AA-440; Respiratory Protection Program; Revision 4
- RP-AA-700; Controls for Radiation Protection Instrumentation; Revision 0
- RP-LA-440-1001; Issuance and Use of Radiological Respiratory Protective Equipment;
Revision 0

NOS Field Observation; Monthly Source Check OG Pretreatment Log/Linear; 3/3/2004

Audit NOSA-LAS-03-06; Health Physics/Radiation Protection Audit Exit Report;
3/5-9/2003

FASA AT 194323-05; Radiation Monitoring Instrumentation; 6/14/2004 to 7/2/2004

Condition Reports:
- 218662; NOS ID Control of Radioactive Sources; 5/12/2004
- 224641; NOS ID Unauthorized HRA Entry; 6/28/2004
- 225735; NRC Identified Question Concerning Lack of Neutron Dose Card; 6/1/2004
- 218662; NOS ID Control of Radioactive Sources; 4/3/2004
- 219619; RP Benchmarks Fermi Procedures for Improvement Opportunities; 5/5/2004
- 228740; NOS ID RP Missed Opportunity to Reinforce Expectations; 6/3/2004

Calibration of the Canberra Fastscan Whole Body Counter; dated October 9, 2002

Calibration of the Canberra Fastscan Whole Body Counter; dated April 15, 2004

4OA1 Performance Indicator Verification

Procedures:
- LOS-AA-S101; Unit 1 Shiftly Surveillance; Revision 22
- LOS-AA-S201; Unit 2 Shiftly Surveillance; Revision 25
- LS-AA-2001; Collecting and Reporting of NRC Performance Indicator Data; Revision 3
- LS-AA-2040; Monthly Data Elements For NRC Safety System
Unavailability-Emergency AC Power; Revision 4
- LS-AA-2050; Monthly Data Elements For NRC Safety System Unavailability -High
Pressure Inject Ion (BWR) or High Pressure Safety Injection (PWR); Revision 4
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- LS-AA-2060; Monthly Data Elements For NRC Safety System Unavailability -Reactor
Core Isolation Cooling (BWRs) or Auxiliary Feedwater (PWR) systems; Revision 4
- LS-AA-2070; Monthly Data Elements For NRC Safety System Unavailability-Residual
Heat Removal Systems; Revision 5
- LS-AA-2100; Monthly Data Elements for NRC Reactor Coolant System (RCS)
Leakage; Revision 5

Condition Reports:
- 244247; Inconsistencies in Data Used to Determine NRC RCS Leakage PI; 8/13/2004

Unit 1 and Unit 2 Operations Narrative Logs; 7/1/2003 to 6/30/2004

4OA2 Identification and Resolution of Problems

Condition Reports:
- 171232; Inaccurate Unavailability Data in April 2003 NEI Monthly PI; 8/12/2003
- 171187; Discrepancy Between Info in LER Description and Abstract; 8/12/2003
- 171962; Missed Point of Discovery Time During CO2 Actuation Event; 8/18/2003
- 174557; LER Not Counted as SSFF; 9/5/2003
- 181122; NRC Performance Indication Data Entry Error; 10/15/2003
- 197159; EP PI Data Submittal Error Found During FASA; 1/23/2004
- 210248; DEI Sample Result Not Used in NRC PI for Unit 2 Aug 03; 3/23/2004
- 244247; Inconsistencies in Data Used to Determine NRC RCS Leakage PI; 8/13/2004

Procedures:
- LS-AA-2001; Collecting and Reporting of NRC Performance Indicator Data; Revision 3
- LS-AA-2003; Use of the INPO Consolidated Data Entry Database for NRC and WANO
Data Entry; Revision 0
- LS-AA-2040; Monthly Data Elements for NRC Safety System Unavailability-Emergency
AC Power; Revision 4
- LS-AA-2080; Monthly Data Elements for NRC Safety System Functional Failures;
Revision 4
- LS-AA-2090; Monthly Data Elements for NRC Reactor Coolant System (RCS) Specific
Activity; Revision 4
- LS-AA-2100; Monthly Data Elements for NRC Reactor Coolant System (RCS)
Leakage; Revision 5
- LS-AA-2110; Monthly Data Elements for NRC Emergency Response Organization
(ERO) Drill Participation; Revision 6
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LIST OF ACRONYMS USED

AC Alternating Current
AEER Auxiliary Electric Equipment Room
APRM Average Power Range Monitor
ARM Area Radiation Monitor
ASME American Society of Mechanical Engineers
CAP Corrective Action Program
CAR Corrective Action Request
CEDE Committed Effective Dose Equivalent
CFR Code of Federal Requirements
CR Condition Report
CSCS Core Standby Cooling System
CY Calendar Year
DC Direct Current
DEI Dose Equivalent Iodine
DG Diesel Generator
DRP Division of Reactor Projects
EACE Equipment Apparent Cause Evaluation
ECCS Emergency Core Cooling System
EDG Emergency Diesel Generator
EP Emergency Preparedness
FASA Focused Area Self Assessment
FFD Fitness For Duty
FOI Follow-On Item
FSAR Final Safety Analysis Report
GIX Main Generator Fault
HPCI High Pressure Core Injection
HPCS High Pressure Core Spray
I&C Instrumentation and Controls
ICM Interim Compensatory Measure
IEEE Institute of Electrical & Electronic Engineers
IMC Inspection Manual Chapter
INPO Institute of Nuclear Power Operations
IP Inspection Procedure
IPE Individual Plant Examination
IR Inspection Report
ISI Inservice Inspection
kV Kilovolt 
LCO Limiting Condition for Operation
LER Licensee Event Report
LHRA Locked High Radiation Area
LLRT Local Leak Rate Testing
LOCA Loss of Coolant Accident
LOOP Loss of Off-site Power
LPCI Low Pressure Coolant Injection
MG Motor-Generator
MOV Motor-Operated Valve
msec Millesecond

NCR Non-Conformance Report
NCV Non-Cited Violation
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NEI Nuclear Energy Institute
NIOSH National Institute of Safety & Health
NRC U.S. Nuclear Regulatory Commission
OWA Operator Workaround
OWI Operations Work Instruction
PCIS Primary Containment Isolation System
PI Performance Indicator
PI&R Problem Identification and Resolution
PMT Post-Maintenance Testing
psid Pounds Per Square Inch Differential
psig Pounds Per Square Inch Gauge
QA Quality Assurance
RBCCW Reactor Building Closed Cooling Water
RCA Radiologically Controlled Area
RCIC Reactor Core Isolation Cooling
RCS Reactor Coolant System
RHR Residual Heat Removal
RHRSW Residual Heat Removal Service Water
RMC Reactor Manual Control
RP Radiation Protection
RPIS Rod Position Indication System
RPS Radiation Protection Specialist
RPS Reactor Protection System
RPV Reactor Pressure Vessel
RWCU Reactor Water Cleanup
RWP Radiation Work Permit
SAM Small Articles Monitor
SCBA Self-Contained Breathing Apparatus
scf Standard Cubic Feet
SDP Significance Determination Process
SSC Systems, Structures, and Components
TSC Technical Support Center
TS Technical Specification
UFSAR Updated Final Safety Analysis Report
URI Unresolved Item
USAR Updated Safety Analysis Report
Vac Volts Alternating Current
Vdc Volts Direct Current
VE AEER Ventilation System


