Three Mile Island

Feb. 3, 2015 – The NRC issued a report on its quarterly inspection for the three month-period ending Dec. 31, 2014. No findings were identified.

Peach Bottom Atomic Power Station

Feb. 4, 2015 – The NRC issued its report of its quarterly inspection of Units 2 and 3 for the three-month period ending Dec. 31, 2014. No findings were identified.

April 20, 2015 – The NRC issued a report on its request for seismic hazard reevaluations at Unit 2 and 3. “Based on its review,” the report said, “the staff concludes that the licensee conducted the hazard reevaluation using present-day methodologies and regulatory guidance, it appropriately characterized the site given the information available, and met the intent of the guidance for determining the reevaluated seismic hazard. … Further, the licensee’s reevaluated seismic hazard is acceptable to address other actions associated” with recommendations.

May 13, 2015 – The NRC issued a report of its quarterly inspection for the period Jan 1, 2015, to Mach 31, 2015.

In the report, the NRC documented one violation of NRC requirements. The violation was deemed of very low safety significance and was treated as a non-cited violation due to the problem being entered into the plant’s corrective action program. 

The finding involves plant operator Exelon not including certain flood indication functions into the scope of its maintenance rule. This involved level switches in the emergency core cooling system (ECCS). 

“A failure of the level switches would delay identifying a flooding condition in the ECCS rooms,” the NRC report said. “In the case of this finding, monitoring of components that provide alarm indication to operators during a flood hazard was not incorporated into the maintenance rule.” 

The NRC said this occurred for a period from Aug 26, 2011 to Feb. 2, 2015. The NRC viewed the matter as of very low safety significance “because the finding was not a design or qualification deficiency, did not represent an actual loss of system safety function, did not represent an actual loss of safety function of a single train for greater that its technical specification allowed outage time, and did not screen as risk significant due to external initiating events.”

Susquehanna Steam Election Station (Berwick)

April 16, 2015 – The NRC issue a report discussing a finding preliminarily determined to be white, a finding with low to moderate safety significance that may require additional inspections, regulatory actions and oversight. 

According to the NRC, plant operator PPL “failed to establish an effective … emergency plan to ensure that a timely event declaration would be made for an unisolable primary system leak outside of primary containment.” The NRC said this failure had been ongoing since of June 20, 2012.

“Specifically,” the report continued, “PPL’s interpretation of the 15-minute assessment and classification period degraded their ability to make timely alert or site area emergency declarations in certain cases. This potential delay in declaration of an alert of site area emergency could have impacted the ability of off-site response organizations to implement timely actions to protect the public during a radiological emergency.”

The NRC said all nuclear plant operators, effective June 30, 2012, needed to establish and maintain “the ability to assess, classify and declare an emergency condition within 15 minutes after the availability of indications to plant operators that an emergency action level has been exceeded.” However, the NRC said PPL interpreted the 15-minute assessment as starting “when operator actions were, or expected to be, unsuccessful in isolating a reactor coolant system leak.”

“The inspectors concluded that training the emergency response organization in this manner was inconsistent with NRC requirements and had the potential to degrade the timeliness of an event declaration … Licensees shall not construe these criteria as a grace period to attempt to restore plant conditions to avoid declaring an emergency action due to an emergency action level that has been exceeded.”

The NRC said it will inform PPL when the final significance of this matter has been determined. It said it intended to complete and issue the final determination within 90 days of the April 16, 2015, letter.

May 14, 2015 – The NRC issued a report of its quarterly inspection of Units 1 and 2 for the three-month period ending March 31, 2015. The report documented one self-revealing finding and three NRC identified findings of very low safety significance. There also was an unresolved time relating to radiation monitoring.

One finding involved a failure of PPL to adequately control the storage of transient combustibles in accordance with its fire protection program, the NRC said. During an inspection on Feb, 12, 2015, “inspectors observed 45 cardboard 55 gallon barrels containing replacement charcoal, 200 feet of 1.5-inch rubber hose, 100 feet of polycarbonate vacuum hose, and approximately 20 pounds of miscellaneous combustible materials,” the report said. “A large quantity of this combustible material was stored within three feet of energized electrical equipment and power cables.” The NRC said PPL instituted a “continuous fire watch’ in the area until the materials were moved outside the three-foot zone.

A second finding involved the deterioration of an emergency diesel generator fuel oil flowing vent line. “Despite identifying a condition adverse to quality on Jan. 31, 2015, associated with vibration induced fretting of the B emergency diesel generator fuel oil flowing vent line, implementation of the corrective action program did not assure that the condition adverse to quality was promptly corrected,” the NRC said. “Subsequently during the next monthly surveillance run, the emergency diesel generator was declared inoperable when the through wall leak worsened…Inspectors determined that PPL’s common cause assessment was inadequate and did not provide reasonable assurance that a fire would not occur on the emergency diesel generators if a leak were to develop.” The NRC report said PPL scheduled prompt replacements of all the piping showing signs of wear, and work was completed on March 3, 12, 19 and 27, 2015, for various generators.

A third finding involved not establishing diesel fuel oil specifications to ensure that diesel-driven equipment important to safety would function during low temperatures. The report said the “station blackout portable diesel generator was rendered non-functional when ambient air temperatures fell below the cloud point temperature of the diesel fuel oil.” The report said PPL implemented “compensatory actions to monitor diesel fuel oil temperatures in the (diesel generator) every shift and erected a temporary structure to restore and maintain functionality.”

A self-revealing finding involved three separate examples of failing to implement work instructions “that resulted in equipment inoperability and associated losses of safety function.” The events occurred in June 2014 (two) and November 2014. The report also listed a PPL-identified violation of very low safety significance. On Feb. 6, 2015, PPL identified that the “reactor pressure vessel had been operated in a condition prohibited” by technical specifications. “Specifically, PPL identified 27 occasions during the past three years that the reactor pressure vessel was operated below 0 psig during reactor startups and shutdowns,” the report said. The issue was placed on PPL’s corrective action program.

The report also listed an unresolved item because inspectors did not have enough information. According to the report, during a full-scale drill on Feb. 17, 2015, PPL determined that the technical support center and on-shift dose assessors were not able to perform a valid dose assessment for an unmonitored and unfiltered release. The report added that it was determined that four of the 16 fixed radiation monitors in the remote monitoring system “had been out of service since 2013 and the software that displays the remote monitoring system does not consistently run in computers in the emergency operating facility and technical support center.”

The report added that PPL’s corrective action program “failed to take adequate corrective actions with regards the remote monitoring system.” It added that PPL was aware that the remote monitoring system “is unreliable and cannot be maintained due to a number of hardware and software issues. Despite this, no action had been taken to correct the identified equipment issues.”

“At the completion of the inspection,” the report added,  “inspectors did not have enough information to determine” if PPL failed “to maintain the effectiveness of its emergency plan and therefore could not determine whether a violation of regulatory requirements existed.”

May 25, 2015 – Unit 2 of the Susquehanna nuclear plant resumed operations after completing a scheduled refueling and maintenance outage. About 40 percent of the unit’s uranium fuel was replaced, more than 200 new turbine blades were installed, and there was a replacement of a 24-ton pump and motor that circulates water through the plant’s reactor.

