1. Modification of RC-1

Extensive RCI-IO, "Minimizing occupational Radiation Exposures.”
revisions have taken place since the thinmble tube event. Before
the event, the procedure required an ALARA preplanning report to
be conpleted by the responsible supervisor if the job had a
potential exposure greater than 5 man-rem. The instruction has
been revised to require an ALARA preplan report to be filled out
by the responsible supervisor when inhis estimation any
specific job meet# any of the follow ng conditions:

) I f an individual has received, from actual past
exposures, greater than one rem (whole body) in
one cal endar day under one radiation work permit
(maP).

If an individual has received, from actual past
exposures, greater than 25 percent of the
extremity quarterly limit in one calender day
under one RWP.

0 If the work area dose rate exceeds one rem/hour
(whole body).

Handling of radioactive material where extremity
doese rates are inexcess of 10 rem hour at the
working distance for the extremty.

if an individual is expected to receive greater
than 10 MPC hours in one day (after appropriat
protection factors are applied).

| f an individual isexpected to receive greater
than 40 IUPC hours inone week (after appropriate
protection factors are applied).

o] The collective dose isexpected to exceed 5
man-rem under the RWP for each individual job.

o] Al jobs shall be preplanned when deened
necessary for exposure control by the ALARA
engi neer,

Ina~ditign. the preplanning and postplanning checklist was
expanded to 41 items and approval requirenents were expanded
from the job planner and ALARA coordinator to the current [evel
of preparer, cognizant engineer. Health Physics Shift
Supervisor, section supervisor and ALARA engi neer.

These changes are considered to be significant inprovenents to
RCI-10 aid the preplanning effort. Current nodifications to the
prepl anning checklist sinplification are being considered as are
positive modifications to the RAP instruetiofl RClI - 14, "Radiation
Work Pernmit (RilP) Progrant.



The AL ARA engineer stated that 104 preplan. were prepared in
1985 and 12 in 1986 as of February 21, 1986.

2. Conduct ALARA/ RCl-10 Trai ni ni

The ALARA engineer records show that he provided training
instruction to 237 SQN personnel fromthe Qperations, Mechani cal
Mai nt enance, and Instrunentation Mechanics Sections. These were
conducted i n conbinations of one-hour lectures with handouts.
geveral MIC hour tranking training sessions were also conducted
at weekly instrunmentation safety neestings.

3. Pl ant Instruction Revi ews

The HP Goup is represented on the PORC subconmittee's biennial
review of current plant instructions and all new ones. |f
deemed applicable a precaution statement isinserted for ALMAR
and RM's.  Sectio'n 4.1 of SM-0-68-26." Chanjbe Qut of the RCS
Narrow Range RTDs" isan exanple of the statenment being inserted
into applicable procedurLcs. This section states:

Contact HP for applicable radiation work permts
(RWP) Al-33 shielding and ALARA prepl anni ng.

This insertion isan inprovenent, since it instructs the personnel
conducting the instruction to verify that ALARA prepl anning has been
performed, if necessary. At the time of this review. the HP
technical supervisor stated that approximtely one-third of the
potentially affected instructions had been reviewed and that by 1988
all currently existing procedures will have been reviewed for RW and
ALARA preplan precaution determ nation.

based upon the revision to RO-10 the conduct of the training, and
the plant instruction review, it has been and is being enphasized to
the plant staff that conpliance with ALMRA propl anning requirenents
as specified inRC-10 isrequired. This item is closed.

|-84-12-SQU-14. Weed for Formal Documentation for Upper Plant
Management A~PRovel to Work in Radiation Dose Rate Fields Geater
Than 20 Rent Hour

Inthe original investigation (reference A 25). NSRS reconmended that
3QI1 establish formal requirements and a nethod to docunent
authorization to work indose rate fields greater than 50 rem hour.
Nucl ear Power recponded inreference A 28 by stating that at the tine
of the thinble tube event, RC-1A "Radiation Wrk Permit (RWP)
Program section |V.B.6, specified that the Plant Mnager was
required to review the RW when dose rates exceed 50 rem hour. the
appropriate management personnel were notified and verbal
authorization given to continue the job; RCI-14 was revised requiring
formal docunentation of this review and authorization, and the
appropriate RU? signature sheets were being revised tQ include a
signature slot for the Plant Manager, if required,



BB.

For this followup review. RCI-14. revision 4, dated July 10, 198%.
was examned. The requirenents for Plant Manager review and approval
are stated insections IV.B.7 and V1.7. These state that the Plant
Manager shall review and approve all RWPs when the worx area dose
rate equals or exceeds 50 remfhour or prior to any entry inside the
pol ar crane wall when the reactor is at power. Aso, the Plant
Manager will indicate any additional special instructions to be

fol lowed on the RWP. The NMRP provides a signature slot for the Plant
Manager. This item i s closed.

1-84-12-SQN-iS. Availability of Conmummications Followingt the Accident

In the original investigation (reference A 25), VSRS recoi mended that
anytime the telephone isout of service inthe airlock, alternate
comuwni cation methods shoul d be considered and enpl oyed.
Additionally. availability of communications should be considered
during the performance of the job safety analysis and job planning.

NUC PR responded in reference A.28 that SON ackncwledges that the
airlock tel ephone was inoperable and that additional enphasis would

be placed on timely response for maintenance requests on these phones.

Section 6.6 of the NRC investigation report of the thinble tube event
stated that while regulations do not address airlock coimunications.
the potential for airlock operating mechanism failures and for events
inside containment appears to justify maintaining reliable

conmuwni cations between airlocks and manned stations outside

cont ai nment .

For this followup review, the NSRS reviewed Al-S 'Assess to
Containment," revisions 10 through 16. and SQV 2, "Mlaintenance
Managenent System" revision 16. At the tinme of the thinble tube
event, AX-S did not specifically require verification of the
operability of the containment airlock telephone. Subsequent
revisions to the procedure were made to add the requirement to check
the airlock phone upon entering. Section 6.0 of the current Al-8,
revision 16. requires the Public Safety Officer unlocking the airlock
to ensure that the phone inside the airlock is checked for proper
operation prior to the first person entering containment and to fill
out a data sheet related to phonae operability. If it isdiscovered
that the phone isnot operating properly, Public Safety shall
initiate an immsediate attention list MR to electrical maintenance for
repair. Entry into containnent during the period the phone isout of
service shall be approved by the individual's supervisor or the shift
engi neer (SE) when the supervisor istiot present.

The QM 2 states that immediate attention Ws my be conm-enced at
aaytime, but no~nally would not bump a job already inprogress. It
shoul d, however, be started within 24 hours, |t |'sonsidered
satisfactory that during the 24 plus hours that the phone could be
out of service entrance is controlled by the supervisor or SE



CC.

With respect to availability of communications being considered
during performance of the job safety analysis and job planning, the
fol lowing action was verified to have been perforned: (a) RCd-10

"M ninizing Cccupational Radiation Exposure,” was revised to add a
prej ob ALARA planning report checklist which requires a determnation
of whether special cominznications equi pnent i S needed to enable
workers to conumnicate effectively while inradiation areas, (b) the
job hazards analysis that was performed for entry into pressurizer
enclosure with the unit at 100 percent power specified alternate
egress routes and required, as a formof couwnication, posting an
enpl oyee inside upper containment at the airlock wheel to open it in
the event of an emergency, and (c) Al-S was nodified to require
notification of personnel in containnment of alternate egress routes
in the event the airlock door isintentionally made inoperable. The
conbination of all of these actions demonstrate that commuinications
are being considered as a part of the job planning and hazard
assessnent efforts, This itemis closed.

|-84-12-SQN-16. Effective C eaning of the Thinble Tubes by NUS
Cor porat i on

In the original investigation (reference A 25), NSRS recommended that
WN be advised of the effectiveness of the IIUS cleaning nmethod over
the Teleflex nethod. Nuclear Power responded inreference A 28 that
the NUS thinble tube cleaning nmethod appears to be effective and that
they will advise WN of the NIS technique. The response also stated
that the ultimate effectiveness can only be judged after considerably
nore operating experience. NSRS concurred with the response in
reference A 29.

For this followup review, itwas determned the SQN Plant Manager
sent a TVA 45D to the WN Plant Manager informing himthat the MIS
thimble tube cleaning nmethod appears to be an effective neans to
clean the tubes. The WN nechnical naintenance personnel stated that
the NtIS thinble tube cleaning systemhas been purchased by WON. The
WIN cleaning procedure HI-94.3, "Inecre Flux Thimble Cleaning and
Lubrication." section 3.5 states: "This instruction isto be
performed using the MIS supplied flux thinble c'~eaning equipnent."
This itemis closed.

1-84-12-SQU- 17, Poor Quality Ceani.ag Procedures and |nadequate PORC
Revi ew

Inthe original investigation (reference A 25), NSRS recommmended that
SQU shoul d eval uate the PORC review process aid consider

suppl ementing the review process with expert subcomiittees to
properly evaluate procedures and advise the Plant Manager on their
adequacy before he approves or disapproves. Additionally, cancel
SM-0-94--1 and do not use SM-0-94-2 again !ntil it has been revised
to include at least the quality elements listed above. Performa
generic review of all mmintenance and special mainterance
instructions to ensure adequacy.

The response inreference A28 addressed reocomrendations 5, 7, 1l
17, and 22 as one item The following isan extract.



After thoroughly analyzing this event and the NSRS
concl usions. SQ P acknow edges the following: (1) The
wor k package (8191-0-94-1 and MR) provided poor quality
instructions inthat they were not revised to reflect
at-power cleaning and did not meet technical
specification requirements for this maintenance
activity. This procedure has been cancelled. (2)
SKI1-0-94-2 did not contain all the quality elenents
necessary for this maintenance activity and it is
being revised to reference Miintenance Instruction
191-1.9 "Bottom Mounted |nstrunent Thinble Tube
Retraction and Reinsertion" for the dis*nssenbly and
assembly of the 10-path transfer devices. Appropriate
cautions and warnings are being added to prevent
damage to the mechanical seals. Postmaiintenance
inspections and test~ng requirenments w1l bhe addad to
5191-0-94-2; however. it should be noted that this
procedure previously contained a double signoff that
precl.uded its use at power.

SQUP does not believe generic program weaknesses have
been indicated by this event. However, SQP
managenment understands their detailed involvement in
how the job was to be inplenented during the
evalulation to deternmine its feasibility may have
unintentional ly sent a message to k'3y inplementing
employees creating the inpression th3y had authority
to proceed without adherence to norma plant practices.

NSRS replied in reference A 29 that the response, including
corrective actions described. were acceptable. For this follow-up
review, discussions with the Plant Manager showed that an evaluation
of the PORC procedure process had been conducted. It had been
concluded that the work load in PORC needed to be reduced. The
review process was optimzed by identifying who the procedure was to
be routed to, and ninimizing the nunber of reviewers. The current
thinking isnot for expert subcommuittees but to get the procedure
review out of the PORC process, by replacement with a qualified
procedure reviewer. This would necessitate a Technical Specification
change and would be unlikely to occur very soon. It appeared that
Carolina Power and Light had obtained approval from NRC for such a
change and the Plant Manager was following this up. The adequacy of
procedure reviews to discussed in more detail in section |V. 1l
(1-84-12-SQON-22) of this report.

Procedure SM-0-94-1 was cancelled on Cctober 9, 1984, and SMI-0--94-2
cancel | ed Decenber 11, 1984. 19-1-110, "Incore Flux Thinble C eaning
and Lubrication." was approved as a thinble tube cleaning procedure
an Cctober 31, 1984 with a current revision date of Septenber 9,
1985. This procedure anid SWAGELOK fittings to discussed in Section
IV. KM (P-85-02-SQNV WBN-02) of this r-3port. Generic weaknesses in
mai nt enance instructions and ongoing corrective action are discussed

in Section IV. Il (1-84-12-SQN-22) of this report. This item is
cl osed.
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| - SA-12- SQU- 18, Nonconpliance with Serious Accident Reportingt and
Acci dent Scone Preservation Requirements

I nthe original invest.igation (reference A 25), VSRS recommended that
SQV determne the cause of the nonconpliance and take corrcactive
actions as necessary to ensure future conpliance with established
requirements. .

The Nuclear Power responded inreference A 28 stating:

This event vas initially considered internms of its
radi ol ogi cal inpact with recovery to reduce exposure
as its optinumconcern. industrial and radiol ogical
safety were both considered during this recovery.
Approxi mately 12 days after the event a team from NUC
PR was designated to review the industrial safety
aspects of the accident to deternmine if it fell under
the TVA Serious Accident Investigation Procedure and,
i fnot, to proceed with a report highlighting |essons
learned. The Designated Agency Health & Safety
Oficial (DASHO and the Kanager, Ofice of Power,
were notified at this time. The team concluded that
this event did not meet the requirements of the
agency's procedure and made that recommuendation to NUC
PR managenent .

The COffice of Nuclear Power acknow edges the need to
review existing TVA reporting and investigation
requirements for industrial safety incidents and,
where needed. will prGvide clarification on when these
requi rements are applicable. This revieww |l also
focus on defining requirements related to the nuclear
safety and radiol ogi cal aspects of an incident and
shoul d be complete by January 1, 1985.

Wth regard to the NSRS concern on preservation of the
acci dent scene, the accident scene imuediately after
the event was extensively recorded by photographs. In
any event, it would not have been possible for either
a division-level or agency-level teamto actively
investigate the scene of the accident due to the high
postevent radiation fields present inthe incore

| azstrument room

The NSRS response inreference A 29 concluded that:

This event f Il within the guidelines of the TVA
Serious Accident Investigation Procedure based on the
amount of damage involved (including cleanup costr as
clarified by NUC FR personnel). 1t appears that the
existing criteria lonot specific enough to identify
when events should be investigated by 4n independent
organi zation. W concur that existing procedures for
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reporting and investigation of accidents/incidents
need to be reviewed and revised to address events of a
nucl ear safety/radiol ogical nature. As a part of our
followup effort we will exanmine changes you nake to
the existing corporate and plant procedures to address
t hese concerns.

The Nucl ear Power response i nreference A 36 stated that:

The Office of Nuclear Power is developing a procedure

to address investigations of both industrial nuclear

safety and radiological incidents. The conposition of

the investigative teans will be addressed inthis

procedure and will, of course, be dependent upon the

nature of the incident. Inthe interim we feel we

demonstrated during the recent Browns Ferry unit 3

startup the ability to designate an investigative team

with the appropriate expertise.
For this followup review, itwas determined that the Nuclear Power
procedure for Serious Incident Investigations was issued May 14, 1985
(reference A 47). The revisions to the site procedure for Accident
Reporting and Investigation SQ8 29 were incorporated and approved
July 18, 1965. Section IV. F? (1-84-12-SQU-19) discusses the content
of S8 29 and it is concluded that the procedure adequately addresses
t eem nenber | ndependence, preservation of the scene of the accident,
timeliness and content of the invustigation and report. This itemis
cl osed.

|-84-12-SQN-19. Linited NUC PR Accident Investigation

Inthe original investigation (reference A 25). NSRS recommended that
during future accident investigations appropriate personnel should be
appointed to elimnate any potential conflict of interest; the
investigation should be initiated as soon as possible after the
accident as prescribed by established procedures; sufficient tine
should be allowed for conduct of the investigation; and it should
enconpass all aspects of the accident including programuatic
weaknesses or brea!:downs, and nuclear and radiological safety. The
Nucl ear Power report should be revised to delete the recommt~ndation
that consideration should be given to leaving the inner door open
during such activities.

The Nucl ear Power response inreference A 28 stated:

The investigntion teamwas nanmed to perform a specific
function as stated infinding 1-84-12-SQN19. If it
had determined that a serious potential did exist, the
agency level team (AIT) would have been named by the
DASHO and office manager. The division level teans
woul d at that tine have been disolved. Inall
probability the SQW FSG supervisor would not have
been designated to serve on the AIT. Howe~ler, SQ\P

inhis serving on the division level
E&h nolcno%lc{’ct i Itnl S TVA's ph?l osophy that safety is



line managenent responsibility. consistent with that
phi | osophy. since the FSO was involved inthis
incident, the FSG supervisor should be involved inthe
investigation. The division level accident report did
provide basic conclusions and reco mendations in the
area of industrial safety. The team concluded that
this event did not meet the requirments of the
agency's procedure and made that reconmendation to NUC
PR management .

The NSRS response inreference A 29 stated:

W still disagree with the position of having the
responsi bl e supervisor participate as a member of the
investigation tern. This situation can create a
perception of potential conflict of interest interms
of having an individual investigating an incident in
which he and his crew were involved. W concur fully
that safety isline managenent responsibility:

however, appropriate feedback can be received from the
investigative process without participating as a
member of an investigation team

The Director of Qccupational Health and Safety inreference A 38
wote to the Manager of Nuclear Power and stated:

Inregard to the conposition of investigative teaum
for serious accidents. our view remains unchanged from
that outlined inthe SAIP, and we do not plan to
recommend any nodifications. The need for a degree of
independence on the investigative tern, apart from the
imredi ate organi zation i nWich the event occurred, is
recognized inthe SAIP and isa commonly followed
practice inthe safety profession.

For this followup review, it was determned that the Nuclear Power
procedure for serious incident Investigations was issued My 14,
1985, and incorporated into SQN site procedures SQS8 29 which was
approved July 1985. The independence of the investigation teamis
adequately given insection 4.2 of SQ5 29 which defines an

| ndependent | nvestigation Team as:

A team designated by the Manager of NUC PR that has
defined responsibilities for investigation and report
preparation. Team menbers are normally selected from
organi zations which do not report administratively or
functionally to management |ocated at the uffeeted
site.



Section 5.1.7 of SQS 29 adequately addresses scene
preservation as:

The director of the affected site shall ensure that
the scene of the incident remains undisturbed until
arrival of the investigation team except as necessary
to protect people and property.

The performance and reporting of investigations insection 6.7 of SQ§
29 define timeliness, root cause evaluations and reporting content as:

Once the investigation teamisformed, an
investigation shall proceed insmediately and a
prelimnary report containing only factual data shall
be prepared and transnitted to the Manager of MUIC PR
normal [y within 5 working days of activation of the
team This report shall formthe basis for a decision
to continue the investigation.

An eval uation report shall be prepared by the team
normal ly within 15 working days after the teamis
activated. This report shall provide an indepth
analysis of the root causes and define needed
corrective actions. This report shall be presented to
the affected site nmanagement at a briefing. After the
t~riefing, site management will have an opportunity to
cousent on the evaluation report and provide proposed
actions. A final evaluation report containing the
factual account of the event, the teamevaluations and
defined corrective actions, site managenent couments,
and the proposed managenment actions shall be prepared
by the teamand transnmitted to the Manager of VUC PR
and affected management. This will normally take
place within 25 working days after the teamis
activated.

A brief ine of the Manager of WC PR by representative
of the investigation teamand affected site managenent
wll normally be held to discuss the final evaluation
report. At the conclusion of the investigation, ths
Manager of NUC PR shall define responsibilities a.j
schedul es for corrective actions.

't was determned that the recotmmendation of the Nuclear Power

report that consideration be given to leaving the inner door open was
not Inplemented. instead, AZ-S. "Access to Containnent,"

section 2.6. wax revised to require informng personnel working in
contai nment of airlock doors being made Intentionally inoperable.

The instruction states:

The upper and/or |ower containnent airlock dooras shall
not ba intentionally made Inoperable (prevent
personnel egresi) while personnel are inside
containment. If the doors nusat be made |noper able

with personnel inside, they will be instructed to use
dn alternate exit.



Sections 4.2, 5.1.7, and 6.7 of SQb 29 satisfactorily address the
elimnation of conflict of interest, tinely establishment of the
investigation, allowsufficient time to conduct the investigation, to
be thorough and to provide a factual account of the event. This item
i sclosed.

[ -84-12-SQ -20, Needed Reenphasis-on the TVA and SON enpl oyee
Expression of Concerns for Safety and Safety-First Policies

Inthe original investigation (reference A 25), NSRS deternined that
the enployees did not relate their increasing concerns for the safety
of tha job to upper managenent and an expression of concern for the
adequacy of the design of the now tool support base was not followed
up. NSRS recommended that it should be enphasized to all SQN

enpl oyees that they are responsible for voicing their views
concerning safety. Also to enphasize to all supervisors, engineers
and foremen that responsible concerns expressed to them nust be
evaluated. The TVA and SQU safety-first policy should be enphasized
to all SQ enployees that nuclear safety isthe nunber one SQU
objective and that safety first means before schedule and before
producti on.

The Nucl ear Power response inreference A 28 stated SQU had numerous
mechani sms available to the enployee to express their concerns. The
response concluded that SQU woul d, through normal safety

conmuni cations. reenphasize the rights and responsibilities of

enpl oyees as described i nSQV Standard Practice SQS 7 and General
Enpl oyee Training GET 1.2.

For this followup review, ISRS conducted a review of safety
docunentation. Docunentation related to safety responsibility has
been inexistence for some time as expressed inthe Cccupational
Health and Safety Manual; Administrative Instruction Al-30, "Nuclear
Plant Method of Cperation"; SQA 46, "Enployee Conplaints Concerning
Safety and Health;" and others. The SQU Standard Practice SQA 7,
"Hazard Control Plan." specifically designates each enployee to
accept responsibility for performng duties uising safe and reasonabl e
procedures. |t was determined that GET 1.2 no longer exists;
however, GET 2.1, 2.3, and.2.4 prinarily enphasize radiol ogical
safety and includes a presentation of the recently inplenmented

Enpl oyee Concern Program (ECP) contained in Standard Practice SQA
178. "TVA Ofice of Nuclear Power Enployee Concern Program Line
Organi zation Procedure."

The ECP. SQA 178, specifically identifies the Office of Nuclear Power
policy that safety and quality are paramount. Inaddition, the

enmpl oyee responsibility to identify safety concerns and the
supervisor's responsibility to evaluate these is specifically
identified I'nSQA 178, section 4.0, which states:

Al personnel involved inTVA nuclear activities have
an obligation to protect the health and safety of the
public and their fellow enployees, To this end, TVA
has established the follow ng policy vegarding the



handling of information related to any condition,
practice, or event which may adversely impact quality,
deviate from technical or procedural requirements, or
have the potential for degrading equipment, operating
capabilities or personnel’'s ability to accomplish
assigned responsibilities. Any such practice,
condition, or event of which any TVA employee becomes
aware should be brought to the attention of the
employee's supervisor.

All supervisors have the additional responsibility for
considering resolving, or referring such practices,
conditions, or events brought to their attention.

All Office of Nuclear Power personnel have received training on the
Employee Concern Program. Other discussions on job safety are
provided in sections IV. H, J, S, GG, and II (I-82-21-SQN-02, -05;
I-84-21-SQN-06, -20, -22) of this report. This item is closed.
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[-84-12-SON-21, Ineffective SON | SEG Activities

inthe original investigation (reference A 25), ISRS concluded that
the SQM Independent Safety Engineering Goup (13KG had been
ineffective i nperformng the function that was originally intended
for the organization. This was due inpart-to the dual
responsibilities for coupliance/lSEG activities and the |ack of true
i ndependence fromline responsibilities and pressures. The 3833
recormended that SQN reorganize or reassign functions as necessary to
provide |SEG personnel adequate independence from |ine
responsibilities and pressures. Additionally, functions should be
limted to 18KGtype duties as required by the Technical

Speci fications.

Inreference A 28, Nuclear Power responded by stating SON does not
agree that a broadly stated conclusion can be justified based on the
eval uation of a single event. The response also stated:

The SQNP | SEG organi zation has been described to NRC
i ncorrespondence and the site URC residents are very
avcre of the I8KG organization. The present

organi zation isan effective me~ns of meeting the
intent of NUXEG and technical specifications
requirements. The Line duties of the conpliance staff
(coordinating the plant's response to all

i nspection/audit findings, investigation of potential
reportabl e occurrences (PRGs), preparation of Licensee
Event Reports (LERs), tracking of corrective actions.
and trending of PROs, LERs, and NRC violations - in
short the maintenance of a broad overview of all
activities potentially inpacting plant safety) serve
to enhance not detract fromthe ISEG function.' SQN?
acknow edges that the I|SEG was not directly involved

i nthe discussions and preplanning associated with
this specific maintenance activity. The size of the
13KG staff necessarily precludes its detailed
involvement inthe conduct of every naintenance and
operational activity occurring at the plant. The
focus of the ISEG review activities infulfilling its
nucl ear safety engineering function i sdirected toward
determning the overall effectiveness of plant
programs and systens which affect nuclear safety. To
accomplish this objective, the |SEG nonitors trends
and |ooks for possible generic deficiencies inplant
prograns and systens.

The Office of Nuclear Power has not identified any
progransutic problens associated with the SQNP ISEG
function. This finding is supported by previous NRC,
TVA Nuclear Safety Review Board, and TVA Quality
AssuL' ance eval uations in this area.



The I SRS response inreference A.25 stated:

The NSRS concurs with your observation that a broad
conclusion regarding |SEG effectiveness should not
have been drawn based on one event.

Your response does not directly addreso the question
of whether the ISKG as structured, meets Techni cal
Specification requirements of having at least five
dedicated full-time engineers onmte to performthis
function. This issue will be exanined ingreater
detail by VSRS ina future review

The nRC Region || Inspection Report of the thinmble tube event
addressed the ISEG function inSection 11.0 of the report. Wth
respect of the ISEG activities, the NRC concluded that:

The 1SIG efforts appeared adequate, and their

technical decisions did not appear to suffer from
being incorporated inthe Regulatory Conpliance

Goup. Wile the five individuals comprising the |SEG
have a dual reporting requirenment (onsite and

i ndependent offoite), the inspectors found no obvious
lack of independence inthe performance of their

duti es.

The NRC report also addressed the |8KG staffing issue. |t concluded
that:

The inspectors and reviewers concluded that since the
l'icense* appeared to be responsive to the need for STA
training and since the |SKG appeared to be performng
its desired function, that the overall intent of
Technical Specification 6.2.3.2 was net. However, to
avoid future questions, the inspectors indicated to

|i censee managenment that an alternate nenber should be
sasigned during excessive (one nonth) periods of
absence. Licensee managenent agreed to inplement this

or simlar guidance. No violations or deviations were
identified.

for this followup review, additional documention was reviewed and
discussions held with the SQN and Nuclear Power staff. A proposed
Technical Specification Change No. Il was prepared and issued for
review. Section 6.2.3.4 of the Technical Specification was proposed
to be nodified as aresult of TVA organization changes to have the

| 8KG function report to the Site Director rather than the Assistant
Director for MAntenance and engineering of the Division of Nuclear
Power (aposition that was abolished by the reorganization). As a
result of their review, the Nuclear Safety Review Board had the
following concerns related to the proposed changes:



The board believes that these 1330 changes are
substantive and should pe specifically pentioned jn

the description of the proposed change which will pe
subm tted the the NRC.  Furthermore, —{he boar d
believes that the proposed |Sea change does not meet
UINED-0737 i nregard to (a) reporting of fnite to a
corporate official who holds a hi gh-level technically
oriented position that i snot in the managenent chain
for power production, and (b) composition of fiye
dedi cated full-time engineers. inthis regard, the
board believes that an adequate justification for tpe
exceptions to NUP.0-0737 should pe provi ded for

subm ttal to NRC

speci fication change to nRe with: (a) the |SKC Conpliance
staff reporting to the Pl ant Manager vith a dotted |ine

I SEG function reporting to the Site Director, and (b) a
change to Section 6.2.3.2 that del eted the word
"dedicated”, j.e to read The |50 shal | be conposed of at
least five full tine (dedicated) engi neers | ocat ed
onsite." The SN justified the management reporting change
by providing the various responsibilities of the Ste
Director inthat he jsahi gh-lTevel corporate manager,
located onsite ina techni cally oriented position, and js
responsible for all activities affecting the plant.
However, the Plant Manager remains directly responsible for
day-to-day operations. “The dual roles of conpl 1 ance/ | SEG
were justified by stating that the tasks are complimentary
and that a deparfure fromthe total dedi cation to |SEQ
functions, - specified i n NUUKG 0737. i sjustified. An

addi tional change to the Technical Specification has hoon
submtted i nreference 1.4, Thi's proposed change shows the
pl ant Oorrpllance Staf f (nqti,n? that the p~lant Conpl i ance
Staff fulfills the responsibijTtiy of the ISEC) reporting to
the Site Director.

*Vord del eted from proposed change

The plant Conpliance/ | EG-Staff currently has seven
full-time engineers (six engineers plus one superviso:).
Six of the seven are 5TA qualified with the seventh
scheduled to sta~rt STA traini Ng at the beginning of 1987,
The engineers rotate an STA shift work thus bringing the
know edge gained on pl ant operations to their 13KG
function. “This i s considered tg be an excellent practice
and should be continued. |t also satisfies the NURIG-0737
recofllendation of integrating the STas into the 13KG
function to enhance the group's know edge of and contact
wi th daY-to..day pl ant operations.  This staffing level jo
consistent with the fjve engi neers specified |nthe
Technical  gSpeci fi cati ons.

59



11.

four 1530 reports were generated fromJune 11, 1965,
through January 30, 18, and a memorandum that plant
operations management sent to the operating personnel
incorporating several reconiendations of an XSZO report
were reviewed. Based upon the review and discussions wth
several of the 1530/ Conpliance engineers, it was concluded
that the 1830 reports denonstrated that: (&) conprehensive
and thorough reviews are being perforned and docunented,
(b)root cause determinations and recommendations to
prevent future occurrences are mde, (c)the Plant Manager
decides Whether the recommendations will be inplenented
then they are put on the Corrective Action Tracking System
(CATS), and (d)the evidence suggests that the reviews were
conducted i nan independent manner.

Basned upon the discussion with several of the
11SO/Compliance Staff engineers and the review of the 1830
reports and the resulting reco mesndations, it was concl uded
that: (a) the independent performance of the ISIG function
did not appear to be adversely influenced by reporting to
the Site Director, (b)the dual |SEQ Conpliance Staff has
at least five full-time engineers onsite during working
hours; however, they do not devote 100 percent of their
tine to the 1S30 function, and (c)the NRC has been kept
informed of the current £530/ Conpliance reporting and
staffing arrangenent by the proposed Techni cal

Speci fication changes submitted i nCctober 1984 and
Novenber 1965 and by discussions with NRC.  Also, changes

i nthe 1830 reporting chain are being strongly considered
by the new Office of Nuclear Power top-level managenent.
The final resolution of this recommendation will be mde
when NRC and TVA resol ve the proposed Techni cal
specification combined with top- level Ofice of Nuclear
Power organization changes that may inpact the office of
Nucl ear Power Manager to whom 1530 reports.  Since positive
action has been taken by TVA which will be pursued to a
resolution with URC. this itemto closed.

1-84-12-SQN.-22. Significan~t Breakdown inth. SON Procedure
frocecs for Hatntenance Activities

Inthe original investigation (reference A 25). NSRS
recommuended that:

The procedural pro0Cbg for mawintenance activities at
SQU should be thoroughly evaluated. Corrective
actions iiacluding procedure verification should be
initiated as necessary to inprove the (1) know edge of
those personnel preparing and using procedures of what
constitutes an appropriate procedure, the quality

el enents that should be incorporated into 4 procedure,
and the change process for existing procedures; (2)
quality of the FOC and biennial reviews; and (3)
conpliance wth procedures.



The Nucl ear Power response i nreference A 28 addressed _
recommendations 1-84-12-UQU-OS, -7, -11, -17, and -22 as one item.
The following is an extract that provides a description of their
deci si onmaki ng logic and procedural guidance:

Managenment nmade the decision to clean the bl ocked
thinbles tubes while at the 30 percent power |evel and
speci fied adequate guidelines and precautions to
conduct this work activity. However, the work package
(MR and Special Maintenance Instruction SM-0-94-1)
were not revised to reflect these directions.

Di scussions were held between the cognizant engineer
and foreman concerning the high pressure connections
and their proximity to the 10-path breakdown
connections. No work was to be done nor was it done
without the lead engineers at the seal table. Thd.
10-path transfer devices were disconnected and rolled
beck prior to beginning the cleaning process without
an MR or procedural guidance, but the engineers
involved were aware of the unit conditions at the tine
of the work, the systemdesign, nechanical makeup of
the conponents, and potential hazards. Om oyse
awareness of the unit conditions and absol ute
requirements was demonstrated by informal planning and
cursory attempts at satisfying requirements. The
at-power cleaning process began using the MR and
SMI-0-94-1 as procedural guidance.

for this follow-up review, additional information was obtained by
having discussions with SQU personnel, reviewing draft procedural
guides, and the VRC Systematic Assessment of Licensee Performance
(SAL?) report for the period March 1, 1184. through Kay 31. 1985.
The SAL? report provided the nRC assessment of the overall

mai nt enance process. The following is en extract from the report:

The overall quality of maintenance operations has been
erratic, ranging frompoor to good. . . . sone
technicians performng maintenance tasks were observed
using good work practices and inplementing the
managenent expressed philosophy of adhering to
procedural requirements; however, maintenance
instructions were weak or nonexistent for some
safety-related activities. Several procedural
violations were identified during the assessnent
period . . . involving the failure to establish or
inpl em-ent proerdures. i ngeneral maintenance
ﬁ_rocedures were adeguately witten and fol | owed.

Oveve,r many procedures were cascaded and interwoven
with other procedures, requiring technicians to
transfer between documents i norder to conplete a
single maintenance activity. There was also sone
duplication of procedures witten f~r simlar tasks by
different organizations (office of Nuclear Power,

09). The cunbersome procedural interdependencies
resul ted i nconfusiont.



Discustions with supervisors and engineers indicated that this was a
fair assessment for that tine period. The review of the IRC report
on the inspection conducted from December 2-6, 1985,*indicate that
significart improvements hae" been made at SQU, since a team of 11
inspectors identified only 3 exanl es of failure to follow procedures
in the areas of motor operated valve modificaotion.

As a result of the SALF report, meetings with foraemn and craft were
held during Noverer 1985 to inform them on how to use plant
instruction change (ICY) forms in order to hae" existing procedures
changed when errors were found or the instructions were |nadequate to
perform the activity. Several recently revised mechanical
maintenance instructions were examined. Most had been instituted by
Me' originated by mechanical maintenance engineers, but one dated
December 12, 1965. was originated by a mechanical maintenance
planner. This indicates that instruction details are being reviewed
and the ICY system is being used.

Knowledge of personnel preparing procedures was verified by
reviewing maintoenanc Iinstruction in the draft stage. Two
nechani cal engineers. beth degreed engineers, had written 11 10.05.1
and NZ 1.11. both procedures appeared to be satisfactory for the
activity to be performed end were being sent for review. One had
used the draft Sl " writers guide and had found it to be a useful
tool. It was noted that the craft are now required to review the
draft Instructions in addition to these previously required to do
so. The results of instruction reviews by the craft werv exained.
It was concluded that the craft suggestions for improving the
instruction were positive and practical.

The biennial review of Isinteunance Instructions (Nis) and Instrument
Mai nteatance ~istructions (IMs) was examned. The newy appointed
Mechanical Maintenance Superviser bed found that the comencement of
the review of Nis was overdue and had issued a deviation report

MV 05-10-137 1. Athriee-page checklist was developed for the Hi
review which was cosilated on Decenber 30. 1985. Changes to the
existing Nis have been postponed and proposals from external
contractors to rewite Nis or* currently bhein~g studied with no
deci sions having been made. 1 naddCtion, a commtnent has been made

to VIC for SQ to review all Ms with a fully devel oped theckliat by
July 1967.

Adraft procedure witers guide has been devel oped by nmechanical

mai ntenance using INT'O 15-026 and NUICCICl-139 am guidelines. itis
proposed to become Appendix Aof SQN I. The Instrum-ent Maintenance
Section has devel opei a checklist for review of plant procedures and
issued it as INS-132 on Novenber 27, 1965. The quality Assurance
Section Instruction Lot.~er sIL S.1 ineffect at the time of the
thinble tube event was conpared with that currently used. A
proredures review checklist has been added since th~t time. Th~t
yhecklist has also been incurperateo’ into bi13-131. These checkliste

and writers guides will inprove the preparation and review luality of
Procedur es.
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Discussions were hold with the QA PORC representative and the QA
representative on the FOUC subcommittee for maintenance procedure
reviews. |t was their opinion that both the quality of proposed
procedures and procedure review has improved. The quality of PORC
review. was assessed by examining current PORC reviews of maintenance
instructions. The POUC subcommittee for the review of TIs~ in
accordance with Al-4 had met January 31, 1986. The subcomimittee
reconamened in their memorandum dated February 3. 1986, that their
report be accepted. The report was reviewed and rejected by PORC.
At the time of this review, the report had been revised (but not
submitted) to incorporate the PORC comments. This indicates that
PORC is doing the job it was intended to do.

Compliance with procedures has been and is being stressed on a
continual basis to NI personnel. SQA 129 was issued by the plant
manager i nJanuary 1956, and it stresses conpliance wth instructions
and to take tinme to correct these that are inadequate. | naddition,
at the Plant Nanagers' daily norning neeting, failures to follow
procedures are discussed. Additional details are provided in
sections XVi2 and |1V.GG (1-804-12-8Q-0S -20) of this report.

The inplenmentation of checklists for procedure review, . involvenent
of all levels of personnel inthe reviews including the crafts,
cesmtnents have been nmade to VIC to reviewall H's by July 1987,
foreman and crafts were trained on use of plant instruction change
forms, tangible evidence exists that PORC review have inproved, and
conpliance with instructions i senphasized on a continuing basis
satisfactorily resolve this recommdation. This item i sclosed.

1-84-13-SQN-23. ! nAMbAte 82ortin O the Kvnot to XLC,

In the original investigation (reference A.25), 3333 recommsended that
MAS revise the LIMto reflect the true nature of the leak, the
adequ~acy and violation of 5UZ-0.-94-2. and the effect~v* long teim
correctivo action.

The Nuclear Power response In reference A 28 was the fol &wi ng:

The true nature of the leak (rate, anmount, duration,
its effsect on instrumentation, as well as the ferrulo
failure and thinble ejection) was adequately described.

The USI did net nention inadequate procedures or
failure to adhere to procedures i nconduct of the
maintenance activity because the plant did not and
does not consider these to be causal factors of th-e
evbfst.

The LES will be revised by subnittal of supplemental
inforrmttoa to the SiC to indicate the cleaning
toehniqu~e inuse at the time of the event will not be
performed with the reactor coolant system at
tonperature ondlor pressure but that other available



techniques will be carefully and thorou%hl eval uat ed
prior to any future decision to clean thinole tubes
with the reactor coolant system at tenperature and/or
pressure. I naddition, the Ofice of Nuclear Power
response to this MR8 report will be included in the
suppl enental LEn submittal to NRC so that the full
scope of short-term and long-term corrective actions
associated with all aspects of this event are brought
to the attention of NRC.

The 3338 response in reference A.29 concluded that the LEE was not
complete because of the following:

The manner in which the leak initiated and the
rapidity with which it escalated was not accurately
described. This description i snecessary for a

c(_c;r)rpl ete understanding of the event [see 50.73 Mb (2)
).

Regarding lack of adherence to the special maintenance
instruction SKI-094-1, NI JRR-1022. on pages 18 and 26,
and Question and Answer 2.7 on page 5 of UUREC- 1022.
Supplemernt 1,

specify that violations of procedures are to be
reported inthe Lii regardless of whether such
violations are causal factors.

The 3838 response further stated that:

The 3838 recommendation on this items was to revise the
Lii.  Znassu~ch as you have com tted to revise the Lii
and to submit the office of Nuclear Power response and
the U338 report to the NRC. we believe these

submittals will meet the intent of the reconmendation.

for this followup review it was determned that the LER was revised
and submtted to the NRC inreference 7.2. The revised LE: (a)
nmodified the original information on the specifics of the
instrunentation failures and calibration shifts-, the class 19
qualified instr~unents experienced calibr3tion shifts, one of which
was outside the technical specification limt, (b) state* that the
nodi fication of the orginel Teleflox tool (boase added) was the basis
of error for the event, (c)two |long-termcorrective actions were
Identified, and (d)the lIStS report 1-84-12-SQU and Nucl ear Power
response (references A-25 and A 28. respectively) were attached to
the LKi, thus both docunents becane part of the LER and public
record. The specifics of the LER were not nodified to revise the
description of the nature of the lead nor the adequacy and viol ation
of SMI-O-94-*|; however, since the revised LER attached the [ISRS
report and the OPP response it resolved the intent of these itens.
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The NRC report of the investigation of the thinble tube event
concluded that the inadequacy and failure to followprocedures did
not appear to be th. true cause of the event and thus reporting
requirenents were not violated. The NRC report of the investigation
of the thinble tube event, reference 3.1, stated:

The inspectors reviewed 10CFRS. 73, the |OCFRSO 73
statements of consi deration, IIUREG 1022, And handouts
from NRC-sponsored seminars on the new rule. The

i nspectors determned, particul arIY fromthe
statenents of consideration, that licensees should
report personnel errors and inadequate procedures
associated with reportable events when those errors or
procedures caused the event or inpeded the recovery
from the event. Based on the proceeding paragraph of
this inspection report, the true cause of the event
appears to be use of an improperly modified tool.
While the inadequate SH and failure to follow or
change the I show inadequate understanding and
implementation of NRC procedure establishment and
procedure compliance requirements, it appeared that,
had these deficiencies been corrected prior to
commencing work on the thimble tubes, the tool would
likely still have caused the leak event.

Consul tations between the inspectors and ANCD
supervision also supported the conclusion that
reporting requirenents were not violated by the
licensee's decision that these deficiencies were not
pertinent to the event.

It isconcluded that corrective action has been taken to
resol ve the recommendation since the NFRC has deterni ned
that the SQV Lii did not violate the nRC Lii reporting
requirements (it isthe judgment of NSRS that the procedure
violation and inadequacy factored into the event initiation
to sone degree), 3Qu has deleted the instruction in
question, procedure complimnce has been stressed to all
personnel, and a revised LER was submitted ~to URC with the
NSRS report and Nuclear Power response as an attachnent.
This itemis closed.

R-S4-17-UPS-02, Lack of Appiroval of Onsite Vendor Service-s

Inthe original review (reference A 41), NSRS recommended
that SQU should develop and inplement a programthat
satisfies the requirement and intent of OQAM INQAN), part
111, sect~on 2.1, paragraph 10. for the follow-up review,
3Q1 provided additional information which was reviewed.
The NSRS report cited three exanples of vendor service for
whi ch no QA docunentation was provided by the site (though
repeatedly requested by NSRS) that denmonstrated the work
was accomplished in accordance with the QA requirements.



Because the documentation was not provided at the time of
the review, NS'S had to assume none existed; therefore. the
IQAX requirement was not being met.

In the May 21, 1965 (L12 650520 800) Nuclear Power response
to the report, some documentation was provided to
demonstrate that proper QA was provided on each of the
three exanples. That response, however, was insufficient.
In the September 5, 1985 response M.12 650826 800).
additional information was provided. Based upon that
information. a review of val ve drawings 0-3-1500-11 3S,
47\809-1 126, 47A366-62-11 R9, and tel ephone conversations
with the vendor, Crosby Valve and Gage Company. on one of
the exanples, It was determined that proper quality control
was applied to the vendors and adequately nonitored by
SA. This itemi s closed.

R-85-02- SQN VBN-01 (MJC PR) Office-Wde Awareness Bul | etin
for Tube Fittint maintenance Activities

I nthe original revi ewéreference A 42), VSRS recosnended
that a NUC PR off i ce-wide awareness bulletin or simlar
mechani sm shoul d be prepared and distributed to the nucl ear
plants. The bulletin should discuss tube fitting design;
assembly, reassenbly, and inspection criteria; policy on

i nterchanging conponents; failure nodes (including those
identified by the SQU and WBW mai ntenance craft personnel);
hazards involved i nworking on pressurized fittings; and
shoul d specify special precautionary measures when
maintenance on pressurized fittings i snecessary. The
desired bulletin should be incorporated into a permanent
instruction at each plant for future awareness of now
employees.

The Nuclear Power response inreference A 44 stated that:

W& are I nthe process of preparing an office-wde
awareness bulletin to address tube fitting design;
assenbly, reassenbly, and Inspection criteria; policy
on interchanging conponents; failure nodes (including
those identified by the SQN and WN nai ntenance craft
personnel); hazards involved i nworking n pressurized
fittings; and to specify special precautionary
measure. when maintenance on pressurized fittings is
necessary. The bulletin will be distributed to all
plants for incorporation I nplant Instructions and
training.

For this followup review, the awareness bulletin and traini ng
docunmentation was reviewed i naddition to having discussion, with
POTC. 31)1, Wew. BFl. and DLI personnel to deternine the status of
craft training programs identifiled | nthe awareness bulletin.



The office-wide awareness bulletin was sent to BFN, SQN, and 1131
management; however, it was not sent to BLI. During this review.
telephone conversations were held with the BLI Maintenance
Superintendent and Mechanical Maintenance General Foreman and it was
determined that the office-wide awareness bulletin had been recently
received by them. it was also determined that SQK had developed
Hazard Control Instruction HCI-M23, "Tube Fittings," which i sas an
integral part the Nuclear Power bulletin. The bulletin references
NUC 19 Information Notice 84-55 which describes the significant
events at Zion Generating Station end the SQN thimble tube €jection.
The Zion event occurred wAe a fitting (SWAGILOK) "broke loose" at
the guide tube causing an unisolatable leak of reactor coolant. The
cause of the event was attributed to the fitting ferrule assemblies
in most of the guide tube being displaced from their original
position. The NRC notice indicated that in both events naintenance
was being conducted on a hi sh-presgM system with what was
equivalent to single valve protection (the fitting). The bulletin
al so states that hazards associated with pressurized fittings (high
temperature and hi gh pressure) are conpounded i nanuclear plant by
the possibility of contamination. These two events described i nthe
bulletin emphasize the importance of proper tube fittings and
assembly.

The awareness bul letin also provides a policy statement that
conpression-type tube fittings shall be installed consistent with the
manufacturer's instructions; maintenance activities involving these
fittings shell not degrade the integrity of these fittings; fitting
conponents made by different manufacturers or tube fitting conponents
which are different types made by the same manufacturer arenot to be
interchanged with each other. The awareness bulletin provided a
brief description of the POTC training class on proper tube fitting
and provided a brief summary of the class. The training class
sunmary as described inthe bulletin isas follows:

| . Discusses SQV practice which states. "tube fitting conmponents
made by different manufacturers or tube fitting conponents which

are different types but made by the same manufacturerae
interchanad with each other."

2. Enphasizes the designs of different brands of fittings and the
proper orientation of conponents.

3. Provides specific preparation instructions for proper assenbly.
di sassenbly, and subsequent reassenbly of pressurized tube
fittings (i.e., tube cutting, bottoming tube infitting body,
tightening).

4.  Discusses inspection and use of "SWAGKLOV gap Inspection gauge.

| n summary. the awareness bulletin addresses the following aspects of
the recoiwindation: (a) identifies hazards, (b) provides the policy
on interchanging conponents, (c) and special precautionary nmeasures

when mai ntenance on pressurized fittings isnecessary. The training



program, also covers precautionary measures. Additional = precautionary
measures are described in the thimble tube maintenance Instruction

rn-i.,, "lottom Mounted Instrument Thimble Tube Retraction and
Reinsertion,” and 31-1.10, "Incore flux Thimble Cleaning and
Lubrication.” These precautions are identified in section 3.0 of
Hl-i., and section 4.0 of MI-1.10. The specific one related to the
hazards of pressure and temperature is covered by the precrution (in
both procedures) that:

There is to be no maintenance on the high pressure
fittings While the primary system is pressurized above
atmospheric or heed pressure from inside the guide
tube. |fthere isto be any tightening or |oosening
of the fittings with the primary system above
atmospheric or head pressure a unique procedure
revieweg by POIC and approved by the plant manager is
required.

| naddition, procedure 111-1.9 prerequisite 2.1 requires that:

All personnel working on tube fittings should have had
the tube fitting class.

other instruction issues related to SW.GKWK-type fittings are
discussed in detail in section Ul (1-85-02-QO/fl-02) of this
report. In sumary, the thimble tube instructions have been modified
(subject to recommendations in section IV.iN of this report) to cover
the precautionary measures on maintentance and cleanin% of the thimble
tubes, the hazards and risks involved in working on the pressurized
fittings have been removed by not performing cleaning and lubrication
or thimble tube retraction end reinsertion !f the system is above
atmospheric pressure.

The M-tube fitting training was identified i naJuly 22. 1905
memorandum from S. 1l Patterson to Robert H. Harris, "Tube fitting
Class," that stated the S3I plant had decided to require the tube
fitting class ns aqualification for steenfitters who will be
responsi bl e for initial installation of tubing systems and for

sel ected cognizant engineers and inspectors. The course material was
developed by POTC and SQ personnel and is documented in manual
UIT-28 "Student Manual, Initial Tube Fitting.-  The training
material and awareness bulletin ware transmtted to the 801, WW
SQU. and SLY sites. The 51V maintenance training supervisor stated
that it was planned to train the instrument nectisnics, mechanical
steanfitters, and machinists at the rate of two sessions per day
(availability of personnel permitting) until the require4 personnel
had conpleted training. SON training has been going on for a long
period, and a significant number of instrument mechanics, quality
assurance, nodifications, mechanical maintenance, engineering. and
test group personnel have conpleted training. The DLI training had
not been initiated. but aprogramwas being actively developed with
POTC. Daned upon discussions with the WIU Hainte~amnce Training
Supervisor, training was being conducted for naintenance,

nodi fi cations. construction, and Nuclear service Dranch personnel.
and varn about 930 percent conplete.



The MU-28 training course incorporates the WSUS retoinegnations in
the foll ow ng Snanmar:

i.  Tube rittins deuia - Segment n. "Fitting Identification and
Installation," has photographs of ;artj in
disasuembld/assawksLod configurations for SIAGZLOK. Parker CPI
Type NZ (Short Parker), Gyrolok, Parker Ferulok Type SU (Long
Parker), Inperial-Sastman (HSeal.). and Tylok fittings.

2. Assembly-reassembly:  Segment I I, Sections 11, 1V, V, vi, vii,
and VIII provide instructions o disassembly-reassembly of the
fittings. In addition to the instruction material practical
training was conducted for the craftsmen on the course work.
Retightening procedures or- "rovided, as stated i nAppendix a.

3. Inrsietign Criteria - Segment 11, Section 111, specifically
addresses the SVW3L*2K gap inspection gauge and describes its
Use.

4. PolicX g j8&prchaninU GegMo  ts - Page 1 of the introduction
specifically states:

I t.is the policy of PAR (Nuclear) that tube
fitting compments nade by different
manufacturers, 91 tube fitting components made by
the jme manufacturer which are different, An
10" TIMC~j~gjMwith each other. Use the same
brand and type nut, ferrule. anA fitting body for
each individual tube connection. ... This does
mean that all individual components of a single
tube connection will be the sM2 briMd &n4tUPS.
For exam e. ifyou are using a short Parker
fitting body. use a short Parker nut and ferrule.

S. T7ajurl ftfis gnd Hgazaf4j - This is addressed by the
statement:

Inproperly installed tube fittings may seal wntll
enough to hold a limted amount of pressure
sometimes to the point of passing a hy.lrmtest;
however. the installation will not b4

mechani cal |y sound and will not wthntand the
vibration that occurs once the syst~em i s
operational .

Al'so. procedure revisions on thinmble tube to retract - ndclean at
atoespheric prcesu'e p~eecludes tonm erature puessure hazards. At the
training session thte instructor provides a description of sene
significunt ~sfety events that have occurred inthe industry with
tube fittings to depict the iynes of problens that are uccurttng. At
the end of the training session. practical and witten exass are
given. A 10 percent grade i o considerel passing.



With respect to the reyommdAstion that a permanent instruction at
each plant for future awarenessof nelw empoyeas be implemented,* the
Soi maintenance practice require the use of craftsman trained in
101T-28 for work conducted on tube fittings. The S'I 1310
Accreditation Self avaluation Report dated January 1984 for
Mechanica Maintenance Craftsmen Training & wo addresses this issue.
In the mechani cal maintenance area. the responsibility for ensuring
that only individuals hofare qualified to perform tasks

i ndependent |y i s del evted to the foreman and general foreman by
sections 5.3 and 5.4 of 10IL-A63. "Mechanical Craft Training
Program." The supervisors and foreman maintain a current listing of
training qualifications for the craf tsmen to ensure that qualified
individuals will perform the work. The "Task-to-Training Matrix- of
the 1310 Accr~,itation Safety fValuation Plan for Craft Training.
Tasks SIP 112. "Install Steel Tube Fittings." end SF1 113. "Install
Copper Tube Pitting." identifies MT-25 training as a requirenent t7%
perform thiu work. Based upon the training requirenents to parf eta
tasks ind~epsadently, new eml oyees will not perform tube fitting on
safety related conponents without appropriate training.

I't i sconcluded that the awareness bulletin, procedures. and the 1310
accreditation craftsman training program satisfactorily iIncorporate
all of the aspects of this reconmedation. This itemis closed.

2-45-02-SQU W-0z. faintenance. fteratina. myd Test Instructions

| nthe original review (reference A 41), SRS reached the followi ng
concl usi on concerning the Sol incore instrunent tubing seals.

Instructioni' at S'I did not contain sufficient
clarity. precautions, warnings. and other neasures to
provide the desired level of confidence that the
high-pressure mechanical seal.s will not be degraded
during maintenance ittivities or to Iessen the
severity of the constquences of a fsiled seal.

WSIS mide the following recomrandatic~s:

Appl i cabl e mai ntenance, operating, and'test
instructions should be revised as necessary to provide
consi stent guidance-for Syqtoa assenbly, reassenbly.
and inspection of all SWAGELOK and mixed fittings;
address replacement of forrule assenblies on
previously undisturbed tubing;, address |ubrication and
inspection of fitting threads to minimse or detect
wearing. gelling, and cross-threading; specify
limting forces while using the lowpressure seal; add
cautions and warnings against interchanging fitting
conponents, cross-threading. tut7%ng of fitting

bodi es, excessive forces, working on seals while the
primary system isprtssurix*d above atmospheric. and
increasing primry system pressure while thinble tubes
a.,. disconnected fromthe overhead path transfer
system.



for thin follow-up review, USW reviewed the a',licable maintenance,
operating and test instructions, and a workplan, and interviewed
mechanical maintenance personnel. The individual recommendations
were addressed as follows:

Consistent suidwice for system assembly. rEassembly. and inspection
of SWAGRLK and mixed fittina~s: The necessity for separate criteria
for mixed fittings and fittings other than SM4GKLOK has been removed
by ensuring that all the fittings are SWAORLW. The original
Installation on unit 2 was all VAAGILOK and the changeover to
SV*43L03 on unit 1 was completed in late 1965 by workplan 11678

(EN~ 6537). Maintenance Instruction M1-1.9, "'Sottom Mounted
Instrument Thimble Tube Retraction Reinsertion." revision 7, and
special maintenance instruction 311-0-94-3, *" Seal Table Hi gh pressure
Seal Repair,” revision 1, both include the appropriate instructions
and criteria for assemy, reassemly and inspection of SWA"3LOK
fittings. Special maintenance instruction 5311-1-94-3. "Thimble Tube
Installation.” revision 1. is not intended to be used to remake the
high pressure seals. but it does not state that this is the case. It
includes the SIIAJELO inspection gauges in the list of tools and work
aids. which implies that the fittings are to be remade as part of the
activity covered by this procedure. A proposed new instruction.
31-1-111 "Thimble Tube Installation,- ~a issued will replace
5311-1-94-5 and should fix this problem. The draft of 311-1.11
reviewed includes the appropriate instructions for making up the high
pressure seals.

Reglacaen of ferrule assembh.ies on Previously undisturbed tubingL:
M11-9 and 831-0-94-3 both require installation of new ferrules on a

previously undisturbed surface of the guide tube.

Lubrication Va1 inesection of WiLDin thiWad to Minimize or detect
wearing. &allinaand cross-threadinac  MI-1.9 requires inspection of
the threads of high pressure fittings for signs of galling. wearing.
or cross-thrmeding, and application of BRALWE to the threads.
511-0-94-3 roquires inspection ef auts and reducer union bodies and
replacenent |f damaged, but does not specify inspection for galling.
wearing, or cross-threading. This isacceptable because visually
detectabl e galling. oearing, and cross-threading are "dansgo." and
because this instruction would normally be used as a result of
activities ronducted under N -1.9 which specifies the Inspections.
SNI -0-94-3 does not specify the use of a thread |ubricant. but states
under precautions that a coat of IMO-L! may be applied to the
threaas. VSIS believes that a thread |ubricant should be
consistently uaced. A proposed revision to 5INI-0-94-3 r"quires the
use of thread Ilubricanit.

A~ecify ljattitig f-irces while using the lotw pressure seal. H-1.91
spacities the method O tightening the low ;treasure seal to achieve
proper torque and cautions against overtightiening due to possible
ferrule damage. This is the only procedure that addresses use of the
| ow pressure cools.



cautions and warnings staainst interchanging fitting commoents: All
fittings are nom SWAGELOK and applicable procedurs’ use the nane
VWAGLOK frequently so that it should be obvious that other fittings
are inappropriate. Training provided to the crafts provides policy
on not interchanging conponents. This isalso discussed indetail in
section |V.LL (2-85-02-SQU/W3M-01) of this report.

Cautions and warninsgs against croms-threading: |ith HI-i .9 and
=al-0-94-3 address assemly of compression fittings, but neither
caution against cross-threading. Cross-threading potential and
checking for cross-threading is covered i ndetail inthe craft
training program USIT-29. This is discussed i nsection |V.LL
(3-05-02-3QU/MU-0I) of this report.

Cautions and warninas against turning of fitting boies: 311-19
includes the appropriate caution when disconnecting ani remaking the
fittings. M3-0-94-3 does not presently caution against allow ng the
fitting body to turn, but the proposed revision to this procedure
does include this caution. The proper disassenmbly and reassenbly
procedure for fittings i salso provided i nthe crafts training
program IUT-28. This !.a discussed in section 1V.LL
C3-95-02-SQU/W3U-02) of this report.

Cmution3 and warnings against exicessive forces. - TMe intent of this
recommendation was to ensure that excessive forces both apparent such
"asovr-tightening, and |ess obvious, such as bending due to improper
use of a wrench aould be considered. 311-1.9, 311-1.10. 1311-0-94-3.
and possibly special maintUmance instruction 331-1-94-5 should
include such precautions. Presently, they do not include any
precautions against excessive forces except for the cautious against
overtightening in MI-i . 9and MU1-0-94-3. At the exit meeting the
plant agreed to review the thimble tube maintenance instructions for
steps that could apply excessive forces. This revieb was 4rcumented
in a memiorandum (reference A 78) which states:

..(M outage and maor Maintenance Support
Supervisor) and . . . (Mlechanica tngtnoering) have
review the tasks involved in the (ollowing NI'S'YSNI's:

M -1.9

3 1.10

M aw (Repl ace$ SH& 1-94-5)
5311 0-94-3

It their expert opinion. all steps which could apply
excessive forces to high pressure seals have
sufficiently detailed and clear instruction to control
the possibility of over stressing or conpromsing the
integrity of the high pressure seals.

Proper assenbly techniques are also covered inthe craft training
program 'SIT-28. This i sdiscussed in section IV.LL
(3-*5-QZ-sQUIWI-ol ) of this report.



Cautions and warning. against workins, on the hiab pors-sure @'II.
WAIls the sorimarv 25jese ~ is oressurized above atmospheric:  HZ-i . 9
and 311-1.10, "Ineore Flux Thinble O eaning and Lubrication," revision
3. include appropriate precautions. 311-1.9, 311-1.10, and S311-0-94-3
include prerequisites that the reactor be in mode 5or 6. 3311-0-94-3
should include the same precaution '.hat appears in 311-1.9 and 311-1. 10,

Cautions andvarinas stainst increasing' rimary-system pressue
While thimble tubes are disconnoictld from the overhead Path transfer
| yst: None of the applicable instructions include this

precaution.  WARS considers this extremely important because i t woul d
prevent complete egjection of a thimble tube in the event of a high
pressure seal failure. inclusion of this precaution i nGI-1 = "Pl ant
Startup from Col d Shutdown to Hot Standby,” would be adequate, but
other methods of addressing the problem mayalso be appropriate.

This itemt remai ns open pending completion of the following items:

1. Issuance of the proposed 3-11."Thimble Tube Installation,"
which will replace 1311-1-94-5, and addresses several of the
original recommendat jons.

2. :ssue.ce of the proposed revision to =31-0-94-3 that to require
the us* of an appropriate thread |ubricant, and cautions agai nst
allowing fitting bodies to turn.

3. Further revision of 1311-0-94-3 to include a p'recaution against
working on the high pressure seals when the prinary systemi s
pressurized above atmospheric.

4. Revision of appropriate instructions to preclude pressurizing
the primary system withthe thinble tubes disconnected from the
overhead path transfer system or at least preclude gt work on
the *eals with the primary system pressurized above atnospheric
end the thimble tubes disconnected from the overhead path
transfer system.

The above procedure revisions sholid be made prior to the next use of
the procedure.

R-85-03-UPS-Ol. Inadequate Defi nition of Respc~nsibiljty

I'nthe original report (reference A 54), WSRS concluled that the
responsibility for deternining the idrentification adid a-/ailabilit~y of
spare part. was not clearly defined inSQU procedures. The
receouendation was to procedurally define this responsibility. The
Nuc~ear Power responje said that:

Q1 has adequateliy defined the responsibility for
identification and availability of spare partg. The
Job desk-ription for the 1lintenance plannere isthe
most definitive do:-umeknt but isnot conprehensive due
to the diversity of problens. associate4 4ith
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material, Planners. formeon. craftsmeng and engineers
all have saw responsibility for the various aspects
of identification, availabi ?/ity. and location of
material s depending on the conplexity of
matorial/parts specification. priority of the job, and
whether the items are being obtained from Power Stores
or being procured from a vendor.

IML conmented on the response by saying that if the plant
chooses to define this responsibility injob descriptions

(such as i nthe draft for maintenance planners included in
the response) rather than in a separate docunent, this is

acceptable.

For this follow-up review. current Job descriptions for
four maintenance planners (tvo mechanical, one electrical,
W one instrumentation) v-.* reviewed. The four job
descriptions were identical and did place responsibility
for identifying end deternmining the availability of spare
parts/material with the planner. One of the nechani cal
planners and the electrical and instrunentation planners
were interviewed concerning their responsibility inthis
area. They were all aware of their responsibility for
identifying and determining the availability of spare
parts. It should be noted that generally the
identification of spare parts does not occur in the
planning phase because most of the maintenance are for
rlepsiidrs rather than scheduled maintenance. This item is
closed.

R-95-'03-UP3-04. &Mn...1Sectien 11 EostuM nt enance Valve

Inthe original review (reference A-54), N335 deternined
that the SON Inst~rument Kaintenance Section did not
Identify the no'e for ASKl Section It valve testing when
they performed work on Section X valves and recoiiianded
they be trained inthe purpose of the ASKI Section 11  punp
and valve programand I nhow to identify pumps and valves
which are included Init.

The MSC PR response was

Qur investigation has determned the three M
identified inSection Ill.C.3.a of the subject report
appear to be isolated cases for Section 11
pootmaintenance testing. The valves listed.
|-PCV-01-12 end MC-01-5, are tested using 31-166-3.
"Full Stroking of Category ' A'and Ila Valves During
Co~ld 3Shutdovin" and the unit must be in made Sir
order to perform Sl-164.3 for these valves. for Lhe
oxamples cited. unit | was in mods 5 only when KR9
A-245631 anid A- 28811, re worked. However, the
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instrument Mainten~ance Section has enphasi zed to
section personnel the importance of identifying
postmeintenance testing requirements on MRS

3338 commented on the response as foll ows:

The corrective action taken by the plant appears to be
adequate. However, the mode Information included in
the response i nmisleading. The fact that the unit
may not be i nthe modes necessary to perform the
Section Il postmaintenance testing does not waive the
need to schedule the required testing when the plant
is i namode that woul d permit testing.

For this follow-up review, 3338 interviewed the instrument
maintenance planners and determined that they were well acquainted
with the MZC Section XI program for valves as it affects the
Instrument Kaintanance Section. There are no pumps i nthe Section Xl
program for which instrument maintenance i sresponsible. The
planners were famliar with all the pertinent documents including
S®BL 2, "Mintenance Management System" TI-S9, "Summary of Pro- and
Post - Mai nt enance Val ve Tests for £1313 Section Xl and | OCf1 O Appendi x
J," and the 31-1.66 series. They were using an informal checklist
they had prevared to assure that they considered all the necessary
items when planning work. All the planners understood that Section
11 postnaintenance tests nset he specified even ifthe plant isinan
operating med that precludes the necessary testing at the time the
mai ntenance isdone. Inaddition to the Section X awareness of the
planners, the instrument mechanics are made aware of Section 11
requirements % training. This training is provided as part of an
annual, training course on pneumatic valve stroking. 3533 reviewed
the training eourso and found it to be appropriate and very
comprehensive in Its discussion of section 11 requirements as they

relate to the work of the Instrument Maintenance Section. This item
i s closed.

1-8S- 0 - WS- Q6~r gt ant ef | nee esting trogram Generic

Inthe original review (reference A 54). NSRS determined that there
were no guidelines to ensure that poutmai ntenance testing

Instructions verify that the comYponent or system worked or still
functioned 49 designed. NSRS reeomuende4 that each site prepare an
instruction outlining the criteria to be followed fn selecting or
preparing posutaintenance tests.

The response from SQU varn:

PKT requirenents are covered in surveillance
instructions and not by the Special Test Program 4s
indicated inthe report and recol nendation section.
Ksi ntenance requests are reviewed by appropriate plant
Personnel prior to coamencing work to determine PH?
requirement,.  The appropriate surveillance testing,
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as identified i nthe technical specifications. nust be
completed prior to declaring the component or system
operable and returning to service.

in comuenting on this response, USUS noted that it did not address
the concern exprassed in the recommendation. However, VSES noted
that the SQN response to an NRC level IV violation (50-327-328/85-24)
soy address the problem. This response was.

Standard Practice SQN2, "Mintenance Management
System," will be revised to include direction for when
PNT is requir~ed for maintenance activities and
de-Kr~i~iona 2L Ida~should kj rsViks In &ba EVa.
Personnel' who plan maintenancé requests will be
instructed in pcipopr PHT requirements..

for this follow-up review, £R38 determined that Change No. 85-1699,

i ssued Decenber 31. 1985. does add appropriate criteria for selecting
and preparing postmaintenance tests to SQM 2. *ltaintenance Managenent
System.” Al the maintenance planners were trained to the procedure
change. Severa maintenance planners were interviewed concerning
postmaintenance testing and all were aware of the need to verify
proper functioning of the conponent or system after maintenance, and
all were famliar with the criteria i nthe change to 1Ql 2. Ten
recent maintenance requests were reviewed and all were found to have

had aiequate postmaintenance tests specified and required. This item
i ncnosed for ON.

R-SS-03-IFPS-07, CogMm  Mode Failure-Ge-neric

In the original review (reference A.54), USRS determined that the
Mechanica Maintenance Section had no method of avoiding conmpn mode
failure. 3135 recommended that a program be developed and
implemented which provides a method of avoiding common mode failure.

Nuclear Power responded as follows:

SQU will implement a program i naccordance with UQAM
Part 111, Section 7.3, "Conunon Mode Fail ures.
Maintenance-Initiated.” The program will be

i npl enented by January 1, 1986.

for this followup review 11535 deternmine'S that Mechani cal
Mai nt enance Section Instruction Letter ?0 SL-A3G
"Cotium-Mde Failures, Maintenance-Xnittated," revision 3,
had been issued July 29. 1985. This section instruction
lettee is adequate to address the problem of maintenance
initiated COPSmft node failures with two notable exceptions.

1. The potential exists for cousnon mode failures to be
cavshd by the use of the saoe calibrated tool on
redundant pieces of equipment. While this i s not
specificelly addressed in the UQAM except for reactor
protect ion and entineered safety features
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instrunentation, the potential for problems is
significeant, and 1538 recoumends t?at it be addressed
in MK2L-A36. The Mechanical. Maintenance Supervisor
agreed.

2. The IQAM part 111, section 7.3, paragraph 3.3
states:  "An Inportant aspect of specific controls is
redui 4ancy - redundancy of people, equipment,
inspections, review . - It also includes the
following as an exanple of a specific control nethod
ttiich may be employed: -The same individual should
not be assigned to perform an identical activity on
all simlar units of multiple or redundant systems or
components.” MKSL-A36 state~s that: " Supervisors
shall support the concept of maintenance redundancy,
i.e., redundancy of people, equipment. inspections,
and review," and includes the exanple noted above
fromthe UQAX. 3838 interprets this to nean that the
same individual should not perform the same
maintenance activity on redundant equipment. The
practices of the electrical and instrunentation
maintenance sections appear to be based on this
interpretation.

Item 5 under Responsibilities inlQSL-A36 states:
"Assign Mai ntenance Request Planners the
responsibility for identifying and indicating on the
MR th, possibility of comson - node problems prior to
placing CISC Hs on the available status; i.e.,
similar maintenance on both RH!' pumps should not be
performed by the same person, or two qualified
craftsmen shoul d be assigned to the work." 8RS
cannot agree that using two qualified craftsmen
constitutes redundancy of people. and recotrisnds that
the phrase . . . or two qualified craftsmen should be
assigned to the work" be del eted.

3533 aso verified that foremen were being trained to
|@(SL-A36 and attended one of the training sessiot;;.  The
training was aﬁpropriat_e and pertinent and shoul d increase
awareness of the potential for cornum node failure. As a
possible inprovement, WSRS suggests that a checklist of
things to consider inaddressing comuon node failure be
distributed to the trainees.

This item remains 0|oen Pendi ng revision of NKSL-A36 to:
(1) address the role of calibrated tools Inpotential
commson node failures, and (2) to meet the intent of
"redund..ncy of people" as stated inthe NQAH.

R-85-03-UPS-Ga, Surveillance of Maintenance Prog~ram Generic

I'nthe original review (reference A 54), NSHS deter-nined
that surveillance of maintenance activitieti by onsite QA
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groups had not been adequately performed. 1333 recomumended
that onalte QA groups perform indepth surveillances of the
MRi nt enance program incluzding review of items described I n
other findings of the report. These items werse concerned

with proper CSSC classification, post maintenan~ce testing,

£811 Section || testing, and comm node failure.

The Nucl ear Power response indicated that the Division of
Quality Assurance (DQA) had issued a Management Review
Ouldeiine (1P.§-3.1, “L~intenance Performance" and pl anned
to issue an 1130 on postmaintenance test (lilT). The 11105
are intended to assist i nachieving nore indeﬂth
survail lances. The rcsponse al so described the maintenance
activities surveillances that had been performed.

for this followup review, 1130-3.1 and 1110-3.9.

"Post mai nt enance Testing." were reviewed and found to
address all the items of concern except conmon node
failure. The checklist for surveillance of IilT activities

had not been prepared and no FIIT surveillances ha-' been
schedul ed.

This item remains open pending: (1) addition of comon node
failure to the survoillsi..'. pré&ogam of maintenance
activities, (2) issuance of the FIIT checklist, and

(3) VSRS review of the inplementation of surveillances on
the maintenance programand PUT.

Ne~w Recomi mendation R-e6-0 -SQWOL, Increased gffectiveness
of AUAR Proara

for this followup reviewof I-S4-12-SQv-13, it was
determined that sufficient corrective action has been taken
to satisfy the ISRS open item Hoviever, discussions Wwth
the HP siaff, ALARA engineer, and veview of documentation
led the reviewer to concluft that additional specific
actions U hould be taken to strengthen the ALARA program at

SQU.

Di scussions with SQU personnel combined with infornation
contained i neach of the followng documents was used to
generate su'ggestions that can be used to determine what
actions SQU will take: INFO Operational Exp-erien' ce Note
REN ORN- OSA. " A Good Practice for the ALARA Program”
Quality Audit Branch Audit Report No. @5S.-A-85-0016. RC 44,
"Radiation Wrk Pernit CV?) Program" and RC-1Q

"M ni mizi ng Cccupational Radiation Exposu.:e." The
follow.ng isabrief description of the pertinent
background information ineach of the reports and the
corresponding NSIS suggestion of possible actions SQU coul d
take to inprove the ALAIRA program



1. Quality hAudit Branch WOAS) Resort No. OSS-A-85-0016

The QAB ALARA programaudit was conducted at 971 and
SQI to verify that these plants have established and
inplemented an effective ALARA program within the
scope of the quality assurance program to maintain low
exposures. The deviations identified in the QAB

report will not be addressed here; however, the
observations and 3838 suggestions are provided.

a. |%affings. The QAB report stated that 337 has
five senior health physics technicians assigned
to specific ALARA activities working under the
direct supervision of the ALARA engineer. During
the followup review. the SQU ALARA engineer said
that there is one full time HP technician
assigned to him however, at the time of this
followup review, he was supporting the ALARA
engineer on a half-time basis. The HP technican
attended the morning maintenance nmeetings to
provide ALARA input on HP, RWP shielding, and
some ALARA preplanining. Based upon the current
half-time effort. no coverage is being provided
on backshifts, planning, modifications, or other
areas. There were also 104 ALARA preplans, and
postplans preparel in1965 and 12 i n 1986 (as of
February 21, 1966) which the ALARA engineer is
required to approve. 1t ishighly questionable
that a si nPIe ALARA engineer and a hal f-time, or
even a full-tine, technician can effectively
acconplish the required tasks. The BFN staffing
level of five full time IiPs may not be the
approporiate nunber for SQ; however, more than
one isconsidered to be necessary. V8RS suggests
that SQI determine the appropriate HP staffing
level required to effectively perform the ALARA
duties during normal and off-normal hours. This
determ nation needs to consider ail plant
functions that require ALARA considerations; such
as, maintenance, operations, nodifications,
outage planning, test. design, and site
services. A Job-task analysis could be used to
determne an effective staffing level.

b. ALARAReviewConmi'uttee The QAB audit recomm-ended
that SON consider the nerits and possible
benefits of an SQN ALARA review comuittee 49 is
currently operating at SYN.  For this follow up
review. |t was determined that the I|NPO
Oerati~onal Experience Note also recomme~nis an
ALARA convittee that has: (1) responsibility for
overall coordination 'f the ALARA program (2) be
conposed of nonmhers from the major functional



departnents, (3)meet on a regular basis to
review the status of the ALAMA program (4) and
revi ew exposure reduction plans for specific jobs
with estinmates of 25 man-rem or greater.

The 376 ALMRA review coumittoee in its third year
of operation, has the responsibility to review
and direct the implementation of approved ALARA
suggestions. I naddition the committee- reviews
pl anning schedul es; discusses specific and timely
ALAPA probl ems; such as, reports of unnecessary
leitering i ndose areas; reviews personnel
contamination reports; reviews corrective action
on deIin?uent postjob; ALARA reports; reviews
status of ALARA projects.

There was no evidence at gol to suggest that any
of the above areas are effectively beina
perforned, e.g., the S 1965 ALARA goal was
established late (March 1965) at 750 man-rem and
the actual was appronimately 1100 man-rem The
AUARA engi neer (nor others) was not aware of any
critique that was performed to attempt to improve
future performance and reduce doses. An ALARA
committee would do so. Considering the apparent
success at SF3 and the 1610 Good Practice
recomndation, 6538 suggests that the SQI plant
consider establishing an ALARA review committee
composed of members from the major functional
areas with the responsibility for overail
coordination of the ALARA program. specific
functions would include

(1) Review exposure reduction for specific jobs with
exposure estimates greater than 25 man-remn.

(2) Direct the implementation of approved ALARA
suggestions.

(3) Review planning schedules.

(4) Review specific and timely AUARA problems, such aso,
reports of unnecessary loitering I ndose areas.

(5) Review personnel contamination reports.

(6) Review corrective action on delinquent poutjob AUARA
reports.

(7) Review status of ALARA projects.
(8) Other.



The ALARA "onmittee conposition and responsibi'l.Lies*could
be incorporated into a plant instruction, e.g., an SQ
Standard Practice or RCl.

AAASuzzestion Program The QAD audit determined that
participation inthe ALARA suggestion programhas been poor
at SQV. Inthe first year (1964) of the SQ ALMAR
suggestion program approximtely 35 legitimate suggestions
had been submitted. Loes than ten were submitted by
Novenber of 1965. for this follow-up revviw, the ALARA
engi neer confirmed the lack of enployee participation to
the 3838 reviewer and also stated that no suggestions wore
received in 1986 as of February 21, 1986. The QAB audit
recommended (and the 3833 concurs) that an employee award
system (similar to SF3) be considered for SQU to utinulits
addi tional enployee involvement. Several award mechantinma
identified were: day of f with pay; -tavings bond; reserved
parking spot; picture inplant newsletter; and ALUAA
"1-Shirts, hats, or pens.

3518 suggests SQE take action to increase enployee
participation inthe ALMRA suggestion program Adoption of
an awards program could be away to increase participation.

i AURA Coordinators This itemwas not spe~ifically addressed
Inthe QAD audit report; however, the IMPO Good Practice
recommiends the use of departnment ALRA coorainat~ors. This
is a staff position within the Radiological Protection
Derartment with functional authority for inplementation of
the AURA program and maintenance of the necessary records
and data bases. for this followup review discussions
were held with the HP Section Supervisor who stated that
th~is type of futsction L3 t'eing considered at SQU by
assignin& of an N3 H' to assist the maintenance planners

i n ALARA pveplanning bnd 3Ws. This isa positive stop and
should be pursued. Howeier, assignment of ALMRA qualified
individuals to other & onps (nodifications. operations,
test, site, services and design) iho-id be made.

MRS suggest. o that considac~tion be given to assigning that
ALARA coordinators to all SQ site functional groups

(nodi fications. rudirtenance. operations, test, design, site
services, etc.; to provide these groups with the ALARA
expertise to effactively inplement the ALARA program

Their function wao'2ld be to assist | npreplan preparation.
poutpl an eritique, dose reduction suggestions, maintain the
netessary records and data bases, and incorporate industry
experience into the SQU operations. This isconsidered to
be 4n extension of tbi X-3 assignment nentioned previously.

TraininA.  For this fellowup review, the SQN ALANA

engi neer stated that the w-ork supervisors that prepare
A MAA pre and postplans. inmany cases, cannot do an
effective job. The HP seri~ton superviaor stated that an
extensive ALAILA an training progrwf. had bee~n prepared but
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never implemented. 3338 suggests that SQN consider
preparing ALARA training programand that it b. given to
all individual's responsible for the ALARA effort, such as,
the ALARA coniittes memibers, ALARA coordinators, and the

i ndi vidual s responaiible for the preparation of the ALARA
Pro and postplans. This training program could include the
undanental principle; of all radiation shlelding and
attenuation, and provide descriptive methods available to
reduce dose |levels #n addition to tine, distance. and
shielding, e.g.. changing test frequencies or times of
test, preventive maintenance or design changes (such as
moving high failure rate conponents or high frequency
maintenance items out of radiation areas or provide
permanent shielding), and cleaning or draining/refilling
systems, etc.

LI ST Of PERSONINEL CONTACTED

A

Seauoyah Pucl ear Plant

Kathryn W. Allen, Reactor Engineer

Larry O. A exander, Mechanical Supervisor. Yield Services Goup
Ronal d D. Dates, Mechanical Engineer

Robert C. Vircheil. Plant Conpliance, Q&PS

Gary S. Doles, Mechanical Group Supervisor

Johni 0. Drady. Mechanical Engineer

Mark 1. $rock, Electrical Mintenance. Fos

Donna N. Druno, Personnel O erk

Larry S. Dryant, Mechanical Mintenance Supervisor

Marcia A. Cooper. Mechanical Testing, 0&PS

David L. Cowert, Quality Surveillance Supervisor

Edward A. Craiggo. Safety 3uperviper, Industrial Safety Engineer
Doug Craven. QA Supervisor

Donald U. Crawl ey, Health Physics Supervisor

Dan L. Deakins. Jr,. Operations. P05

John V. Denver, Mechanical Engineer

Hugh D. Elkins, Jr., Instrument Maintenance Superviaor



Steven V. Emert, Electrical Engineer

Richard W. Farner, Instrument Engineer

Ronald W. Fortenberry, Reactor Engineering Supervisor
Timothy M. Galbreth, Employee Concern Program Site Representative
Gary W. Gault, Reactor Engineering Supervisor

John L. Hamilton, QA/QC Engineering Supervisor

Philip R. Hitchcock, Mechanical Engineer

Stephen P. Holdefer, HP Unit Supervisor, Support

John F. Klein, Mechanical Engineer

Tom D. Knight, Assistant to Site Director

Tom Kontovich, Electrical Engineer

Bennett C. Lake, Operations

John A. Leamon, HP ALARA Engineer

Frank H. Lewis, QA Engineer

Timothy E. Massey, Mechanical Engineer

Mildred M. HcGuire, Configuration Control Manager

Manoj P. Mehta, Modifications Scheduling Supervisor
Lawrence M. Nobles, Operations & Engineering Superintendent
Robert W. Olson, Modifications Branch Manager

Roger D. Poole, Instrument Engineer

David C. Queen, Mechanical Engineer

Heyward R. Rogers, Compliance Zngineer

Roswell F. Schnur, Instrument #ngineer

Michael R. Sedlacik, Electrical Modifications Supervisor
Mark A. Skarzinski, Electrical Maintenance Supervisor
Josepn 8. Steigelman, Unit Supervisor, Operation

John M, Stitt, QC Shift Supervisor

Vietor M. Taylor, Safety Specialist
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Gary E. Tiner, Instrument Engineer

Philip R. Wallace, Plant Manager

Patricia Wilson, Administrative Services

Watts Bar Nuclear Plant

Gerald Brantley, Employee Task Force

Jerry Collins, Mechanical Maintenance Supervisor
E4 Dudley, Maintenance Training Supervisor
ndward Elam, Mechanical Engineer

Craig F. Faulkner, Reactor Engineer

Gary J. Johnson, Reactor Engineer

Marvin K. Jones, Engineering Group Supervisor
Samuel Lingenfelter, Acting Mechanical Engineering Supervisor
Robert C. Manley, Planning Supervisor

Charley Margraves, Preoperational Test Engineer
Chattanooga

Douglas A. Bateson, Plant Training Officer

Howard B. Burdette, Mechanical Maintenance Instructor, POTC
Nuclear Service

Frank Chicketto, Power Operations Training Center

John Fox, Supervisor of Welding and Metallurgical Section,
Nuclear Service )

Robert M. Harris, Supervisor, Maintenance Training Unit, POTC
Ellen Hensley, Health Physics Techniclan

Charles E. Kent, Jr., Nuclear Services

David Lambert, Licensing

Felix A. Szczepanski, Chief, Nuclear Safety Staff

Browns Ferry Nuclear Plant

Bill Nichols, Maintenance Training Supervisor
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Memorandum TENNESSEE VALLEY AUTHORITY

mE:K.

01=

SJECT:

i-uRJ-

001 '860321 050

3. L. *hervrombie. Site Director. Sequeyah Nuclear Plant
W. Whitt. Director of soctear safety 3eviev Staff. z3 As C-K
Uarch 21. 19"

SWWANf MCLEM FIANT (SQN) - INUCLZA SAFETY 3311W STAFF (14i)
FSLLIOF- 3lly W OF am 11fu F303 MKVOUS 3535 EIWS AMD
IUVES7ICATIO - sm2 UPMT no. aM-01-sQU

Attached is the approvd Subject report. Of the A4 open it~
reviewed. 40 are closed and feur remain open. one new open item was
generated. These five open items were discussed in detail at the
exit meting beld February 25. 1936. at SQN. Two of these items.
&-S0-OS-SWU45 and 3-8S-02-SQEIWUw-2 = need to be addressed prior to
Sol restart.

Please respond within 30 days with your plean and schedule for
implemnting the reomemendations associated with these five open
its".

K. W. Wihitt

Attachment

cc (Attacheent:
aims. SL 26 C-K
P. R. Wallace. Sequoyah Nuclear Plant
S. A. Whitt. LP G 38A-C

0195W

VIS, ea'nin Bo&ndit Rf 'ULLTL on th. A).EH  : ny,; Plan
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"Mualtiple TLW Badging," Revision 4, approved August 26, 1985.

SQU Health Physics Section Instruction Letter HPSIL-28.
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Valve Stroking SQN-IMC-20, Revision O, December 23, 1985.

SON I'nstrument Maintenance Instruction |MS-A4, "Independent
Verification," Revision 0.
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SQU Monthly TACF Status Report for November 1985,



37.

38.
39.

40.

41.

42.

43.

44,

45,

46.

471.

48.

49.

Quialit, Assurance

S99 Qual ity Assurance Section Instruction Letter No. 5.1,
"Plant Instructions - QA Staff Review," Revision 5, dated
October 16. 1985.

Qual ity Surveillance Section Annual Plan 1985.

QA Survey, Checklist No. Sa-85-P-001, Equipment Status, May
8-17, 1965, dated May 28, 1985.

QA Survey, Checklist No. 4a-35-A-005, Mintenance Activity
Surveillance, April26-17, 1965, My 7. 1965.

QA Survey, Checklist No. 20a-85-P-002, TAC?., June 12-24, 1985,

dated June 26, 1985.

QA-Survey, Checklist No. |c-85-S-004, Drawing Control - Unit 1,

May 16-24, 1985. dated May 31, 1985.

QA Survey. Checklist No. |c-85-P-005 Revision 1,
"As-Constructed” Drawi ng Verification, Novenmber 7-14.* 1985,
dated January 21, 1986.

Quality Enaineering

SN Qual ity Engineering Section Instruction Letter No. 5.1,
"Plant Instructions - FQ8 Section Review," Revision 3, dated
April 17, 1984,

Radi ol otical Control Instructions

SQV Radi ol ogi cal Control Instruction R61-1. "Radi ol ogi cal
Hygi ene Program" Revision 28, approved Decenber 20, 1985.

SQN Radi ol ogi cal Control Instruction RCI-3. "Personnel
Monitoring,” Revision 22, approved January 13. 1986.

SQN Radi ol ogi cal Control Instruction RI-10, Revision 8,
"Mnimzing Cccupational Radiation Exposures," dated June 7,
1983.

SON Radi ol ogical Control Instruction RCd-1, Revision 10,
"Mnimzing Cccupational Radiation Exposures," dated
Decenber 11, 1985.

SON Radi ol ogi cal Control |Instruction RCl-14. "Radiation Wrk
Pernit (RWP) Program" Revision 4. approved July 20, 1985.



50.

51

52.

53.

55.

56.

57.

58.

59.

60.

61.

62.

. Radiological Protection

SQU Reason Plan IC? |nstructor Notes.
Syecial maintenance Instruction

SQ Special Mintenance Instruction SMI-O-68-28, "Change-Out of
the RCS Narrow Range UT~s," Revision O, November 19, 1985.
W Special Maintenance Instruction SMI-0-94-3, "Seal Table
H gh Pressure Seal Repair," Revision 1, approved January 17,
1986, and next revision DRAFT.
SQN Special Maintenance Instruction SMI-1-94-5 = "Thimble Tube
Instal lation," Revision 1, approved May 25, 1984,

89ecial Test Instruction

SQI Special Test Instruction SQ-STEAR-INST 82-12, "Turbine
Benchimark Radioactive Tracer Test Unit 1," Revision 3, approved
April 17, 1984.

Siecial Tool Evaluations

Special Tool Evaluation. M-3-26-4, "Fire Pump Stand,"
October 3, 1985.

Specia Tool Evaluation, M-3-62-7, "Centrifugal Charging Pump
El ement Handling bean," Cctober 3, 1985.

Special Tool Evaluation, M3-68-12, 'Conoueal Tool", August 1,
1985.

Special Tool Evaluation, M3-68-13. "RPV Stud Elongation Rods
Wends Machined flat," October 3, 1985.

Special Tool Evaluation, M3-68-14 "UPY Stud Nut O eaner,"
Cct ober 3, 1985.

Special Tool Evaluation, M3-68-15 "RPV Stud Cleaner,"
Cctober 3, 1985.

Special Tool Evaluation, H 3-68-16, "Fast Stud Spinout Tool,"
Cct ober 3, 1985.

Special Tool Evaluation, M 3-68-17 "Steam Generator Sl udge
Lanceing Tools," Qctober 3, 1985.
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63.

64.

65.

66.

67.

68.

69.

70.

71.

2.

73.

74.

75.

76.

77.

Special Tool Evaluation, 11-3-68-18 "SteamGenerator Tube
Pl uggi ng Tool s," Qctober 3, 1985.

Special Tool Evaluation, 11-3-74-6 "Residual Heat Removal Pump
Motor Lifting Brackets," October 3, 1985.

Special Tool Evaluation, 11-3-68-1, "Reactor Coolant Punp 01
Seal Housing Centering Bracket," October 3, 1985.

Special Tool Evaluation, 11-3-68-2, "Reactor Coolant Pump Seal
Handl ing Rails fabricated fromAl uminum" October 3, 1985.

Special Tool Evaluation, U-3-68-3, "Reactor Coolant Punp Rotor
Shaft Centering Brackets," Cctober 3, 1985.

Special Tool evaluation Ui-3-68-8, "Reactor Coolant Pump Guide
Studs for 01 Seal Housing Piece Fabricated from Aluminum,"
October 3, 1985.

Special Tool Evaluation Ul-3-68-10, "Reactor cool ant Punp
Coupling Puller," Cctober 3, 1985.

Special Tool Evaluation, UL-3-68-11, "Reactor Cool ant Punp 01
Seal Housing Lifting Brackets," Cctober 3, 1985.

Special Tool Evaluation, 11-3-82-5. "Turbocharger Lifting Beam"
Cctober 3, 1985.

Special Tool Evaluation 11-3-68-19 "RPV Head Stud Lift Rig,"
Decenber 6, 1985.

Special Tool Evaluation, 86-1, "Lifting Eye for Containment Air
Return Fan Mtor," February 11, 1986.

Standard Practices

SQU Standard Practice SQA 129, "Objectives in Plant
Qper ati on- Sequoyah Niuclear Plant," Revision 5, approved January
2, 1986.

SQU Standard Practice SQA 145,"1 As Low As Reasonabl e Achievabl e
(AURA) Suggestion Program" Revision 0, approved January 19,
1986.

SN Standard Practice SQA 166, "Program For Informng Enployees
How To Report Their Safety Concerns, Revision 4, approved
January 7, 1986.

SN Standard Practice SQA 168, "Systems Engineering,” Revision
0. approved January 10, 1986.



78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

SQN Standard Practice SQA 178, "TVA Ofice of Nuclear Power
EmM oyee Concern Program Line Organizations Procedure, Revision
0, dated February 6, 1966.

SQ Standard Practice SQHL, "Sequoyah Nuclear Plant Maintenance
Program" Revision O, approved January 18, 1983.

SQU Standard Practice SQWVL, "Sequoyah Nuclear Plant Maintenance
Program" Revision 4, approved January 8, 1986.

SQ@ Standard Practice SQW2, "Maintenance Managenent Program"
Revision 16, approved Decenber 27, 1985.

SON Standard Practice QM2+ " Mai nt enance Management System "
Revision 13, approved January 11, 1965.

SQ Standard Practice SQW3, "Special or Mdified Tooling
Primary Systenst," approved May 9, 1985.

SQV Standard Practice SQS7, "Hazard Control Plan," Revision 2,
approved January 7, 1986.

Startup Instruction

SN Startup Instruction 51.-10.2, "Steam Generator Misture
Carryover Measurement," Revision 6, approved March 8, 1982.

Surveillance I nstructions

SQ@ Surveillance Instruction SI-37, "Containment Spray PUMP
Test," Rev~sion 16.

SQU Surveillance Instruction SI-146, "Reactor Coolant System
Leak Test," Revision 12, approved May 1, 1984.

SQU Surveillance Instruction S1-250), "Reactor Coolant System
Hydrostatic Pressure Test," Revision 1, approved Septenber 2,
1981.

Technical Instruction

SON Technical Instruction TI-69, "Sutmary of Pre- and
Post - Mai nt enance Valve Tests for ASKE Section X and | OCFR50
Appendi x J," Revision 9, approved Cctober 28, 1985.



Work/llaintmance leaueste

90. SON MR A -539610 dated Septenber 3, 1985.

91. SQ MR A-56.1292 dated Cctober 23, 1985.

92.  SQ MR A-5221.31 dated Novenber 29, 1985.

93.  SON WR 109473, 110 A-532134 dated November 30, 1985.
94.  SON MR A-548350 dat'td Decenber 5, 1985.

95. SQ@ MR A-563137 dated Decenber 18, 1985.

96. SQ MR A-563138 dated December 18, 1985.

97. SQ@ MR A-563139 dated December 18, 1985.

98. SQ W4 105405, MR A-561999 dated December 24, 1985.
99. SON Wa 105786 dated January 6, 1986.

100. SQ Wa B-112780 dated January 7, 1986.

101.  SQ Wa 103937 dated January 9, 1986.

102. S Wa 103941 dated January 9, 1986.

103. SQ@ Wa 103942 dated January 9, 1986.

104.  SQU Wa 103945 dated January 9, 1986.

105.  SQV Wa 113377 dated January 14, 1986.

106. SQU WR 103945 dated January 14, 1986.

107.  SQU Worlcplan 11878.
C. Ofice of Nuclear Power
1. Adnministrative Instruction Power and Engineering, ".II

Expression of Enployee Views," Revision 2. approved June 11.
1985.

2. NQAM Part 11. Section 6.4, "Control of Tenporary
Alterations,” November 5, 1984.

3. NOAM Part Ill. Section 7.3, "Common-Mbde Failure.,
Mai ntenance Initiated," dated January 15, 1981



10.

11.

12.

Quality Notice. IQAK Part V, section 2.4, "Design Change
Control System Using Design change Supplements." offeactive
date October 7, 1985 (L16 851007 806).

Nuc leer Dispatch, "New TVA Nuclear Employee Concern Program |
Place," dated February 14. 1986.

Ofice of Power Radiation Protection Plan Section A, "Nuclear
Power Plants," Revision O, dated August 12, 1983.

O fice of Power Radiological Protection Plan, Section A,
"Nucl ear Power Plants, Revision 1, approved November 2, 1983.

Power and Engineering (Nuclear) Radiological Protection Plan
Section A, "Nuclear Power Plants," Revision 2, dated
Decenber 6, 1985.

Procedure 0202.08, Revision 0. "Electrical and Mechani cal
Mai ntenance Craftsmen Training" dated January 6, 1986.

REP-1PD. CECC-1P-9, "Energency Radiol ogical Mnitoring
Procedures,” Revision 4, dated Decenber 4, 1985.

Management Review Gui deline MRG 3.1, "Mintenance
Performance," approved Septenber 20, 1985.

Management Review Cuideline MRG 3.9, "Postmaintenance
Testing," approved December 16, 1985.

General Em-l ovee Training

1. General Enployee Training GET-2.1, "Health Physics Level 1
Training."

2. General Enployee Training GET-2.2, "Health Physics Level 11
Training."

3. General Enployee Training CGET-2.3, "Health Physics

4. General Enployee Training CGET-2.4, "Health Physics Level O
Training" H. P. and Security DY-PASS Exams.

Regulatory

1. U. S. URC Report of Inspection, 50-327/84-24, "Thimble Tube
Ejection Event of April 19, 1984 Tennessee Valley Authority
SequoYah Nuclear Plant Unit 1" dated Novenber 1984,
Transmtted to TVA via Letter J. Nelson Gace to TVA dated
March 7. 1985.

2. U. S. NRC Report Nos. 50-327/85-45 and 50-328/85-45 dated

February 18, 1986.



Oa

3. U. S. NUREG CR-1369, SANDBO-7054 Revision 1, "Procedures
Eval uati on Checklist for Miintenance, Test and Calibration
Procedures used in Nuclear Power Plants."*

Letters

1. Letter fromL. M Hills to Director of Nuclear Reactor
Regul ation dated Cctober 2, 1984 - "Proposed Techni cal
Specifications - SQ\NP;" (L44 841002 800).

2. Letter fromP. R Wallace to USNRC dated Cctober 11, 1984,
"Tennessee Valley hAuthority - Sequoyab Nuclear Plant Unit 1
Docket |0-50-327-Facility Operating License DPR-77-Reportable
Cccurrence Report SQRO SO 327/84030, Revision 1,"

(853 841012 992).

3. Letter fromG |bert Commonweal th Engineers and Consultants to
TVA dated Cctober 30, 1985, transmitting a report "Assessnent
of the Design Control Program for the Sequoyah Nuclear Plant,"
(805 851031 004).

4, Letter from J. A. Domer to Director of Nuclear Reactor
Regulation dated November 8, 1985, Proposed Technical
Specification - SQFF" (L44 851112 803).

Watts Bar Nucl ear Pl ant

1. Watts Bar Nuclear Plant, Surveillance Instruction,
"Contai nment Spray Punp Test", SI-4.0.S.72-P, Revision 10,
dated February 7, 1986.

2. WSW Mai nt enance Instruction M-94.3, "Incore Flux Thinble
Cleaning and Lubrication.”

I ndustry

1. Hest Stress Managenent Program For Nuclear Plants, |PR
UP- 4453, February 1986.

2. I NFO 85-026 dated June 1985, "Witing Guidelines Form
Mai nt enance Test and Calibration Procedures."

3. INPO Good Practice Operational Experience NOTE REN CEN-08A
"ALARA Planning for Station Work" dated Septenber 1982.

4. Systematic Assessnment of Licensee Performance, |nspection
Report Numbers 50-327/85-22 and 50-328/85-22, Tennessee Valley
Authority Sequoyah Units 1 and 2, March 1, 1984 through May
31, 1985. Attachnent 2.



5.

6.

West i nghouse Electric Corporation Trip Report dated March 26,
1585, "To observe The Flux Mapping Qperation For Unit |’

Wr kpl an Hazard Assessment Manual, Division of Cccupational
Heal th and Safety, Septenber 1982.

1. General

10.

11

12.

13.
14.

15.

Commitment or Corrective Action Tracking Report No. 84148,
dated COctober 2. 1984,

Conmi tment or Corrective Action Tracking Report No. 84149,
dated Cctober 2, 1984.

Comitment or Corrective Action Tracking Report No. 84153,
dated October 2, 1984.

Commitnent or Corrective Action Tracking Report No. 84158,
dated Cctober 5, 1984,

Corporate Commitment Tracking System VCO-85-0491-019, "17 new
Mai nt enance instruction procedures to be issued June 30, 1986."

Corporate Commitment Tracki ng System VCO 85-0491-017. "All
maintenance instructions to be reviewed with checklists by
July 1987."

Final MR Review Class Training Record, February 6, 1986.

Hazard Assessment Worksheets dated May 3, 1983, August 13,
1985, October 28, 1985, November 4, 1985, and Novenber 14,
1985.

Initial MR Review Class Training Records, January 30, 1986.

Instruction Reviews (by craftsmen) PM¢ 0920-030, 0921-030,
0921-030, 0233-031. and 0230-031.

Job Safety Anlyuis dated November 10, 1984, "Entry into
Pressurizer Enclosure with unit at 100% Power."

Lesson Program, "Al-3 Clearance Procedure Training/Retraining"”
Revision 2, dated May 24, 1985.

Mai nt enance Request nonthly Report for January 1986.

Mechani cal and Electrical SNP O earance Procedure Examination
(No date).

Oficial Notice Board Poster, "TVA Enployee Concern Program"”



16.
17.
18.
19.
20.

21.

22.

23.
24,

PORC Mui nt enance Instruction Subcomitte@ Revi ew Checklist.
Project U2 Force Target Schedule dated February 18, 1986.
Projoct W2 Force Wrking Schedul e dated February 19, 1986.
React or Engineer Job Description Sc-A

RW for Reactor Building 02-1-85005, "Plugging Steam CGenerator

Tubes Including All Related Support Activities. Mnual Method"
dated Cctober 1, 1985.

Student Manual Nuclear Training Branch "Initial Tube Fitting
Training", course IUT-28, Revision 1, dated Cctober S. 1985.

TVA Enpl oyee Concern Program” Policy and Reporting
I nstruction.”

Wrk Pernmit (RW) Program" Revision 4, approved July 10. 1955.

SQV Training Attendance Records Al-14, RClI-10/ALARA Program
dated January 21, 1985; February 4, 1985, March 18, 1985;
March 25, 1985: March 27. 1985; April 30, 1985; June 25, 1985.





