
APPENDIX A 
OPERATIONS CATEGORY TABLE OF REPORTS 

Volume 3, Operations Category, consists of 73 separate reports - one category report, 13 
ctgmy reports and 59 element reports specific to Sequoyah Nuclear Plant. Each 

report within Vohunme 3 is identified below by tite along with a part number corresponding 
to its Employee Concerns Special Progra report number.  

PAT mRnOl TfP AND NUMBR TITLE

30101 
30101 
30102 

30107 
30108 
30111 
30112 
30112 
30115 
30115 
38M 
30201 

30202 
30204 
30206 

30.3 
30301 
30302

Catepy Smmy and C.mmio.s.  

I ..banIcEql pigmt Rdamaty/Ds0ign 
Kerotest Valve Leakage/Corrosion 
Diesel Generator Reliability Problems 
Ouestionable Design/ 
Construction Practices 
General Paint, Reactor Building 
Steam Generator Manway Installation 
Valve Closure Problem 
Improper Operation of System 31 
Malfunction of Doors 
Improper Hardware Identification 

Electrical and I....  
Possible Lack of Watertight Conduit and 
Connections 
Low Line Voltage 
Ground and Electrical Shock Problems 
Transfer Canal Electrical Equipment 

Istrmerntatior and Radiation Monitoring 
Difficulty of Obtaining Obsolete Equipment 
Location of Cold Leg Accumulator Level 
Transmitter 
Accuracy of Safety-Related Instrumentation 
Reliability and Maintenance of Radiation 
Monitoring Equipment 

Cables and Conduit 
Procedure Problems 
Electrical Penetrations Breached 
Cable Problems in Manholes

SCl rwy Reprt 301 
Element Report 30101-SON 
Element Report 30102-SON 
Element Report 30105-SON 

Element Report 30107-SON 
Element Report 3C106-SON 
Element Report 3011 1-SON 
Element Report 30112-SON 
Element Report 30114-SON 
Element Report 301 15-SON 

Element Report 30201-SON 

Element Report 30202-SON 
Element Report 30204-SON 
Element Report 30206-SON 

Subcatepry Report 383M 
Element Report 30301-SON 
Element Report 30302-SON 

Element Report 30303-SON 
Element Report 30305-SON 

S-catoIy Report 3MW 
Element Report 30401 SON 
Element Report 30402-SON 
Element Report 30403-SON

.3" 
30401 
30402 
30403



30501 
.

30601 

3001 

3010 

30707 

30711 
30713 

30601 3MW 

30110 
30704 
30805 
30606 
30817 

3
30901 
30905 

31M 
31001 
31002 
31003 

31106 
.»!01 
311( 
31103 
31104 
31105 
31106

Element Report 30501-SON 

Element Report 30601-SON 

Scaompry Rprwtm 3 
Element Report 30701-SQN 
Element Report M30M-SQN 
Element Report 3074-SON 
Element Report 3070-SON 
Element Report 30706-SON 
Element Report 3007-SON 
Elemen Report 3070&-SON 
Element Report 30711-SON 
Element Report 30713-SON 

S urt~a c- Rpt 38w 
Element Report 30601-SQN 
Element Report 30602-SON 
Element Report 30603-SQN 
Element Report 3M03-SON 
Element Report 30804-SON 
Element Report 3006-SON 
Element Report 30M07-SON 
Eleent1 Report 300-SON 

Element Report 30901-SON 
Element Report 30905-SON 

Submepry Report 3100 
Element Report 31001-SON 
Element Report 31002-SON 
Element Report 31003-SON 

Suneatepry Report 31111 
Element Report 31101-SON 
Element Report 31102-SON 
Dement Report 31103-SON 
Elemes, Report 31104-SON 
Element Report 31105-SON 
Element Report 31106-SON

A 203k kj 
Aftvemibity roblnpi 

wIere omes.  
Fire Prectiod Eqnipent Works Improperly 

NIdwl Pw ibr uSrIes -Pne a5 re 
POkC Approal Process 
Handling of Sfegardsk Infnrdtion 
Workplan Ptucea 
Surveilane Progranp/Istrucions 
Test PrograortrocedureU 
Radiological Emegency Plan 
Training Program for Employees 
Management Nonrespoosiveness 
Configraion Cotrol 

Adequacy of Procedures 
Prevenive Maintenme 
Corrective Maintnace 
Program DefidencieiProcedures Violations 
Training Program Deficiencies 

lam Control 

Adequacy of Procedures 
Techr.cal Training 

Operations PrograsProcedures Inadequate 
Operator Qualificatinns 
Operations Procedures Need Clarification 
(Rewritten and Used) 

K lt Physicsa 
Health Physics Staff Training 
Radioactive Material Control 
Exposure Limits/Records 
Health Physics Policy/Practices 
Alara 
Health Phywics Facilities. Clothing, and 
Protective Equipment

I



31201 

312M 

31U 
31302 
31303 
3130M 
31306 
31307 
31309

srr&.i p Rw rt31S 
Element Report 31201-SON 

Elemant Report 312-SQN 
Element Report 312M-SON 
Element Report 31211-SQN 

slmn eprt 313W 
Element Report 31302-SON 
Element Report 3130-SOQN 
Element Report 31304-SON 
Elemet Report 313M-SON 
Element Report 31307-SON 
Element Report 31309-SON

Adequacy of PSO Uniform in Nucdear Plant 
Environment 
Manaemelit and Personel Issues 
Security at nt Entrances 
Seutrity D CalesinEadae 

Penonnel Safety (Hardware) 
Housekeeping 
Environmental 
Questionable Concrete (Grout) Repair 
SON Ins1ultion 
Plant Improments/Suggestion



APPENDIX B 
SUBCATEGORY REPORT OVERVIEWS 

This appendix summarizes the findings and actions for each of the 13 subcategories in the 
Operations Category. The discussion includes, where applicable, examples of good 
performance found or areas where good performance could be inferred from the lack of 
problems found during evaluations of those areas. These specific examples and general 
areas of good performance were identified as the result of a category-wide assessment of 
evaluation findings conducted after all suhcategory reports had been written. The 
information regarding good performance was collected for presentation in this report and is 
not necessarily dearly pointed out in the various lower level reports of this category.  

This subcategory consists of 70 concerns that raise 44 issues about the relTability and design 
of mechanical equipment such as valves, diesel generators, piping, heat exchangers, steam 
generator manways, and plant fire doors. Twenty-one of the 44 issues either were not 
substantiated or were factual statements of situations that did not pose a problem requiring 
action. For 20 of the issues, action had been initiated oy TVA management prior to the 
employee concerns evaluation. Three of the issues required action to be taken that had not 
been identified and initiated by TVA management prior to the employee concerns 
evaluation.  

Several deficiencies were noted during the evaluation that either were or are being resolved 
adequately at the lowest level of the evaluation precess and therefore did not require 
further consideration at higher reporting levels. These deficiencies were with respect to: 
(1) procurement control of Kerotest valves at all sites, (2) excessive vibration of a reactor 
feedwater pump line at Browns Ferry Nuclear Plant (BFN), (3) entering and exiting steam 
generator manways at Watts Bar Nuclear Plant (WBN) and Sequoyah Nuclear Plant (SON), 
(4) accuracy of various system operating instructions at WBN, and (5) operability, reliability, 
and safety of Auxiliary Building air lock doors at WBN and SON.  

Kerotest valve specifications were revised throughout TVA to provide for better 
procurement controls. Prior to the ECTG evaluations, line management at the various sites 
had examined and refurbished previously procured valves as appropriate and had 
implemented a valve maintenance program. For the line vibration problem at BFN. plant 
management had the piping system modified and committed to monitoring the modified 
piping system during initial operation at the next heatup. To address the steam generator 
manway problem, WBN and SON line managers had been working in close coordination 
and had ordered a new closure system for the steam generator manways at both sites.  
Inaccurate ystenm operating instructions at WBN were revised and Auxiliary Building mir 
lock deficiencies at WBN and SON are being resolved through modifications,



'Thee findin- from this subcategory were identified a most a sinific and were ientif 
for further anidertioa in the broader scope of the category. These three subcategory 
level finding deal with intanies of a lack ofguidn , involemen, and control tdrougout 
the organination over 

* Implementation of design and construction standards aad requirement irto 
operatioa activities at WBN, SON, and BFN relative to the integrity and 
mantenance of containment paint coating.  

* Maintenance and performance testing of diesel generators at all sites.  

* Component identification at al sites resulting in (1) missing and incorrect 
equipment tag in the field and (2) drawing and data base deficiencies related to 
unique identifers.  

For the first subcategory level finding regarding contailment paint coatings, the Division of 
Nuclear Engineering (DNE) revised the applicable construction specification to include 
requirements for periodic inspection and maintenance of containment paint coating.  
Baseline inspections either have been completed or are in progress at the various sites to 
provide information for a corporate log on uncontroed coartings The various sites 
cmnanitted to revising applicable implementing instructions based on the recent revision by 
DNE of the contruction specification. Actions are also being taken at the sites to establish 
formalized programs for coating maintenance and to repair defidem coating as necesry.  

For the second finding pertaining to diesel generators, the Office of Nuclear Power will 
develop a corporate standard providing guidance for the maintenance and performance 
testing of emergency diesel generators at all sites.  

WBN is taking action related to diesel generator maintenance and testing in several 
functional areas. Mechanial maintenance personnel will accomplish the folowing: (1) 
issue a Field Change Request to direct as-designed leak off from diesel engine exhaust 
stacks to floor drains, (2) issue maintenance requests to repair existing diesel fuel and 
lubricating oil leaks, (3) write and schedule a preventive maintenance item for starting air 
dryers, and (4) implement a computer-based maintenance history/trending program for 
diesel generators as well as other plant equipment 

The Electrical Maintenance section is removing nonessential metal rimmed tag found 
inside one diesel generator control cabinet. Diesel generator "valid start" documentation 
will be revised for technical adequacy and proper implementation by Operations personnel.  
The DNE has made modifications to the cooling air system entering the diesel generator 
room to decrease dust and dirt and will he installing drip pans to collect condensate dripping 
from moisture separators and air dryers. The WBN Site Director is establishing a 
surveillance program to verify the re!iability record of the diesel generators prior to fuel 
load.



At SON, diesel generator control panels were cleaned of dust and grime, and preventive 
maintenance items were prepared to maintain equipment in a clean condition. Line 

mnanament is ao preparing a technical specifiations change to incorporat items into the 
uwd generator starting and testing requirements.  

BIN is evaluating its diesd generator air start systems to deter nine the need for installation 
of air dryers. The plant is also implementing a program for diesel generator reliability, 
including maintenance of a diesel generator start log.  

Problems related to component adentif cation are being addressed at all sites through 
adherence to recent DNE site-specific standards for plant component identification.  
Detailed and coJmprehensive prrgrams either are being developed or are in progress at all 
sites to correct problems with tagging in the field and to revise drawings accordingly. DNE 
Ls updating corporate databases as corrections are made in the field and on drawings for the 
various sites.  

During the investigation of mechanical equipment issues, it was noted that WBN and SQN 
have been coordinating efforts to identify and correct certain common mechanical problems 
unique to their plants. For the subcategory overall, there were 15 of 21 instances where 
corrective action taken prior to the employee concerns evaluations were considered 
adequate. Corrective mainterince was found to be adequate in both of the instances in the 
subcategory where it had been implemented. The Design Change Request/Engineering 
Change Notice process was properly used four times, and three cases of proper 
preoperational tests were noted.  

This subcategory includes 21 concerns addressing 11 issues about &sign, construction, 
operation, and maintenance of electrical and communications equipment such as electrical 
busses, junction boxes, cable penetrations, splices, and telep .ones. Five of the 11 issues 
were found not to be substantiated. Two issues were found to be factually accurate but were 
not problems requiring action. For one issue, action had been taken by TVA prior to the 
employee concerns evaluation. Three issues were factual and presented problems for which 
action either has been or is being taken as a result of an employee crncern- evaluation.  

A deficiency regarding false ground indications was noted at SON and was adequately 
resolved at the lowest level of the evaluation process. SON had plastic tags made for 
mounting near applicable ground detectors. These tags pnrvide instructions for operating 
and maintaining the ground detectors.  

The other substantiated issues for the subcategory were identified for further consideration 
in the broader scope of the category. These issues dealt with problems in electrical 
hardware adequacy as follows:



* There was a corporate-wide lack of guidance and control over the receipt, 
processing, and use of Raychem products for covering cable terminations and 
splices and over accompanying instructions that impacted design, modification, and 
M;intVnmoe practices as well as the quality of application of Raychem products.  

* There was a lack of control by Division of Nbclear Engineering and plant 
operations personnel over electrical bus operating voltages as regards design 
requirements, initial design, and implementation of design standards through 
operating procedures.  

There were numerous quality-related deficiercies in procedures and practices regarding the 
use of Raychem products for covering cable terminations and splices. Procedures for 
selection and use of Raychem either were complex, were incomplete, or lacked clarity at 
SON, BFN, and Bellefonte Nuclear Plant (BLN). DocumentatIon of Raychem material 
control was very weak at SON, and Raychem material traceability was difficult. SON and 
EFN had numerous deficient applications of Raychem. Inconsistencies and gaps were 
identified in applicable construction specifications, standard drawings, and implementing 
instructions at BFN. Also at BFN, ine vendor manual control program was inadequate in 
issuing updated information from revisions to the Raychem manuals. At BLN. plant 
instructions permitted use of vendor installation instructions and changes that we z not 
routinely reviewed by the plant for adequacy and for impact on safety before use. There was 
a lack of a coordinated programmatic resolution by the Division of Nuclear Engineering for 
Raychem problems identified at these sites.  

SON committed to performing all of its actions prior to restart. These actions include (1) 
reevaluating Raychem application as part of the Environmental Qualification Program, (2) 
conducting training on material traceability requirements, and (3) performing reviews and 
revisions as appropriate on the Raychem installation instructions. Evaluations of Raychem 
applications will be conducted under the direction of the Division of Nuclear Engineering 
prior to restart.  

BFN corrected weaknesses noted in design output document control and updated the 
training lesson plan on Raychem installation for maintenance personnel. BFN also 
committed to correcting several other items prior to restart, including (1) incunsistencies in 
acceptance criteria for Raychem splices, (2) minor errors in Raychem instructions, (3) 
deficient Raychem installations, and (4) the process for incorporating updated vendor 
information into Raychem instructions.  

Operations personnel at BLN committed to ensuring that vendor instructions used to install 
Raychem sleeves receive the appropriate review and approval prior to use.  

At WBN, the applicable plant instructions were found to provide sufficient direction for 
engineers and craftsmen to select and install Raychem applications properly. The 
instructions were found to provide a good example for the other plants to use in revising 
their respective procedures.



Electrical shutdown boards at all sites have been operated to varying degrees at voltages in 
exeaof upper [imits. This has created the potential for degradation of equipment, 

including safety-related equipment, powered from these boards. Deficiencies noted at all 
sites during the evaluation involved conflicting information in upper-.tier documents, varying 
degm-es of inadequate implementation of design requirements, and inadequate surveillance 
and operational contros to ensure that bus voltages are maintained within prescribed 
tolerances. Therm was a lack of a progrmmuatic resolution by the Division of Nuclear 
EngiFneeri, for problems at all sites related to improper voltage conditions.  

SON has taken steps to establish proper design and operational controls for voltage 
conditions on shutdown boards prior to restart. Acceptance criteria for upper voltage limits 
on shutdown boards have been established based on guidance in industry standards. Studies 
have been conducted to establish proper transformer tap settings to step down the 
maximumn and mainimumn grid voltages that feed into the shutdown boards. These actions 
will combine to keep shutdown board voltages within acceptable limits.  

In addition, SON has implemented a Corrective Action Plan to determine if equipment 
actually has been unacceptably degraded and to determine why undervoltage starts of the 
diesel generator have not occurred. The boards that have seen the highest voltages have 
been pinpointed, their amaimumn voltages have been calculated, and equipment most 
susceptible to overvoltage has been identified. A further determination of the need to 
replace specific equipment will be made after restart of unit 2. Any component found to 
have an unacceptable loss of life wIl be replaced before predicted failure.  

WBN committed to making appropriate corrections in its upper-tier documents and 
implementing instructions to reflect acceptable voltage limits. The plant also committed to 
actions similar to those described above for SON to determine if equipment actually has 
been unacceptably degraded due to overvoltage conditions.  

BFN and the Division of Nuclear Engineering are coordinating efforts to assesi the 
potential impact of overvoltage conditions.  

BIJN reported that accurate measurements of shutdown boards will be taken to confirm 
high voltage levels. The Division of Nuclear Engineering will be informed of the 
measurements for ev;.luation and determination of any needed action.  

The Division of Nuclear Engineering committed through the Specifications Improvement 
Program to changing applicable upper-tier documents to reflect operating guidelines 
necessary to maintain shutdown board voltage within acceptable limits~.  

This subcategory is comprised of 16 concerns about the design, reliability, operation, 
maintenance, and calibration of plant instrumentation and radiation monitoring equipment.  
Of the 13 issues raised by the concerns, two were found not to be factually accurate and four



were factually accurate but did not require action. For two issues, action had been taken by 
TVA prior to dhe employee concerns evaluations. Evaluation of the remaining isues led to 
initiation of action by TVA.  

Several deficiencies were noted in the subcategory that either were or arm being corrected at 
the lowest level of the evaluation process. Instances of recurring failures of Cold Leg 
Accumulator and Refueling Water Storage Tank level instruments were found at WBN and 
SON. Recurring failures of Target Rock Valve reed switches were also found at WBN. At 
WBN, SON, and BFN, there were no maintenance instructions found for adjusting Target 
Rock Valve reed switches. At BFN, there was no capability to retrieve maintenance history 
before March 1983 for any particular plant component. There was a discrepancy between 
the WBN Final Safety Analysis Report and WRN Technical Specifications pertaining to 
minimum ice weight for calibration of ice condenser lead ce[lls Also, not all housekeeping 
inspections had been performed and documented by the Office of Nuclear Power during the 
construction phase at WBN in accordance with TVA's Nuclear Quality Assurance Manual.  
Finally, problems were found at SON with calibration of Particulate Iodine Noble Gas 
radiation monitors, and there was no clear distinction in the surveillance in~structions 
between technical specification monitors and nontechnical specification monitors.  

Actions are either in progrest or completed for each of these problems. WBN is replacing 
faulty Cold Leg Accumulato- and Refueling Water Storage Tank level transmitters under 
Design Change Requests. /-. ipr,)priate procedure changes and training with respect to 
unclear or incorrect maintenanct practices on the transmitters was also accomplished. SON 
is aware of recurring problems with Refueling Water Storage Tank level transmitters and is 
taking action to ensure the *_-_ismitters meet technical specification requirements. This 
action includes verifying operability of sense line heat trace circuits, compensating for 
different head pressures at thc trainsmitters, and trending transmittem' ptrformance.  

For discrepanciL.s noted between the WBN Final Safety Analysis Report and WBN 
Technical Specifications on minimum ice weight, changes to the Final Safety Analysis 
Report were prepared to bring the report and technical specifications into agreement. Also, 
recent procedure revisions clarified housekeeping inspection frequencies and 
documentation requirements.  

SON committed to revising surveillance instructions associated with radiation monitors to 
clearly distinguish between non-technical specification and technical specification monitors.  
SON also took action to have a factory representative for Particulate Iodine Noble Gas 
radiation monitors assist in correcting problems with the monitors and conduct training for 
instrument technicians.  

The following subcategory level finding was identified for further consideration in the 
broader scope of the category:



* Processes have been lacking at WBN, SON, and BFN for trending equipment 
performance and for subsequent root cause anrlyses of recurring hardware 
deficiencies to preclude recurrence of problems. These prrxesses should include 
tracking of corrective action and follow-np to ensure that appropriate action is 
taken.  

Cnrrective Action Plans from line management inv response to the various problems 
identified in the subcategory indicate that adequate maintenance trending and maintenance 
history programs are now either under development or in use at WBN, SON, and BFN.  

Overall, the performance of instrument engineers and craftsmen relative to instrument 
maintenance activities was found to be good.

This subcategory consists of seven concerns raising six issues about electrical hardware 
deficiencies and problems with procedures related to electrical aspects of piant 
construction. One issue was factually accurate but did not present a problem requiring 
action. The remaining five issues were substantiated and required action as a result of an 
employee concerns ev-. jation.  

Two of the five substantiated issues were adequately resolved at the lowest level of the 
evaluation prrcess. These issues dealt with (1) controls and procedures for the use of steel 
fish tape for breaching electrical penetrations at WBN and SON, and (2) the presence of 
loose conduit where it enters a particular cable tray at WBN. For the first issue, procedures 
were reviewed and revised as appropriate at both plants, and WBN also provided training 
for personnel involved with hreaching of electrical penetrations and fire barriers. For the 
second issue, WBN took action to initiate the reinstallation and reinspection of a missing 
clamp for the cable tray conduit.  

Findings raised to the category level for further analysis deal with instances of a lack of 
guidance, involvement, and control throughout the organization over 

* Design and maintenance activities associated with electrical manholes at all sites.  

* Use of consumables at all sites.  

* Design and construction standards and requirements and their use at WRN. SON, 
and BFN.  

For the first finding pertaining to electrical manholes at all sites, actions were developed by 
the Division of Nuclear Engineering and each of the sites. One set of actions dealt with the 
establishment of housekeeping and preventive maintenance programs for clectrical 
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manholes at all sites. The other set of actions dealt with long-term evaluations of (1) the 
functional adequacy of cables found in standing water, and (2) the design of manholes to 
preclude recurrence of water accumulation and sump pump failures.  

With respect to the first set of actions, Electrical Maintenance personnel at SON committed 
to establishing a preventive mane~neprogram for electrical manholes. At WBN, the 
applicable administrative instruction will be revised to identify temnporary cables installed in 
electrical manhole cable trays. At BFN, general cleanup of manholes will be accomplished 
and procedures will be written to establish regular inspections of manhole sump pumps.  
BLN will also add a requirement to the preventive maintenance program for periodic 
inspection of manholes.  

With respect to the second set of actions, Electrical Maintenance personnel at SON 
committed to aclerating their review of cables already underway. Division of Nuclear 
Engineering personnel at SON committed to correcting manhole sump pump deficiencies 
and to determining the adequacy of applicable medium and low voltage power cables routed 
through manholes before unit 2 restart. Additionally, SON committed to completing the 
following after unit I startup: (1) evaluating the functional adequacy of all applicable cables 
and splices, (2) determining the root cause of manhole flooding, and (3) determining action 
to prevent recurrence.  

The Division of Nuclear Engineering developed a Corrective Action Plan that committed to 
an overall design requirements review and implementation of document verification under 
the Specifications Improvement Program. The issue of standing water in electrical 
manholes was specifically targeted for this review and verification effort.  

In i~s response to the second $-nding pertaining to use of consumables, TVA disagreed with 
the statement that there is a lack of corporate and plant control over consumnables. The 
response was accepted because there was only one example of loss of materia, traceability 
cited in the subcategory report. The response showed that an adequate program is defined 
for corporate control of consumables%. However, the adequacy of the implementation of the 
corporate program was still questionable based on the numerous examples from other 
Operations subcategory reports where there was a lack of control over QA Level If items.  
Because these examples fell outside the scope of Subcategory 30400, however, the question 
of implementation of the corporate OA L-evel 1I program was not pursued further in this 
subcategory. It was escalated for further consideration in the overall assessment of the 
category.  

Tl' third finding regarding adequacy and use of upper-tier documents will be addressed as 
part of the Divi ,ion of Nuclear Engineering's commitment to implement the Specifications 
Improverient Program. In this major program, design requirements will bc assessed and 
site implcmenting documents will be reviewed for adequacy in meeting the requirements.



This subcategory is comprised of 20 concerns which deal with the issue of difficult or limited 
access to systemns and equipment for normal operation, maintenance, testirg, and 
inspection. Evaluations of the concerns showed that access to various systv.ms and 
equipment at all sites either was or is difficult or limited. However, for most of the 
concerns, previous action was found to have been taken by line managernenrt. There were 
no conditions identified which have an impact on the restart of SON or BFN. Two 
conditions at WBN were identified by the evaluations as requiring action: (I) difficult 
access to auxiliary feedwater valve platforms, and (2) unsafe access in the north main steam 
valve rooms. WBN is preparing design change requests to address each of these two access 
problems.  

The finding identified for further consideration in the broader scope of the category is as 
follows: 

e There has been a lack of control over initial design activities- and over modification 
activities relative to accessibility considerations for equipment operation, 
maintenance, and ALARA situations.  

In its response to this finding, TVA stated that accessibility is a design input consideration 
and is reviewed as part of the design verification process. This review includes 
consideration of accessibility needed for maintenance and repair. It is anticipated that, even 
with appropriate procedural controls of the design process, accessibility problerms will 
continue to occur due to changing regulatory requirements and the application of approved 
construction tolerances. Therefore, operations and maintenance personnel wilt need to 
continue requesting design changes to provide greater access in certain areas. Engineering 
changes to correct access problems are being implemented at BLN through two ongoing 
programs-the Accessibility Program and the Workplace Hazard Assessment Program.  

'There were numerous instances noted in the subcategory where current accessihilitv 
programs at WBN and SON were identifying and fixing problems. Also, the operating 
records of SON and BFN demonstrate that acces- ibility to systems and equipment is 
adequate for these plants to operate safely.  

bc.tc= 38M. irefrmedioa 

This sublvategory includes 13 concerns raising nine issues about the adequacy of the design, 
operation, maintenance, and testing of fire protection equipment. Four of these issues were 
found not to be substantiated. Two issues were found to be factually accurate but were not 
problems% requiring action. Three issues were factual and presented prnhlems for which 
action eitlier has been or is being taken as a result of an employee concerns evaluation.

1 17-1



Several problems were noted that were corrected at the lowest level of the evaluation 
process. Inconsistencies were identified between corporate upper-tier documents and 
between WBN site documents regarding quality assurance requirements for safety-related 
fire protection equipment. Deficiencies were noted in various procedures and instructions 
reviewed at WBN. Numerous problems were found with the design, operation, testing, and 
inspection of plant fire doors and their closure mechanisms at all four TVA nuclear sites.  

Each of these conditions is being addressed by actions being planned or taken. A deficiency 
report was generated and issued to all sites to address the quality assuanace inconsistencies 
for safety-related fire protection equipment. Applicable instructions are being revised at 
WBN to address inspections of fire hose station valves, weatherstripping, and fire doors. A 
deficiency report was issued to document a potential inconsistency between the draft WBN 
technical specifications and fire door inspection prictices. A nonconforming condition 
report was written against several WBN fire doors that were not routinely inspected under a 
surveillance instruction. The Division of Nuclear Engineering initiated actions to clarify 
previous statements made to the Nuclear Regulatory Commission regarding actual action 
taken to resolve WBN fire door closer deficiencies.  

WBN Modifications personnel will initiate an investigation of the door closers on various 
doors to verify that they itieet design requirements. At SQN, Division of Nuclear 
Engineering personnel are addressing issues related to the effects if differential air pressure 
on the ability of fire doors to dose p.-operly. SON Mechaticil Maintenance personnel 
committed to determining what actual door closers are in place and to correcting drawing 
hardware schedules accordingly. BFN has revie' ice' fire doors in dtitail for compliance with 
the applicable National Fire Protection Association standard and is replacing some doors.  
In a design study at BLN, problems with fire door closure had been investigated, 
calculations had been performed, and actions had been proposed for impk.nentation 
through an Engineering Change Notice.  

The following finding was identified for further analysis in the category report: 

* There has been a lack of control over the initial design, configuratio-i, materials, 
and maintenance activities associated with fire protection system% in the TVA 
nuclear program.  

In response to this finding, the Division of Nuclear Services has initiated a fire protection 
program assessment and improvement project. It will address procedure adequacy 
including content, implementation, and compliance with commitments as well as correction 
of identified deficiencies.  

Also, a mechanical Design Standard hzrý recentlv " : ;uantify design 
requirements regarding fire barrier, - -,,,iui will he revised to address reasonably 
anticipated differential pres..ure conditions when specifying fire doors and relatu
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equipment. Additionally, a Division of Nuclear Engineering policy memorandum will 
outline the requirements applicable to fire doors and will implement inclusion of these 
requirements into appropriate design input and output documents.  

This subcategory consists of 79 concerns addressing 50 issues about programs and 
procedures such as the Plant Operations Review Committee (PORC) process, handling of 
safeguards information, the workplan process, surveillance instructions, test procedures and 
programs, the radiological emergency plan, and management's implementation of these 
programs. Twenty-one of these issues were found not to be substantiated. Five issues were 
found to be factually accurate, but they were not problems requiring action. Eight issues 
idatentified a problem; however, actions for the problems were initiated before the employee 
concerns evaluation. Thirteen issues were factual and presented problems for which action 
either has bee n or is being taken as a result of an employee concerns evaluation. Three 
issues were not identified as a problem; however, as a result of the employee concerns 
evaluation, a problem was discovered for which action was initiated.  

Several conditions were identified at the lowest level in the evaluation process as requiring 
action. At WBN, deficiencies noted included an isolated incident of mishandling safeguards 
information, insufficient coverage of emergercy preparedness procedures in General 
Employee Training, unavailability o Per.mnnel at PORC meetings, lack of documentation 
for problems identified in review of workplans, instances of failure to adequately control the 
workplan process, less thai. fully adequate orientation of personnel to workplan 
implementing procedures, lack of testing on radiation area door status alarms and on the 
Auxiliary Building Secondary ContUanment Enclosure door interlock system, and lack of a 
design basis document for single failure criteria. Deficiencies were found at SON in regard 
to trending of equipment failures associated with excessive testing, lack of procedures for 
conduit re-use, and the unawareness of system status by unit operators due to a procedural 
chiange.  

At BFN, deficiencies were found with respect to use and documentation of temporary 
supports to piping systems. Several deficiencies were considered non-plant specific and 
were in regprd to aspects of the Program for conditions adverse to quality, status of the 
Nuclear ProcedUres System program, ir., .nces of failure t j incorporate experiet ce review 
program requirements in site Standard Practices, the qualiy control of the corporate 
chemistry program, and tht definition of single fai'ure (riterin.  

To address the isolated incident of mishandling safeguards information at WBN, the WBN 
Drawing and Drcument Control Unit has implemented a document log, and the Division of 
Nuclear Consvruction is revising the applicable Standard Operating Procedure to improve 
('jcument identific3ion. WBN will include background infosimation on federal and 
regulato.y zrituria for emergency n ep rdiy and on the Radiological Emergency Plan in 
ueneral Emphli yce t'raining. W71. procedures will he revised to clarify PORC attendance 
requirense us. and Lo improve PGRC traccahility of instruction changes. Also, the WBN



PORC will review several items and procedures which previously received illegitimate 
FORC review. With regard to workplan problems the WBN Quality .mrveet and site 
QA sections are currently reviewing conditions adverse to quality on the workplan control 
process. WBN Preoperational Test Staff will prepare a nonc6forin condition report to 
document identified workplan prniblemns which are unrelated to their current workplan 
review. Regarding generic applicability reviews for workplan nonconformances, future 
repots Of conditions adverse to quality at WBN, as well as those nonconforming condition 
reports dated after January 1, 1985, will receive a generic applicability review.  

WBN will prepare maintenance instructions or preventive mantnac prcdres to 
address problems with Lack of testing on radiation area door status alarms and on the 
Auxiliary Building Secondary Containment Enclosure door interlock system. Finally, the 
Division of Nuclear Engineering will develop single failure design criteria for WBN.  

At SON, the component failure trending program should discover repetitive or generic 
failure trends caused by excessive testing. The applicable instruction for conduit installation 
is being revised to address re-use of electrical conduit. Also, the applicable maintenance 
instruction will be revised to ensure unit operator awareness of system status.  

To address procedural and workplan documentation inadequacies with respect to pipe 
supports, BFN will initiate a corrective action report and will revise a modifications 
procedure.  

TVA also responded to problems that were considered non-plant specific. The program for 
conditions adverse to quality will be revised to address the sending of generic review results 
to the organization responsible for root cause determination. It was noted that the Nuclear 
Procedures System Program is currently in the development stage. Its structure was 
established in an Office of Nuclear Power directive approved November 5, 1986. The policy 
for management programs encompassed in the NPS was established in the Office of Nuclear 
Power Policy and Organizational Manual on December 31, 1986. The Manager of Nuclear 
Procedures Staff will develop t he NPS program schedule. Requirements of the experience 
review program will be incorporated into the various plants' standard practices. Regarding 
the resolution of chemistry program deficiencies, a chemistry program manager's position 
was established at the corporate level to develop, implement, and maintain a state-of-the-art 
chemistry program at TVA. T1he program is presently under development. Finally, the 
Division of Nuclear Engineering will revise the Final Safety Analysis Report for BLI'4 prior 
to fuel load to incorporate a definition of single fai~ure criteria for BLN main steam 
isolation valves. The need for similar action at WBN will also be evaluated.  

Findings identified for further analysis in the category are as follows: 

* Tere is a lack of corporate guidance, control, and oversight of the PORC process 
at WBN, SON, and BFN.
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" The workplan process has not been imp!,-ý e d consistently at WBN, SON, and 
BFN.  

" There have been weaknesses in configuration control at WBN, SON, and BFN.  

The last two findin are specifically addressed in the TVA Nuclear Performance Plan. For 
the first finding IVA coimmitted to developing and implementing appicable 
corporate-level procedures to ensure appropriate stnadzdpractices in the PORC 
process at the various sites Actions will also be taken to reduce the extraneous PORC 
workload and to improve the effectiveness of corporate-level audits and oversight of PORC 
activities.  

Numerous examples and areas of good performance were noted in this subcategory.  
Overall, the initial design requirements with respect to operational readiness were met.  
Also, proper quality assurance documentation was accessible and retrievable with minor 
exceptions. Line managers demonstrated good overall compliance with regulatory required 
items in their technical specifications once they had agreed on the best course of action to 
take for plant operability. In addition, surveillance instructions were adequate for 
implementation of surveillances required by technical specifications. Performance was 
found to be adequate at the corporate levl and at all sites for the Radiological Emergency 
Plan and for the safeguards information program. The process at WBN and BLN for 
transferring systems responsibility from construction personnel to operations personnel was 
found adequate. The plant technical support functions were effective at all sites. With 
respect to preoperational testing and surveillances, sufficient pierequisites were generally in 
place and personnel performing the tests were qualified. This led to the actual conduct of 
preoperational testing and surveillance being good in general, although a breakdown did 
occur in the review of the test results to ensure compliance with acceptance criteria.  

This subcategory contained 76 concerns addressing 59 issues associated with plant support 
personnel and how they perform their tasks,. The concerns were about the adequacy of 
procedures, plant maintenance, training, program deficiencies, and the use of unqualified 
personnel to perform pliant work. Twenty-seven issues were found to be not factually 
accurate. Four issues, were factually accurate~ hLu did not req.ui.re action. Seventeen issues 
were factually accurate but the problems were being addressed before the employee 
concerns program evaluations. Eight issues were factual and presented problems for which 
action either has been or is being taken as, a result of the employee concerns program.  
Three issues did not pre-sent a problem in themselves; however, as a result of the employee 
concerns evaluation, a problem was dircovered for which action was init~ated.  

Several conditions were found to exist that required measures to he taken at the lowest level 
of the evaluation process. At BFN, a problem in regard% to safely rigging the main steam 
relief valves was identified, and ai BLN the lack of inspction requirements for grease 
hardening in Limitnrque valve operators was a deficiency. Updating and proper
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incorMporato of vendor manuals were determined to b'e (.e&--ncies at WBN and SON.  
Posusile deficiencies have been discoveed at BI.N*4 wKe - F valves resulting from dry 
Layup and also with shelf-life of replacement parts. P, -* *.n s with fire door, containment 
door, and security door maintenance at BFN and pow, ,.d probiems with door repair at 
WBN were noted. The perforanc of crane side pulls was noted at all sites. Problems 
were identified at BEN for controls ovet the removal and re-installation p'ipe supports.  

Corrective Action Plans have been developed for these deficiencies noted during element 
evaluations. At BEN, specific procedures are being implemented and additional equipment 
is being installed to assist in the removal of main steam relief valves. The BIN preventive 
maintenance prop-Ani data base will be revised to include requirements for lubricant 
inspection in the limit switch gears of the Limizorque valve operators. At SON, a vendor 
manual program plan is being developed to identify pre-restart and post-re-,tart items and 
scope and implementation schedules for the plan. WBN will correct specific vendor manual 
deficiencies, and the site director will coordinate with the Divisions of Nuclear 
Construction, Nuclear Engineering. and Nuclear Support in order to evaluate the integrated 
vendor manual program underway at SON and BEN for possible implementation at WBN.  
BIF valve problems with seat leakage and replacement parts at BIN have been documented 
and are being tracked and worked. All valves which are active or which perform critical 
functions will be tested in accordance with their respective design function requirements 
before being placed in service. At WBN, seven of the most used fire doors are being 
replaced with a more durable type door, and a maintenance history record is being 
established for fire doors to identify continually recurring problems. Replacement parts are 
being installed for doors at BEN that are chronic problems and a preventive maintenance 
program for doors is being started. With respect to crane side pulls, the Crane Consistency 
Program evaluating the use of cranes throughout TVA has identified side pulls as a 
significant part of its charter. The program's manager committed to issuing a bulletin to 
each site identifying the danger of side pulls. All sizes either have re-emphasized by way of 
memorandum or have retrained their personnel on the importance of avoiding side pulls. In 
addition, SON has corrected probleins with crý.ne side pulls I-, ertifying its personnel and 
by establishing a long-term Corrective Action Plan to keep operators' qualifications 
up-to-date. BFN reported that instructions are either in place or are being developed for 
pipe support removal and reinstallation.  

The following findings were identified (or further analysis in the category: 

" The overall maintenance program, including preventive, predictive, and corrective 
aspects, has no specific direction or overall policy to identify the goals and 
objectives the program should satisfy.  

" The overall maintenance program has several procedural weaknesses, including (1) 
upper-tier requirements not always being incorporated, (2) maintenance request 
instructions no)t containing recommended step signoffi; or acceptance criteria, and 
(3) work instructions not being technically sufficient.
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* The as-constructed configuration of plant equipment does not always reflect the 
vendor technical manuals controlled at the plants.  

* Maintenance personnel have not been adequately trained in (1) specific areas of 
specialized equipment or processes, and (2) how to adequately document all work 
performed under the maintenance progran.  

No Corrective Action Plans were requested for these findings at the subcategory level 
because they were determined to be targeted adequately by the Nuclear Performance Plan 
and by the Nuclear Manager Review Group's 1986 report on maintenance activities at BFN, 
SON, and WBN. Actions being taken under these two documents are being kept at the 
proper level of management attention through current tracking systems until completion of 
all actions.  

For the finding regarding configuration management and vendor manual control, it was 
determined that upper-tier documents adequately address the requirements for and use of 
vendor manuals. The process for implementing these requirements at all sites has led to the 
establishment of a new pcsition within the Office of Nuclear Power - Manager, Vendor 
Manual Control. This manager is overseeing the development of appropriate plant 
procedures and the identifl-ation of interfaces with the Division of Nuclear Engineering for 
technical reviews and processes to control the use of vendor manuals and drawings.  

Several areas of good performance were noted related to maintenance activities as a result 
of the evaluation of this subcategory. Corrective maintenance activities were found to be 
implemented effectively. Instrument and mechanical maintenance activities were being 
done well. Plant clearance programs seemed adequate. Since no evaluation identified a 
significant equipment problem, it was concluded that the overall condition of major 
installed equipment was good. Throughout the evaluations accessibility to documentation 
was good, particularly at BLN.  

This subcategory consisted of 11 concerns raising II issues about the adequacy of 
engineering programs, adherence to procedures, and the adequacy of engineering training.  
Of the 11 issues evaluated, three issues revealed problems for which action was taken at the 
lowest level in the evaluation process. WBN had two potential problems in the 
implementation of plant specific systems training for corporate site technical support 
engineers. These problems were believed to be generic to SON and BFN as well.  
Weaknesses were founi at WBN pertaining to the potential for loss of configuration control 
in implementing the maintenance request process %ll sites had deficien~ici which allowed 
Teflon thread sealing tape to be used in violation ot G*neral Construction Specifications.  

With respect to systems engineering training, each site director has been requested to revise 
his respective training procedures to include the requirement of Program Manual 
Procedure 0202.17, "Technical Staff and Manager Training for Nuclear Plant Site
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PlersouzueL The Division of Nuclear Training will develop a schedule for conducting the 
training foWowing restart of SON Unit 2. The division directors of Nuclear Saflety and 
I icensing, Nuclear CstutoNuclear Quality Assurance, and Nuclear Egineeing 
either have identified or will ide~tify the personnel from their divisions who must attend the 

With respect to impleenaio of the maintenance request process, it was determined that 
the administrative instruction is explicit in how the mitncerequest process is to be 
conducted and that the process provides for returning equipmient to normal status a 
required. Implementation of the administrative instruction, however, was weak. WBN 
committed to documenting any mistakes discovered in the process by way of a Corrective 
Action Report, Deviation Report, or Conditions Adverse to Quality Report when 
applicable.  

With respect to teflon tape, SON committed to revising procedures and to issuing a 
memorandum in order to clarify the restrictions on teflon tape application. WBN, BFN, and 
BLN were found to have already reviewed the use of teflon tape and to have restricted its 
use. The Division of Nuclear Engineering has been requested to revise the division 
procedure manual relative to teflon tape control. The Division of Nuclear Engineering is 
also currently negotiating a test program with Oak Ridge National Laboratory to determnine 
acceptable thread "~aant materials.  

A collective assessment of the findings for this subcategory showed that the findings 
reflected upon plant-wide programmatic deficiencies and maintenance practices more fully 
addressed in Subcategory Report 30700, "Nuclear Power Site Programs/P'rocedures," and 
Subcategory Report 30800, "Maintenance." It was determined that a meaningful assessment 
of the findings presented in Subcategory 30900 could not be accomplished without also 
examining the findings in the other two subcategory reports. Therefore, no 
subcategory-level conclusions were made in Subcategory 30900. The findings regarding 
systems engineering training, the maintenance request process, and teflon tape were 
considered in the analysis of the overall category conducted for preparation of this category 
report.  

The evaluations of this subcategory presented many opportunities for problems to be found 
in the plant technical support area. The lack of problems in the plant technical support area 
implied thAt performance in this area has been good.  

This subcategory is comprised of 57 concerns addressing 30 issues about operator training 
and performance and operations procedures. Twenty-two of the 30 issues were not 
substantiated. Three issues were factual as stated but were not problems requiring action.  
Four issue,. were substantiated, but action had already been taken prior to the employee 
concerns evaluation. One issue presented a problem for which action is being taken as a 
result of the employee concerns evaluation.
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With respect to conditions adequately resolved at the lowest level in the evaluation process, 
at SON the Operations Section Instruction Letters on Quality Assurance training 
requirements had not been reviewed for consistency. This was evidence that some periodic 
review of Section Instruction Letters were not being performed. At WBN, a Nuclear Safety 
Review Staff reco-mendation had not been fully implemented regarding training and 
retraining of craft/construction personnel on the plant clearance procedure. A WBN 
Corrective Action Report initiated in April 1985 had noted numerous equipment 
misalignments and deviations with respect to operational status. Finally, there was a lack of 
procedural controls at all sites for root valves to tygon tubing being used for temporary level 
indicatio.  

SON committed to reviewing and either revising or deleting Operations Section Instruction 
Letters on Quality Assurance training. WBN committed to developing and conducting 
training for craft/construction personnel on the plant clearance procedures. With respect to 
WBN operation configuration control program deficiencies noted in a Corrective Action 
Report, WBN stated that the deficiencies had been corrected and that actions to prevent 
recurrence had been taken. A surveillance will be performed before licensing as part of 
WBN's operational readiness verification to ensure the effectiveness of the actions to 
prevent recurrence. With respect to tygon tubing procedural controls, WBN had made the 
necessary revision to a General Operating Instruction before the current evaluation. SON 
reviewed the applicable System Operating Instruction for tygon tubing and committed to 
revising an instruction, issuing a caution order, and reflecting proper tygon tubing controls 
in work requests. BFN also committed to revising a standard practice to institute proper 
controls on tygon tubing utilized for temporary level indication.  

The only significant findings for this subcategory dealt with problems with operational 
procedures and with plant system status at WBN. Because these operational findings were 
identified at WBN, whose status is preoperational, the findings were not escalated to the 
category level for further analysis. During the evaluations for this subcategory, TVA's plant 
operators were found to be well trained. Also, adequate performance was found in several 
areas, including the rotation of operating shifts, shift staffing, operator conduct, the Reactor 
Operator selection process, and the program for independent verification of system 
alignment.  

^^.y 3 1 12L Hethb Pl.«a 

This subcategory contains 72 concerns about Health Physics requirements and practices.  
The 42 issues raised by the concerns deal with Health Physics staff training, radioactive 
material control, exposure limits and controls, and the various practices and equipment 
designed to provide radiation protection. Twenty issues were found to be not factually 
accurate. Six issues were factually accurate hut did not require action. Elever issues were 
factually accurate, but the problems were being addressed before the Umployce Concerns 
program evaluations. Three issues were factual and presented problems for which action
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either had been or is being taken as a result of the employee concerns program. Two issues 
did not present a problem in themselves; however, as a result of the Employee Cencer"? 
evaluation, a problem was discovered for which action was initiated.  

Deficiencies at WBN were identified in regard to missing or unclear text in the Final Safety 
Analysis Report (FSAR), biannual feedback questionnaires for training, current status and 
scheduling of modifications made to steam generator platforms, Panel O-L-14 relocation, 
replacement of high maintenance instrumentatior in high radiation areas, the installation of 
permanent barricades, and the new design fer accumulator instrumentation. Additionally, 
the deficiencies found in an ALARA (: low as reasonably achievable) walkdown were 
identified for tracking. The possibility uf using contaminated hoses for connecting breathing 
air manifolds to Service Air was another deficiency identified at WBN. At SON, 
deficiencies that were identified included the resolution of some feedback questionnaires 
for training, incorrect distribution of Radiological Incident Reports, instances where 
Radiation Work Permits were not treated as QA documents, instances of inadequate 
implementation of the ALARA suggestion and preplanning programs, instances of late 
submittal of annual ALARA reports, inadequate maintenance of some radiological 
safety-related documents, and instances where damaged contamination zone clothing was 
reused. BFN had some deficiencies in the implementation of their ALARA suggestion 
program. While each of the above deficiencies was determined to be plant-specific, a 
deficiency found during a BFN evaluation that is not plant-specific was in regard to training 
requirements for Health Physics technicians qualified by ANSI N 18.1.  

WBN responded to the problem of missing or unclear text in the FSAR by submitting a new 
revision to the FSAR which will include a comprehensive FSAR verification plan to resolve 
any inaccuracies. In regard to the deficiency with biannual feedback questionnaires for 
WBN, the plant has revised the method and process of evall. iting trainees by deleting the 
feedbacl. form and instituting the requirement for ai Traini 'i Evaluation Report. With 
respect to tracking the completion of the modification of steam generator platforms, WBN's 
closure of Engineering Change Notice 6115 will adequately address this issue. After the 
schedule and work for relocating panel O-L-14 is approved by the Change Control Board, 
an Engineering Change Notice will he initiated and implemented. Additionally, WBN's 
radiological controls personnel will perform ALARA reviews of all designs and 
modifications per instructions to minimize similar occurrences of lncorrect panel placement.  
To track the replacement of equipment to reduce exposure during maintenance, WBN's 
closure of Engineering Change Notice 6(X)5 will adequately address the issue. In regard to 
the scheduling and tracking of the installation of T-har barricades on return air duct 
pcnetratiun.1 for regenerative heat ex-hangers, WBN's radiological controls personnel will 
submit a Design Change Request for approval; however, no generic evaluation will be 
necessary due to the limited scope of this condition. WBN also reported that, in regard to 
tracking the new design of accumulator instrumentation and the disposition of each 
deficiency in the ALARA walkdown, the closure of Design Change Request 633 and the 
closure of NRC Deviation 340/85-33-01 and Corporate (Commitment Tracking System Item 
NCO-85-0257OOl) will adequately addrcss the respective issues. With respect to the 
possibility of using contaminated hoses for connecting breathing air manifolds to service air,
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WBN has en1mnimed to me dedicated air hoses under the control of the Radiological 
Controls Section to comnect service air to breathing air manifolds that will have different 
fittigs on each end and that will be identified with a special sleeving material. Additionally, 
applicable procedures will be revised to reflect the Radiological Control Section's contr I of 
these air lines and the use of hold orders. A commitment was also made to certify correct 
installation of the fitting.  

SON reported that in regard to the resolution of feedback questionnaires, applicable 
instructions and procedures had been revised to address the in-plant phase of training or 
impact to training requirements. With respect to incorrect distribution of Radiological 
-.- ident Reports, report summaries will be mailed to the plant manager and to the Health 
Physics Stafft For problems associated with Radiation Work Permit tinresheets, SON has 
revised pertinent procedures to reflect the current status of classifying the timesheets as 
quality assurance records. Additionally, the General Employee Training course instructs 
workers on the required method for making corrections to quality assurance documents and 
the use of Radiation Work Permit timesheets. In regard to the instances of inadequate 
implementation of the ALARA suggestion and preplanning program, SON had revised 
procedures reflecting time limitations, and will make extra efforts to respond to suggestions 
in a timely manner. For the problem associated with the timely submittal of annual 
ALARA reports, an instruction was revised to allow ample time for management review and 
approval before the deadline. In the case where documentation of radiologically 
safety-related activities are not maintained per American Nuclear I.wsur AN!) 
requirements, SON responded that the activities idetnfied are only recommendations by 
ANI and that dose-related records are maintained for a lifetime in accordance with their 
standad practice. For the problem of damaged contamination zone clothing being issued 
for reew at SON, the plant emphasized that clothing is nspected by laundry personnel and 
thatt is i the lndividual's responsibility to check clothing before use. SON also stated that 
laundry operations are new being performed by the Radiation Control Group which would 
provide tighter controls for acceptabity of contamination clothing.  

BFN has reported in its response to the problems associated with the ALARA suggestion 
program that it had developed a computerized tracking system to identify the status of each 
ALARA suggestion. In regard to the deficiency related to the hiring of Health Physics 
technicians as fully qualified by ANSI NIS. 1 and bypassing the basic phase of training and a 
review/approval by the Office Training Committee, BFN reported that the TVA training 
program was designed for individuals hired outside TVA. However, corporate Radiological 
Controls personnel are preparing standards on the selection, qualification, and training of 
Radiological Contro personnel which should remove any ambiguity in the interpretation of 
requirements. A Division of Nuclear Trainirg Standard that will he replacing Program 
Manual Procedure (02012 will also be revised accordingly.  

The following finding from this subcategory was identified for furihr analysis in the 
category
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* Control of the design and modification process has not been fully adequat to 
ensure incorpoation of ALARA considerations.  

Management's response to the subcategory level finding in subcategory 305) adequtey 
adtessed the above finding.  

Overall, Health Physics activities appeared to be well managed and well implementeda 
Specific areas of good perfornmace included compliance with federaly regulatd epoare 
limits, Health Physics training contamination control, and the resprator proram.  

This subcategory consists of 148 concerns addressing 61 issues about the adequacy of Public 
Safety Service uniforms, discrimination, training programs, management attitudes, security 
programs and procedures, entrance and hadging requirements, guard tower facilities and 
design, and security systems and equipment. Twenty-nine of these issues could not be 
substantiated; twenty issues were found to be factually accurate but were not a problem 
requiring action. Seven issues were found to he factual and identified a problem, but 
actions had been initiated before the employee concerns evaluation was undertaken. Five 
issues were factual and presented problems for which actions have been, or are being, taken 
as a result of the employee concerns evaluation.  

At WBN, deficiencies were found in regard to the implementation of the Security 
Degradation Determination/Corrective Action Request (SDDCAR) Program and 
incomptetion of a design change request (DCR) in reference to the Security computer 
system. Deficiencies were noted at SON with respect to security acces key provision and 
the follow-up of a License Event Report (LER) in reference to lo of power or memory to 
the computer system. At BFN, a deficiency dealt with the lack of "as-otnrcted" drawins 
for outside security lighting and incompleted work packages. Deficiencies dealing with 
inadequate adherence to the "pat-down search" acceptance criteria and inadequate 
performance of pat-down searches were considered non-plant specific.  

In response to the instances of implementation requirements of the SDDKCAR program not 
being followed, WBN ha reported that a procedure revision will be made to require the 
return of the SDD form to Public Sfety Service and to identify selective routing of SDDs to 
the Superintendent, Operations and Technical Support (incorrectly referred to a 
Superintendent, Operations and Training in Subcategory Report 31200). In response to the 
incomplete DCR deficiency, the Division of Nuclear Engineering will asigan an Engineering 
Change Notice to implement the DCR.  

In response to deficiencies noted with security access key provisions, SON notea that keys 
are available to Operations staff during emergencies The provision of keys to fire watch 
personnel is not required within the scope of plant security. In response to the issue 
regarding follow-up of an LER. SON noted that appropriate actions are specified in 
another LER.
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BFN has responded to the deficiency concerning the lack of "as-constructed" drawings and 
inompileted workplnI pmkages by completing the workplan pckage, and they wil transmit 
as-comracted drawinp to the Document Center. BFN has also committed to close all 
tacikogd workpAo before startup.  

With reard to inadequae pt-down search performance, TVA responded that similar 
taces of inadeqate pt-downs will be identified corporate-wide through an established, 

ongoing mditevaluadon progra which involves site security manages, shift supervisors, 
and personnel in the NRC, the Division of Nuclear Quality Assurance, and the Nuclear 
Security Branch. Correction of identified instances of inadequate pt-downs will be through 
remedial training anidor disciplinary action. Actions to preclude recurrence will be taken a 
well.  

Overall, the rite security program at all sites were found to be adequate. WBN, SON, and 
BFN have been meeting both regulatory and ind strial security requirements. BLN, which 
has only had to establish industrial security requirements thus far, has been adequately 
meeting these requirements. Of the 148 concerns in this subcategory, 130 either were not 
substantiated or were actual statements of situations that were not problems. All negative 
findiap for this subcategory were adequately resolved at the lowest level in the evaluation 
proes. No findings were identified as requiring further evaluation in the broader review of 
the category.  

This subcategory contains 56 concerns raising 52 issues about protection of the 
environment, personal safety, housekeeping practices, plant procedures, and suggestions for 
plant impoveneeats. Fifteen issues were found to be not factually accurate. Five issues 
were factually accurate but did not require action. Six issues were factually accurate but the 
problems were being addressed before the employee concerns program. Twenty-three 
issues were factual and presented problems for which action either has been or is being 
taken as a result of the employee concerns program evaluations. Three issues did not 
present a problem in themselves; however, as a result of the employee concerns evaluation, 
a problem was discovered for which action was initiated.  

A deficiency was noted specifically at WBN in the labeling of cleaning fluids approved for 
use on critical systems, structure, and components (CSSC). Also at WBN, there were errors 
in operator judgment and in the design of level indicators which resulted in fuel oil spills.  
Instances were noted at WBN, SON, and BFN regarding inadequate construction and repair 
procedures for concrete repair and possible irregularities which may have resulted from 
these inadequacies. At BFN, nonmetallic (fiberglass) insulation had been installed in the 
drywell pror to the publication of Regulatory Guide 1.36 which placed restrictions on the 
use of such insulation. At WBN, management's response to employee suggestions was a 
problem.
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With respect to CSSC cleaning solvents, the Division of Nuclear Engineering and WBN 
committed to revising the applicable Division Procedure and site instructions to require 
positive identification of all containers which hold approved CSSC cleaning solvents.  

To preclude recurrences of fuel oil spills. WBN added a precaution to a System Operating 
Instruction to manually determine tank futel oil levels before conducting fuel oil 1 i 
WBN also committed to forming a task group to evaluate the adequacy of the WBN 
computerized data systems pertaining to maintenance activities.  

WBN and SON evaluated reports of improper concrete reairs and tested repairs for 
compliance with appropriate procedures. Any discrepancies were reworked to bring the 
repairs into compliance with the correct requirements. Also at WBN and SQN, the 
procedures themselves were examined and brought into compliance with the applicable 
construction requirements.  

BFN committed to determining whether non-metallic insulation installed on CSSC stainless 
steel piping meets the requirements of Regulatory Guide 136 and to replacing with 
qualified insulation as required.  

WBN committed to addressing problems associated with the Employee Suggestions 
Program. Specific actions were taken on suggestions which had been inadequately 
addressed. Also, memorandums will be sent by the plant manager to the site director and 
section supervisors to identify the lack of proper tracking and follow-up on commitments.  

The following broad finding was identified for consideration during the overall assessment 
of the category 

* There have been instances where guidance, involvement, and control over the 
implementation of design and construction standards and requirements into 
operations activities at BFN and SON relative to concrete and grout repairs have 
been less than fully adequate.  

In response to this finding, the Division of Nuclear Engineering reported that it bad already 
initiated a corporate-wide Specification Improvement Program that would encompass 
concrete and grout repairs. This program will involve the development of master 
specifications and project-specific engineering requirements specifications from the existing 
general construction specifications. A computerized tracking system will identify site 
procedures that derive technical guidance from either a master specification or engineering 
requirements specification. In this way, when a specification is revised the corresponding 
procedures will be identified for revision.
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APPENDIX C 

OPERATIONS CATEGORY 
EVALUATION GROUP PROFILE 

Numb .er of rmml in rum 48 

Educedon 

B.S, BA. Degree 36 

Associates Degree 4 

Percetage of Personnel with Advanced Education 83* 

Percentage of Personnel with B.S. Degree 751

SRO/RO 

STA 

Averne Year Nulear FExprience 

Ommu

8 

3 

3 

12.6 years

a



OPERATIONS CATEGORY PROFILE

NAME EDUrATmIN 
(deree, rtcatio 
or licenses)

EXPERIENaCE 

(totalndMear) 
yers - month

as ofMy 1,197 

CQMPANY 
(TVA/lmpel)

Aycock, W. L BS.(EE Technology) 

Baowe, . H. S., RO 

t R. W. B. (Industrial Management) 
AS. (ME) 
MBA, Lead Auditor Certification 

Eisenbese, M. K. BS. (ME) 

EUlliot, W. T, Jr AAS. (Civil) 

Franks, SM, BS.(NE) 

Gardner, G. D. &BS (NE), STA Candidate 

Gilmor, C. H. B.S.E.  

Gunnels, R. RO Certification 

Hall, D. C., Jr. BS. (HP, Biology) 

Halley, W. M. BS. (NE) SRO Certification 

Hooks, P. BA. Candidate 

Huskin, R. AS. (N.icdear Science) 

Hu h, T.F. B.S. (NE),5TA 

Jone- R. E. BS. (EE) 

Lagergrev, W. R., Jr. BS. (NE), MBA, STA, 
SRO Certification 

Lovett, D. B.S. (Biology)

6yrs.  

13yrs.  

18ym.

4 monxJfSm 

6 mon/Smae 

3 mon/Saame

1Oyrs. 3mon/Samne 

8yrs. 9 mooJSame 

16 yrs. 3 monJSome 

7yrs. 3 monj/Sme 

21yr. 3 monJSame 

8 yrs. 10 nonSame 

lOyrs. 6 mon/Same 

17 yrsSanme 

8yrs. 4 monJSame 

16 yrs. 10 monJSame 

12 yrs./Same 

18 yrs. 3 monJSame 

17 yrs. 8 monJSame 

11 yrs. 3 monJSame

bholpefl 

-opeB 

Impefl 

TVA 

ImpeB 

Impen 

TVA 

mapell 

Impeu 

TVA 

TVA 

Impell 

TVA 

TVA 

Impecl 

TVA 

Impell

-·



OPERATIONS CATEGORY PROFILE

(toi/buder) (FVAinqpxn)

bmicDon, U 

McVay, J. L 

Maa J.S.  

M Iar, F.  

Maey, T. E.  

Mees B.Z,.  

Midod, N. R 

Milk, W.  

MingSB.E 

Muir, J. H.  

Murphy, M.  

Neal, C.  

Nixon, D.  

Richards, J.  

Shepherd, P.

. &&(ME) 

r. R.&(cheiy) 

L Gneda Sudies
Per Distribtion, SRO 

BS(Enginri.g) a 
AA(Eafineeinag) 

RS.(ME), EffT 

C,Jr. BS.(NE), STA 

RS& (ME) 

Ir. RL(LE) 

,Jr. & (EE) 

BS.(ME) 

B.S. (Chemisry) 

BA Candidate 
RO 

(. BS. Candidate 
SRO 

B.S. (ME), P.E.  

A.BA 

BS. (NE) 

BS. (EE)

11 1.  

6,5.  

lOyws

2nm owLuaum 

3 moniSanme 

9 amoJ./Se

27 yrs. 3 monJSame 

5 yr. 3 mon/Same 

6 yrs. 9 wmJSSame 

5 yr 6 mon/Same 

28yrsl gys. 3mon.  

Ilyn. 3 mon/Jame 

5yr. 9 mon/Same 

Ilyrs. 3monJlSame 

11 yrs I11 mon/Same 

3 yrs. 3 mon/Same 

13 yrs. I monJSame 

15 yrs. 3 monJSame 

1 yrs. 9 monJSame 

18 yrs. 3 mon/Same

TVA 

TVA 

TVA

Impdi 

TVA 

TVA 

TVA 

TVA 

Impell 

TVA 

Impell 

Impell 

TVA 

Impell 

TVA

(derseeI lisptins 
orfixmm)



OPERATIONS CATEGORY PROFILE

a ofJuly , 1987 

Charmpan 

(Wvrllmellt)
NM

or ems) years - nths

Sbwbrid, E. G.  

Skibitsky, W.S.  

Smith, D.E.  

Southerland, B.  

Stwwt, D.  

Strod, W. R.  

StutzM.D.  

Sutt, R.J.  

Swearingen, F. R.  

Thompson, D. R.  

Touchstone, C W.  

Wenninger, G.  

White, T. W.  

Zachery, M.

&. (ME), PE.  

BA. (Economics), MBA, 
SRO 

&S. ME Candidte 
SRO 

BA (Microiology) 

B.S. (Physics) 
RO 

B.S. (Chemistry) 

BS.(ME) 

B.S. (Engineering), SRO 

B.S. (CE) 

B.S. (EE) 

B.S. (ME) 

Lead Auditor Ccrtification/ 
Certified Welding Inspector 

Lead Auditor Certification 

A.S. (Physical Science)

10 yrs/Same 

14yrs. 3maon/Same 

12 yrs. 3 mon/Same 

5 yrs. 9 monjSame 

20yrs. 11 mon/Same 

13yrs. 3mon./Same 

14yrs. II mon/Same 

12 yrs. 3monJ/Same 

17 ys. 3 mon/Same 

13yrs. S mon/Same 

4 yrs. 8 mon/Same 

29yrs. 6mon./ 
22yrs. 6mon.  

26 yrs. 3 monJ 
23 yrs. 3 mon.  

6 yrs. 3 mon/Same

-npeU 

Impell

Impeu 

TVA 

Impell 

TVA 

Impell 

(VA 

TVA 

TVA 

Impell 

Impell 

TVA



WILuAM L IAGEGN JR.

OcHnOaW CAL RLESUME OF NUCLEAR APPLICABLE 
TRAINING, EXPERIENCE AND EDUCATION

7-6 Navy: Trained as Eccrmrics Tecician served ubord USS Twasa ATF 92 

19 -73 Nay Trained as Reactor Operator sered abord USS Woodrow 
Wk»iSSBN624 

1973-7 Texas AM University: Earned undergraduate degree in Nuclear Engineering 
worked a a Nuclear Lb Techiician ad Reactor Tecnician on AGN201 reactor 

1976Present Tennenee VaDey Autiority: 

1976410 Station Nudclear Engineer, participated in startup activities at Farley and North 
Anna Nuclear Stations; lead startup engineer, Sequoyah Unit I; Shift Technical 
Advisor 

191 Engineerig a Operator strutor deveoped and Operator Iatructordeveoped and taught many of the systems, 
technical, and transient and accident analysis courses presented to Shift Technical 
Advisors and Licensed Operators.  

1961-83 Supervisor PWR Engineering Unit; in addition to instructcr task previously 
decribed; supervised the activities of instructors asigned to uiLt.  

1983-84 Supervisor Engineering Section; responsible for PWR and BWR Training Units, 
Ouality Ainurance, Quality Control, and Nodestructive Faninario. Training 
Units and the Intructor Certification Training Unit.  

19044 During this tnne period; earned a Masters Degree in Busines Administra ion 
(Financm ) earned a TVA Senior Reactor Operator Certification, Certifiei 
Sequoyah Simulator Instructor, and completed several vendor and ui.!y courses 
on transient and accident analysis topics.  

194-85 Suprvisor Financial Planning and Performance Section of the Manager of Nuclear 
Powers Planning Staff; responsible for developing monitoring systems, analyzing 
operational and financial performance and making recommendation as necessary.  

1985-87 Employee Concerns; initially responsible for the evaluation of generic employee 
concerns at Sequoyah Nuclear Plant, finally responsible for the evaluation of 
concerns that were classified as operational in nature.  

1987-Present Manager of Staff for Manager of Nuclear Power



SrsIuNG M. FRANKS, m 

STATEMENT OF EDUCIATONAL AND 
PM ro.uNAL quALIFIcATIoNs

EIOsCmN: 

EDUCATION:

EXPERIENCE: 

Presecnt 

183 
Oaft 

01/79
am

TVA Eyployee Cameam -Operaios Category 

L Egineering, Uniersity ofTeamesaee, fl nmogp, 1974 
NmBrnm s ManPgenm t aMd Technial Idne opeut Seminars and 
Waorlaops

IMpei Corporation, assigned to Tenessee Valley Authority, 
Wats Bar Nuclear Plant, Spring Cy, Tennessee 

apell Corporation assigned to Texas Utilities Generating 
Caompmny, Glen Rose, Texas 
Technical Support/Special Projects Supervisor for Startup program 

hlpell Corporation, assigned to Teas Utilities Generating 
Cbampun, Glen Rose, Texas 
Preoperational Test Group and NSSS Supervisor 

Tennessee Valley Authority, Sequoyah Nucdear Plant, 
hantanoog Tennesee 

Prtoperational Test Engineer 

Tennessee Valley Authority, Browns Ferry Nuclear Plant, 
Decatur, Alabama 
AdIrinistrative Assistant, Fire Rates Recovery Prograi 

Tennessee Valley Authority, Sequoyah Nuclear Plant, 
Chattar.joga Tennessee 
Preoperational Test Engineer 

Tennessee Valley Authority, Sequoyah Nuclear Plant, 
Chattanooga, Tennessee 
Engineering Aide (Construction)

0875 
04/76 

01/74 
07(75 

03/71
12W3



SYNOPSIS OF 
EXPERIENCE 

Mr. Fraink s is currently serving as Manager for Employee Concerns Operations Category, 
reporting to Mr. William R. Lagergren, Head of the Operations Category Evaluain Group 
of Tennesse Valley Authority. In this capacity, he is responsible for ensuring adequate 

egi and evaluations ad corrective actions are taken to resolve problems 
identified in engineering, construction and operation of all Tennessee Valley Authority 
nuclear facities.  

Mr. Franks has over 16 years of experience in the design, construcion, testing and operation 
of commercial nuclear generating stations.  

His experience encompaes development of various programs, operational experience 
reviews, management and organizational reviews; administrative procedure development 
and review; startup sequence planning and scheduling; construction and operations quality 
assurance review and development; design and licensing review; prerequisite, 
preoperational and initial startup test procedure and programs development and 
performance.  

Currently, Mr. Franks is the Project Engineer, managing a composite group of Impell and 
TVA engineers investigating employee concerns for the operations category of the 
Employee Concerns Special Program. The duties consist of coordinating with TVA site 
managers the effective evaluation and corrective actions in assuring the resultant problems 
are thoroughly investigated and resolved. Additionally, he is responsible for resolution of 
questions and comments raised by the NRC team leaders evaluating the investigations 
performned.  

Mr. Franks has also performed Final Safety Analysis Report reviews for compliance with 
Regulatory Guides, inspection and enforcement bulletins and industry codes and standards; 
identified and developed special studies for plant operating requirements including 
operations, engineering, quality assurance and maintenance support programs.  

Mr. Franks gained additional experience while assigned to the assistant plant manager of a 
three-unit boiling water reactor during a major forced outage. His duties included 
administrative implementation and coordination of the fire restoration and retest program.  
In addition, he was cognizant engineer in charge of high ipressure safety injection, control 
air, primary containment isolation, reactor core isolatira cooling and reactor protection 
system testing.  

Mr. Franks was responsible for the development and subsequent direction of the integrated 
emergency core cooling system preoperational test sequence for a major pressurized water 
reactor. In addition, as a system test engineer, he authored and performed numerous tests 
to include containment spray, chemical and volume control, rod control, rod position



indication, standby diesel generator, spent fuel pool cooling, safety injection, upper bead 
injection, hydrugie r nbir and turbine generator control preoperational test 
poedreLs.  

Mr. Franks supervised the Nuclear Steam Supply Systems Group for a pressurized water 
reactor startup program. His prmary duties wre to ensure that the NSSS startup group 
systems are accurately defined to facilitate construction and testing requirements; to 
oversee the prerequisite test program; to review and approve test acceptance criteria and to 
provide technical review of preoperational, acceptance, and initial startup test procedures.  

Mr. Franks managed the Startup Technical Support/Special Project Groups. In this 
capacity, he ensures the technical adequacy of the preoperational test procedures and test 
data packages before presentation to the Joint Test Group, of which he was a member.  
Additional responsibilities include issuance of testing deferral packages for licensing 
negotiation. In addition, his staff provided licensing. administrative compliance reviews and 
technical support to the Manager, CPSES Startup for Texas Utilities Generating Company.



JAMES IL BALLOWE

EDUCATION: RS Athens State CoDege 
Athexs, Alhman 

EXPERIENCE: Mr. Balowe has over fifteen (15) yes broad experience in the 
coarction, startup aml operation of commercial generating faciies 

Mr. Ballowe is currently Division Manager of the Operations Services 
Division of the Impell Corpoation's Southeast Region. In this 
capacity, he has served as the Technical Manger for projects that 
include the evaluation of the Project Controls organiatio system 
and practices at a nuclear construction site; the evaluation of 
information management systems at an operating plant; the 
implementation of plant work control center procedures and 
supporting data bases; the evaluation of major reactor vessel internals 
repair and cleanup processes; and the evaluation of configuration 
control and modification processes for a large Southeast utility.  
Mr. Ballowe has also served as Technical Manager for projects at 
major nuclear utilities that include evaluations of integrated 
Management Information Systems, and staffing and organizational 
evaluations pertaining to power plant operations, maintenance and 
technical services. Additionally, for almost two years Mr. Ballowe has 
served as a consultant to the Nuclear Overview Committee of a major 
utility, evaluating the management and performance of four operating 
units. Mr. Ballowe was also a participant in the prudency reviews for 
two other nuclear sites.  

Prior to his assignment to the Impell Southeast Region office, Mr.  
Ballowe completed an assignment assisting a large midwest utility in 
the overall development and management of a preoperational testing 
program for a two unit nuclear plant.  

Previously, also while with Impell, Mr. Ballowe assisted in the testing 
and startup program at Arkansas Nuclear One. His responsibilities 
included planning and scheduling activities associated with the 
interfaces between Engineering, Construction, Startup, and 
Operations, as well as the coordination of all design changes 
implemented prior to fuel loading. While employed by a major 
architect-engineer in their Plant Test and Operations Department, 
Mr. Ballowe was responsible for the supervision of personnel involved 
in the development of operational training programs for both 
conventional and nuclear power plants. He also was responsible for



n kia~ an d aiin the aitidn vel of test and 
opartins egiers for both ncop ni and nuclear projects Mr.  
Boe a bomased in evlurtiin design and coastrction 1e 

actiities fr impact on the startup and testing prpum and far 
perfo-ring system operational design review and test procedure 

As an Operationsm employee for a utility, Mr. Balowe was rsponsib 
for system piedure preparation, test execution, and data evaluation 
d"ring the startup program for a three-unit uclear plant, Browns 
Ferry. He also functioned as a plant operator and received a Reactor 
Operator's icense for a three units. Mr. Balowe also served a the 
utility's representative in performing the acceptance testing on a fill 
scale -training simulator.

PROFESSIONAL 
AFFIlATIoNS, 
SOCIETIES- American Society of Mechanical Engineers; 

memberc 

* Operations and Maintenance Committee 

REGISTRATION 
AND LICENSES: NRC Reactor Operation License No. OP 4129
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