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Preface 

This subcategory report is one of a series of reports prepared for the 
Employee Concerns Special Program (ECSP) of the Tennessee Valley Authority 
(TWA). The ECSP and the organization which carried out the program, the 
Employee Concerns Task Group (ECTG), were established by TW's aNager of 
nuclear Power to evaluate and report on those Office of Nuclear Power (01P) 
employee concerns filed before February 1, 1986. Concerns filed after that 
date are handled by the ongoing ONP Employee Concerns Program (ECP).  

The ECSP addressed over 5800 employee concerns. Each of the concerns was a 
formal, written description of a circumstance or circumstances that an 
employee thought was unsafe, unjust, inefficient, or inappropriate. The 
mission of the Employee Concerns Special. Program was to thoroughly 
investigate all issues presented in the conceTns and to report the results 
of those investigations in a form accessible to NUP employees, the 11C, and 
the general public. The results of these Investigations are communicated 
by four levels of ECSP reports: element, subcategory, category, and final.  

Element reports, the lowest reporting level, will be published only for 
those concerns directly affecting the restart of Sequeyah Nuclear Plant's 
reactor unit 2. An element consists of one or more closely related 
issues. An issue is a potential problem identified by ET during the 
evaluation process as having been raised In one or mere concerns. For 
efficient handling, what appeared to be similar concerns were grouped into 
elements early in the program, but issue definitions merged from the 
evaluation process itself. Consequently, aome elements did Include only 
one issue, but often the ECT6 evaluation found mere then one issue per 
element.  

Subcategory reports sunmarise the evaluatios of a nmber of elements.  
Nowever, the subcategory report does mere than collect elemet level 
evaluations. The subcategory level overview of element findings leads to 
as integration of information that cannot take place at the elemat level.  
This integrction of Information roves? the extent to wbich problems 
overlap more than one element and will therefore require corrective action 
for underlying causes not fully apparent at the oleeat level.  

To make the subcategory reports easier to understand, three iteas have been 
placed at the front of each report: a preface, a glossary of the 
terminology uNaq*e to ECSP reports, end a list of acresym.  

iddtioally, at the end of each subcategory report will be a 8sbcategory 
Simary Table that islndes the concern &=Mrs; identifies other 
subcetogories that share a concern; designates nuclear safety-related, 
safety slipificant, or non-safety related concerns; designates generic 
applicability: and briefly states each cmecero.  

Either the Subcategory Sumary Table or another attachment or a combaitieo 
of the two will enable the reader to find the report sectieo r sections is 
which the Issee raised by the concern is evaluted.
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The subcategories are themselves summarized in a series of eight category 
reports. Each category report reviews the major findings and collective 
significance of the subcategory reports in one of the following areas: 

* management and personnel relations 

" industrial safety 

" construction 

* material control 

" operations 

* quality assurance/quality control 

• welding 

* engineering 

A separate report on employee concerns dealing with specific contentions of 
intimidation, harassment, and wrongdoing will bo released by the hTA Office 
of the Inspector General.  

Just as the subcategory reports integrate the inofrmation collected at the 
element level, the category reports integrate the information assesbled in 
all the subcategory reports within the category, addressing perticularly 
the underlying causes of those problem that run across mere than ome 
subcategory.  

A final report will integrate and assess the informatioe collected by all 
of the lower level reports prepared for the WCP. Including the anspecter 
General's report.  

for more detail on the methods by which IC6 euplopee conr-rns were 
evaluated and reported, consult the Teaessee Valley Authority Ileyee 
Concerns Task Group Progrem Manual. The Snal spells out Ue program's 
objectives, scope, organisation, and respensibillties. It alse specifies 
the procedures that worv foloewed is the investgation, rpoeti•g, ad 
closeout of the issues raised by eaployee concerns.
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ECSP GLOSSARY OF rEPORT TEUS' 

classification of evaluated issUe the evaluation of an issue lIads to one of 
the following determinations: 

Class A: Issue cannot be verified as factual 

Class 5: Issue is factually accurate, but what is described Is not a 
problem (i.e., not a condition requiring corrective action) 

Class C: Issue Is factual and identifies a problem, but corrective action 
for the problem was initiated before the evaluation of the issue 
was undertaken 

Class 9: Issue is factual and presents a problem for wbicb cerrective 
action has been, or is being, takes as a result of an evalustion 

Class 9: A problem, requiring corrective action, wbich was sot identified 
by an eployee concern, but was revealed during the I 
evaluation of an issue raised by an mploye ceoen.  

c0olectivo significnce a analysis whicb determines the iportace 0ad 
consequences of the findings is a particular EfC report by potting thens 
findings in the proper perspective.  

centenr (see "umployee concera') 

horrtiv actios steps taken to fiS specific deficiencies or dIscrvempa es 
revealed by a negative finding and, when ssary to correct causes in 
order to prevent recurrence.  

criterio tnlural: citeri) a basis for defining a perfesnwe, bebhvier, or 
quality Whichb O inpes o Itself (Ise also "requlremost).  

olm lt or elmt [ t optioa level of M rep"rt. beloew the 
subeategory level, tht deals with .me or more Isses.  

iMl .smcam a ferawl. •itte" description of a uircnmteso or 
circontaaes that an Sway" th•iks unsafe, unjust. inefficient or 
Inappropriate; usually deeocrnted e a I-tfern or a fern equivwalen the 
-feim.
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evalustor(s) the individual(s) assigned the responsibility to assess a specific 
grouping of employee concerns.  

gjngjjn includes both statements of fact and the Judgments made about those 
facts during the evaluation process; negative findings require corrective 
action.  

JJLu- a potential problem, as Interpreted by the MG during the evaluation 

process, raised in one or more concerns.  

I (see "employee oncern') 

unIiina a standard of performance, behavior, or quality on which an 
evaluatiom Judgent or decision may be-based.  

Looutica the widerlying reason for a problem.  

*Terms essential to the progrem but which require detailed definition hver bom 
defined in the CT Procedure Nanul (e.g., eneric, specific, nuclesr 
safety-related, vareviewed safoty-significanst question).
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Acronms 

AX Administrative Instructin 

AXSC Amrican Institute of Steel Construction 

ALARA As Lo. As Ieseasblyb Achievable 

AN American Nuclear Society 

ANSI Amrican Natioma Standerds Institute 

AlSN American Society of Necebaisl Easla• s 

AM American Society for Testing sad 1aterls.s 

AN$ Amrican 10lding S3"ity 

57 rmes FerryINuclear Pleat 

MU1 Reistem s INuc r Moet 

CAQ Coedities dAorso to Qulity 

CAR Cortive Action Repert 

cab Corrective Actim Tracklag Deeanst 

COX Corpes Commitant Ir•akiag Systm 

CBS-# Category EvSIVlatle Grow low 

CVI Code of FMe•drl nslslatie 

CI Co"GrMA 1svidual 

CRM Crtifled Nstorial Test epo" t 

COC Certificate of CoWf4eWsteComliae 

0C kselp Cheege Requst 

O¢ Divisies of Niclear Cestroctie too al60 0 CUam)
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ONE Division of Nuclear Engineering 

DUQA Division of Nucloar Quality Assurance 

DOT Division of Nuclear Training 

WOE Department of Energy 

DPo Division Personnel Officer 

DR Discrepancy Report or Deviation Report 

1 hEngineering Change Notice 

CP Wployee Concerns Program 

RCP-Sl Employee Concerns Progrm-Site, Representative 

EICP tleoyee Concerns Special Progrm 

pCTS Emoplee Concerns Task group 

EsOC Eua .w"rmaloy t Opportunity Comaission 

20Q Eavireamtal Quuifieation 

aRITmergescy Nedical Response Toe 

a mES ESnIneersig Design 

ITR IW"leye Mesposse Tern or Emergency Reopnse Trom 

mCI field Chmnge Requeat 

FSlA Minal Safety Anmlsyis Repert 

tT Fiscal Teo 

oueeral Ibley. Training 

NO SUai Cestrel Isatmctien 

igAC SWtiNG. Vestilatiao. Air Coniitienig 

it Istallsties Iutrutife 

Iwo Institate ,of Pecloar power Operatioss 

in Inopetles lRejecties Notice
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Lin Labor Relations Staff 

Hn Modifications and Additions Instruction 

MI Maintenance Instruction 

ISPI Merit Systems Protection Board 

eT Magnetic Particle Testing 

SCR Nonconforming Condition Report 

UOE Nondestructive Examination 

NP? Nuclear Performance Plan 

XPS Nen-plant Specific or Nuclear Procedures System 

NORH Nuclear Quality Assurance Manual 

NRC Nucluar Regulatory Commission 

EIm Nuclear Services Branch 

ISES Nuclear Safety Review Staff 

NO CON Division of Nuclear Construction (obsolete abbreviation, see DNC) 

10WAEC Nuclea? Utility Management and Resources Comnittee 

OSIA Occupational Safety and Health Administration (or Act) 

ONP Office of Nuclear Power 

OaCt Office of Workers Compensation Program 

PiE Personal History Record 

PT Liquid Penetrant Testing 

QA Quality Assurance 

QAP Quality Assurance Procedures 

QC Quality Control 

QCI Quali'y Control Instruction
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QCP Quality Control Procedure 

QTC Quality Technology Company 

RIF Reduction in Force 

RT Radiographic Testing 

SQU Sequoyah Nuclear Plant 

SI Surveillance Instruction 

SOP Standard Operating Procedure 

SP Senior Reviev Panel 

SWEC Stone and Webster Engineering Corporation 

TAS Technical Assistance Staff 

TLL Trades and Labor 

TVA Tennessee Valley Authority 

TV1C Tennessee Valley Trades and Labor Council 

UT Ultrasonic Testing 

VT Visual Testing 

WBECSP Watts Bar Employee Concern Special Program 

WBN Watts Bar Nuclear Plant 

Wt Work Request or Work Rules 

WP Workplans
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Health Physits 

Subcategory Report 31100 

Executive Suimary 

I. Su•H•WY OF ISSUES 

The Health Physics Subcategory contains 72 concerns which raise 42 

issues about health physics practices and policies, ALARA concept, 

training and control of radiation areas and personnel exposure.  

Twenty issues were found to be not factually accurate. Six issues 
were factually accurate but did not require corrective action.  
Eleven issues were factually accurate, but the problems were being 
addressed before the Employee Concerns program. Three issues were 
factual and presented problems for which corrective action either 
had been or is being taken as a result"of the ewployee concerns 
program. Two issues did not present a problem in themselves; 
however, as a result of the Employee Concerns evaluation, a problem 
was discovered for which corrective action was initiated.  

IU. SUMMARY OF FINDINGS 

Several conditions were found in violation of design, construction, or 
operating requirements. Each of these conditions, called specific 
deficiencies, required corrective action to fix the specific problem.  
Some also will require additional corrective action to preclude 
recurrence of similar problems.  

1. At WBN, the Final Safety Analysis Report was found to have para
graphs disjointed and sections of text missing. Deficiencies were 
also noted in the program for modifying the stea generator 
platforms, Panel O-L-14 relocation, high maintenance instrumentation 
being located in high radiation areas, installation of permanent 
barricades, interfacing for accumulator instrumentation, AUARA 
walkdown findings, and the possibility of using contaminated hoses 
for connecting to breathing air manifolds.  

2. Deficiencies related to the biennial feedback questionnaire were 
identified for WBN and SQN.

Page I of 4
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3. Deficiencies were found at SQN in regard to the lack of direction 
for Radiological Incident Reports to HP supervision or operations 
management, mishandling of Radiation Work Permits (RWPs) as QA 
documents, inadequate maintenance of radiological safety-related 
documents, and the reuse of damaged C-zone clothing.  

4. A deficiency in the implementation of the ALARA suggestion program 
was found at BFN and SQN.  

S. A generic deficiency was noted in regard to training requirements 
for personnel qualified by ANSI N18.1.  

III. SUMMARY OF COLLECTIVE SIGNIFICANCE 

A collective assessment of the element-level findings led to the 
identification of two subcategory level findings, one at WBN and one at 
SQN. These findings were determined to reflect, adversely on management 
effectiveness at these two sites: 

(a) During the initial design of WBN, there was a lack of corporate 
guidance and design input criteria with respect to ALARA 
considerations.  

(b) There is a lack of management accountability at SQN with respect to 
the extent of QA record requirements that should be applied to 
Radiation Work Permit (RWP) timesheets.  

IV. SUMMARY OF ROOT CAUSES 

A review and analysis of the symptoms and root causes taken collectively 
pointed to three significant subcategory level-root causes as follows: 

1. Various Health Physics procedures lack sufficiently detailed 
instruction steps, lack some technical requirements, or are 
otherwise incomplete.  

2. Errors in judgment were made by qualified individuals in regard to 
procedures or processes.  

3. Procedures and processes have inadequately defined prerequisites to 
ensure satisfactory completion of tasks.

Page 2 of 4
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V. SUM•ARY OF CORRECTIVE ACTION 

The following corrective action responses have been received from line 
managers at the affected plants for specific deficiencies noted during 
this evaluation.  

1. In regard to text missing in the FSAR, WBN line management had 
committed to revise the FSAR which will resolve the inaccuracies of 
the disjointed and missing sections of text.  

2. RBN line management responded to the deficiency related to biennial 
feedback questionnaire by stating that the evaluations of training 
by supervisors was not deleted, only the feedback form. Instead, a 
requirement for a Training Evaluation Report was instituted which 
also limits evaluation tc those sites trainees are assigned.  

3. SQN line management reported that in regard to the resolution of 
feedback questionnaires, applicable instructions and procedures 
have been revised to address the'in-plant phase of training or 
impact to training requirements.  

4. With respect to Radiological Incident Reports (MIR) not being 
directed to the attention of management, SQN has committed to send 
RIR summaries to the plant manager and HP staff.  

S. For problems associated with RUP timesheets, SQN hes revised 
applicable procedures to reflect the current status of classifying 
timesheets as Qk or non-QA, and emphasized the instruction provided 
to workers in General Employee Training (GET) on the required 
method for making corrections to QA documents and the use of RUP 
timesheets.  

6. To deal with inadequate implementation of the AURA suggestion and 
preplanning program, SQN line management has revised procedures.  
reflecting the limitations, and will make extra efforts to respond 
to suggestions in a timely manner.  

7. SQN line management has revised an instruction to allow ample time 
for management review and approval before the deadline to correct 
the problem associated with the timely submittal of annual AURA 
reports.

Page 3 of 4
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8. In response to the ALARA program not incorporating requirements of 
Regulatory Guide 8.8, SQN indicated that it is not committed to I 
implementing Regulatory Guide 8.8 but does use it as a reference IR1 
guide. Additionally, SQN has cited TVA and SQN instructions which I 
support their ALARA planning efforts and the Radiological Control 
Branch will issue specific guidance regarding the application of 
ALARA considerations.  

9. In one instance where in a question was raised as to whether I 
documentation of radiologically safety-related activities is I 
maintained according to American Nuclear Insurers (ANI) IRl 
requirements, SQN line management responded that the document I 
requirements are really only recommendations of ANI, however, I 
dose-related records are maintained for a lifetime of the plant in 
accordance with ANI recommended standard practice. Il 

10. For problems associated with the reuse of damaged C-zone clothing, 
SQN line management emphasized that clothing is inspected by 
laundry personnel and that the responsibility for checking clothing 
before use is that of the individual users. Also, SQN line I 
management stated that laundry operations are now under direction JR1 
of the Radiation Control Group which would provide tighter 
controls. An inspection on November 6, 1986 confirmed that fewer I 
damaged clothing items were left in the laundry undetected. JR1 

11. BFN line manageme&t has reported in their responses to the problems 
associated with the ALARA suggestion program -hat they had 
developed a computerized tracking system to identify the status of 
each ALARA suggestion.  

12. In regard to the deficiency related to the hiring of personnel as 
fully qualified by ANSI N18.1 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 who will become ANSI qualified and does not apply to 
individuals hired outside TVA. However, corporate RADCON is 
preparing standards on the selection, qualification, and training 
of Radiological Control (RADCON) personnel which should remove any 
ambiguity in the interpretation of requirements. PNP 0202.12 will 
also be revised accordingly.

Page 4 of 4
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1.0 CHARACTERIZATION OF ISSUES 

1.1 Introduction 

The Health Physics Subcategory is comprised of 72 employee concerns 
that raise 42 issues concerning health physics (HP) practices and 
policies, As Low As Reasonably Achievable (ALARA) concept, training.  
and control of radiation areas and personnel exposure.  

1.2 Description of Issues 

The issues have been combined into higher-order groups, called 
elements, to aid in identifying and evaluating related issues. In 
this section of the report, each element is presented with a brief 
overview of its issues.  

1.2.1 - Element 311.01 - Health Physics Staff Training 

Issue 311.01-1 - HP Personnel Lack an Adeguate Workinz JR1 
Knowledte: 

XX-85-024-001 
20[-85-102-009 
XX-85-102-012 

This issue contains three concerns that HP personnel lack an 
adequate working knowledge at Watts Bar Nuclear Plant (WBN), 
Sequo~yah Nuclear Plant (SQN), and Browns Ferry Nuclear Plant 
(BFN). The concerned individual (CI) cited an incident where 
technicians were not aware of protective clothing requirements.  

1.2.2 - Element 311.02 - Radioactive Material Control 

Issue 311.02-1 - Improper Dumpinz of Contaminated Material: 

IN-85-049-002 
IN-85-049-004 
IN-85-720-002 
IN-86-287-001 
00-85-005-011 
XX-85-005-001 

This isnue containing five concerns that deal with improper I 
dumping of contaminated material from SQN to WBN and one JR1 
concern that involves the release of contaminated water to I 

the river at SQN. The concerns stated that contaminated 
water and dirt were transported to WBN and taken to the 
intake pumping station, a field, or to the river and dumped.  
One concern stated that the contaminated material was spread 
on the ground at WBN by a bulldozer.
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Issue 311.02-2 - Radioactive Spill Into Uncontrolled Drain 

System: 

XX-85-101-003 

This issue deals with a radioactive spill into an 
uncontrolled drain system due to a valve in the Turbine 
Building being left open at WBN, SQN, and Bellefonte Nuclear 
Plant (BLN). The concern was over the verification of valve 
lineups and isolation of system draining flowpaths.  

Issue 311.02-3 - Radioactive Material in Uncontrolled Area: 

EX-85-091-002 
JAM-86-001 

This issue contains two concerns, one each for WBN and SQN.  
At SQN, a CI stated that contaminated materials stored In 
lockers and cabinets were not properly labeled. At WBN, a 
piece of metal surveyed by HP was found in the breakroom, it 
was left in the area without any-restrictions, warnings or 
control for about two weeks.  

Issue 311.02-4 - Safeguarding Contaminated Material: 

EX-85-091-001 

At WBN, a CI was concerned about a barrel marked 
"contaminated material* being moved by laborers through the 
machine shop building. The CI believed there should be a 
better means to protect the personnel handling of such 
materials from radioactive contamination. IRl 

Issue 311.02-5 - Contaminated Fire Hoses: 

BFP-85-001-001 

The CI alleged that fire hoses used for the fire at BF1 8-10 
years ago were taken offsite for personal use. The CI 
believed that the hoses may still pose a health hazard.  

Issue 311.02-6 - Green Tax Requirement: 

MRS-85-003 

The CI indicated that the green tag was no longer required 
at the clean tool room at SQN.
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1.2.3 - Element 311.03 - Exposure Limits and Records 

Issue 311.03-1 - Daily Radiation Exposure Limits: 

IN-85-301-006 
XX-85-008-001 

This issue contains two concerns regarding daily exposure 
limits. The CI questioned whether the daily limits of 
acceptable radiation exposure are the same at WBN as SQN.  
The CI alleged that there were numerous overexposures at SQN 
and could result in an employee being laid off.  

Issue 311.03-2 - Changing Exposure Allowances on RWPs: 

XX-85-028-001 

The CI stated that while at another TVA facility, the 
individual was exposed to the maximum amount of radiation; 
however, the RUP was adjusted by HP to reflect an increase 
in allowable dose.  

Issue 311.03-3 - Exposure Durins Radiotraphic Operations: 

XX-85-048-003 

At SQN, a CI indicated that he was exposed to radiation 
during x-rays of pipe welds and is concerned about the 
dosage received since TLDs and dosimeters were not worn at 
this time.  

Issue 311.03-4 - Omission of Exposure Data: 

BFN-85-017-001 

The CI alleged that his name was removed from the HP 
computerized exposure data base at BFN and then was added 
later.  

Issue 311.03-S - Workers Not Receiving Similar Doses: 

XX-85-002-001 

At BFN, the CI expressed concern that employees within a 
section were not receiving approximately the same exposure 
dose.
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Issue 311.03-6 - Use of Dosimetry Cards: 

IN-85-991-001 
IN-86-025-001 
WI-85-047-002 

Three concerns involve use of dosimetry cards in this 
issue. The CIs questioned the use of dosimetry cards at WBN 
and were concerned about losing or damaging the cards. One 
CI believed WEN should use the existing system that other 
TVA sites use.  

1.2.4 - Element 311.04 - HF Policy, Practices, and Manatement Control 

Issue 311.04-1 - Authority to Enforce HP Procedures: 

IN-85-499-003 

At WBN, the CI believes that authority is not given to 
enforce Health Physics procedures for monitoring radiation 
exposure if they are intentionally violated by employees.  

Issue 311.04-2 - Management's Attitude Toward Radiological 
Control: 

SQP-86-009-001 
!I!-85-025-001 
XI-85-026-001 
X1-85-009-002 
BFN-85-019-002 
BFN-85-020-001 

This issue contains six concerns; three are for SQN, two for 
BFN, and one for BLN. The CI8 were concerned about plant 
management's attitude toward radiological protection and 
safety at SQN, BLN, and BFN. Situations that were raised 
included an individual passing through airborne contaminated 
areas without respirators; employees remaining in 
radiation/contamination areas; employees being radioactively 
contaminated when the Incident was preventable; management 
directing older workers to reach radiation exposure levels 
first, and HP receiving Inadequate support of management for 
safety programs.
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Issue 311.04-3 - Policy on Hair Lenith and Beards: 

EX-85-117-003 
IN-85-642-002 

Two concerns for WBN are contained in this issue. The CIs 
indicated that some HP technicians have extremely long hair 
and alleged that an individual was told to shave his beard 
or be sent home even though the individual was on a 
visitor's pass and had only three days left before leaving 
the security area.  

Issue 311.04-4 - Radiological Controls, Surveys, 
Decontamination, and Emergency Procedures: 

XX-85-098-002 
IN-85-219-001 
I-86-238-SQN 
JLH-86-003 
JKA-85-O0l 

The CIs expressed concerns about (1) the practice of having 
to search for a frisker when exiting a C-zone which can 
result in the spread of contamination at SQN, (2) 
possibility of not securing-ABSCE-type breaches upon 
evacuation of the auxiliary building at SQN, (3) emergency 
procedures be written encompassing all aspects of possible 
emergency situations in a C-zone at SQN, (4) adequacy of 
radiological controls and decontamination procedures at WBN, 
and (5) inadequate monitoring of radiation areas at SQN.  

Issue 311.04-5 - HP Response to Radiation/Contamination 
Alarms: 

1X-85-084-001 
XX-85-066-001 

At SQN, CIs expressed two concerns that when notified of 
higher than expected radiation levels, HP did not 
immediately respond to investigate the problem and alleged 
that HP would respond to some radiation alarms by unplugging 
the units.
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Issue 311.04-6 - Lower Containment Entries: 

WI-85-038-001 
XX-85-015-001 
SQP-86-009-002 

CIs at both WBN and SQN expressed two concerns which 
question the practice of entering lower containment while 
the reactor was operating for non-emergency repairs and 
believed that the practice should be re-evaluated based on 
recent studies on neutron exposure.  

Additionally, a CI alleged'that the transfer of 
responsibility for HP from Muscle Shoals to SQN compromises 
established HP policies regarding personnel access during 
unit operation.  

Issue 311.04-7 - Improperly Completed RWP Timesheets: 

XX-85-028-X02 
XX-85-028-X03 

The ClIs alleged in two concerns for SQN that a specific RWP 
timesheet contained falsified signatures and that RWPs were 
not being completed per procedure requirements.  

Issue 311.04-8 - Inadequate Knowledge of System Contents: 

XX-85-063-001 

The CI indicated that SQN operators and HP personnel failed 
to know and verify the contents of a system before 
authorizing the line in the Turbine Building to be opened.  

Issue 311.04-9 - Adequacy of SON HP Program (Miscellaneous): 

RII-85-A-0064 

A CI at SQN questioned the adequacy of the HP program in 
regard to implementation, lost sources, monitor locations, 
smears, and air samples.  

1.2.5 - Element 311.05 - ALARA 

Issue 311.05-1 - Winnint ALARA Suzzestions Not Implemented: 

BFN-85-002-001 

The CI alleged that modifications have not boen performed to 
agree with winning ALARA suggestions at BFN.
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Issue 311.05-2 - Hazards Associated With Manway Doors: 

IN-85-869-001 
XX-85-052-001 

CIs at WBN and SQN expressed two concerns over the exposure 
received and the safety hazards associated with opening and 
closing the manway doors at the boLtom steam generator due 
to the complicated process necessitated by poor design.  

Issue 311.05-3 - Time Required to Repair/Recalibrate 
Instrumentation: 

IN-86-044-001 
WBN-0065 

At WBN, CIs alleged in two concerns that process monitoring 
instrumentation which require excessive amounts of time to 
repair and recalibrate is located in a high radiation area 
or in the Unit 1 raceway and should be moved to another 
location.  

Issue 311.05-4 - Unrestricted Access to High Radiation Areas: 

WBN-0186 
WBN-0294 

C1s indicated in two concerns that barricades should be 
installed to prevent unrestricted access to high radiation 
areas at WBN.  

Issue 311.05-5 - Safety Hazards Associated With Access to 
Valve: 

WBN-225 

The CI contended that the valves on Safety Injection System 
(SIS) accumulators at WBN are difficult to access when 
personnel are dressed out and recommended relocating valves 
to reduce safety hazard and reduce exposure.  

Issue 311.05-6 - ALARA Proaram: 

This issue addressed the ATIARA program, In general, and was 
not a result of a specific concern.
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1.2.6 - Element 311.06 - HP Facilities, Clothin&, and Protective 

Eguipment 

Issue 311.06-1 - Leave Site Without Monitoring: 

HLA-85-001 

CI stated that personnel can leave the site without a final 
check for contamination at SQN.  

Issue 311.06-2 - Lack of Portal Monitors at Plant Exits: 

MRS-85-002 

The CI indicated that no portal monitors exist at plant 
exits at SQN.  

Issue 311.06-3 - Method of Collecting Self-Reading 
Dosimeters: 

IN-85-142-002 
XX-85-055-001 

CIs at WBN and SQN alleged that self-reading pocket 
dosimeters collected in metal boxes could be knocked 
off-scale.  

Issue 311.06-4 - Use or Face Masks: 

SQN-85-001-001 

A CI alleged that during outages, some personnel in an area 
have been required to wear respirators while others have not.  

Issue 311.06-5 - Unavailability of Small-Sized Gloves: 

XX-85-036-001 

The CI contended that C-zone gloves are not being ordered in 
small sizes at SQW causing employees to use larger size 
gloves and resulting in a possible safety hazard.  

Issue 311.06-6 - Reuse of Outer Gloves: 

XX-85-101-004 

The CI alleges that insufficient attention Is given in 
regard to amnimizing radiation exposure due to the policy of 
reusing outer gloves in radiation areas at SQN.
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Issue 311.06-7 - Post Accident Sampling Room: 

1N-85-092-001 

The CI indicated that the Post Accident Sampling FLcility 
(PASF) at WBN is too small for men to dressout in this area.  

Issue 311.06-8 - Unavailability of C-zone Clothing: 

1-86-235-SQN 

The CI alleged that the proper C-zone clothing for entering 
the rooms at the Condensate Demineralizer Waste Evaporator 
Building at SQN was not available.  

Issue 311.06-9 - Location of TLD Badge Racks: 

IN-86-105-001 

The CI was concerned that the TLD badge racks were located 
under the main steam lines and that in the event of a 
primary to secondary leak the badges could pick up a 
significant dose. Additionally, the CI stated that TLD 
processing would be suspended due to the location of the 
Dosimetry Issue Building.  

Issue 311.06-10 - Unrenaired C-zone Clothing: 

MRS-8S-004 

The CI alleged that C-zone clothing was not being patched by 
the laundry at SQN.  

1.2.7 - Element 311.07 - Radioactive Effluents/Uncontrolled Areas 

Issue 311.07-1 - Inadeguate Provisions and Documentation to 
Protect Personnel from Radia on Between Units: 

IN-85-114-001 
IN-85-463-009 
IN-85-499-002 

The CIs expressed three concerns that there were inadequate 
provisions and documentation mechanisms to protect personnel 
in Unit 2 from airborne radiation and contamination sources 
from Unit I at WBN.
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Issue 311.07-2 - Unrepresentative Air Quality Checks: 

WBN-0292 

The CI stated that air quality checks should be more 
representative at WBN.  

Issue 311.07-3 - Impact on Environment/Public: 

IN-85-126-001 

A CI was concerned about the impact of WDN operation on the 
surrounding area and the public.  

Issue 311.07-4 - Uptake of Radioactive Substances Due to 

Similar Fittints: 

WBN-0291 

The CI alleged that there was a potential of introducing 
radioactive substances to other systems due to similar 
fittings being used for air, water, and contamingted drain 
connections.  

2.0 EVALUATION PROCESS 

2.1 General lethodolozy 

The evaluation of this subcategory was cQoducted S¢iording to tb1 
Evaluation Plan for the Emuployee -crsern;Tnk Group and the 
Evaluation Plan for the Operations aroup The concern case files
were reviewed. Source documents were resesrehed and interviews 
conducted in order to identitfythe requirments and criteryi•-,c 
applied to the issues raised by the o-con*a. The issue, were 
evaluated against the identified reite rs-a-cr-e~ta to 
detormine findings. A collective sitfaticance analysis was 
conducted; causes were indicsted for-et gativt findings; and 
corrective action for the nogative findiis were lattietd _or 
determined to have already been initiated.  

2.2 Snecific Net odoluog• 

The evaluators reviewed applicable sections from the following 
baseline requirements documents; Flnol Safetj Analysis Report 
(PSAR), Technical Specifications, Radiation Proteetion Plai fGJ•), 
TVA Program Wanual, Environmental Impast Stttelents TVA Niele" 
Qua:ity Assurance Manual KQ•A)I1# StAndard Prctiees and e4p#ieabl* 
Regulatory Guides.
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To ensure consistency and implementation of the requirements found 
in these documents, the evaluators reviewed applicable 
Administrative Instructions (AI's), Section Instruction Letters 
(SIL's), Radiological Control Instructions (RCI's), Technical 
Instructions (TI's), Radiation Work Permits (RWP's), and 
Surveillance Instructions (SI's). In addition, the evaluators 
reviewed line management reports, Nuclear Safety Review Staff (NSRS) 
reports, training lesson plans, QA audit reports, INPO and NRC 
Inspection Reports, applicable memorandums, NRC expurgated files and 
other reports on concerns previously investigated.  

The evaluators conducted informal interviews with cognizant 
personnel when required either to verify document-based findings or 
to provide nondocument-based evaluations input. Interviews were 
conducted with personnel in Radiological Control including 
individuals cognizant in the ALARA concept, dosimetry, laundry 
operations, and other radiological field operations; Electrical 
Main-tenance; Instkument Maintenance; Mechanical Maintenance; 
Training; Emergency Planning; Division of Nuclear Engineering; 
Welding; Power Stores; Construction; Public Safety; Licensing and 
Industrial Safety. Inspections of specific areas and equipment were 
also performed as required by the investigation of some concerns.  

3.0 FINDINGS 

Generic applicability #tatements are Included only for concerns which are 
clistsfied as being potentially safety-related or safety-significant as 
denoted on Attachment A.  

3,.l Eleýent 311.0l-- Health Physics Staff Training 

-Issue 311.01-1 - HP Personnel Lack an Adequate Working Knowledge of 

The concern addressoin pVoely trained HP technicians at BFM was 
evaluated for applicability to WIN and was not substantiated.  
XIividuals with previlo ezperleiou aa/e•- training-were *valust$ 
against ANSI-NIU.l-1971 qualificaou requiraweats by both the 
Pvtonnel-fQarpmnot oan a .Uoalth Physics svpervlsor-. It els wu 

C*nkd tbaZ TVA had estAbisb ai ezBst•vi Zechnacidim T-.lning 
program-dch- had 00en. accr#41te, by JNPOidoso standaids 4er.  
-4 eal •o ensure orskig-rements eve• the Juperfgrmcwe 

rogirsmnts. FurtWadre, It i•s deteromiua that istriuctors feo 
t feohft4ban basic 0aining vwer qualfle 10 tv their speci-:lty 

!*1e4- %ad wre ce!~iari14 ýa accordance with thk •€lear ?ainint 
Pt.•r~a Manual •,*lTP•, AdditlotlhlYb. On-ther.Job-Yraidng (OJT) 
iutructers had oAceo4*4uaiifIcatlos st by A #I tdrds and 
had rkZeived the OJT eveluator tourse as r~suire _by thI NTP.
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However, during the course of the evaluations for WBN, SQN, and BFN, 
a prograunatic deficiency was identified in one key area.  
Individuals hired as ANSI-qualified technicians were not evaluated 
against the training program requirements. The evaluation of credit 
for bypassing basic training was not submitted to the Office 
Committee for review and appropriate action, nor was the credit 
given reviewed. Additionally, individuals hired with previous 
experience were not evaluated for OJT experience at plants which had 
achieved power operation. Although these practices did not result 
in regulatory noncompliance, they did result in procedural 
noncompliance.  

During the evaluation of the effectiveness of the training program at 
WBN, it was discovered that supervisor feedback questionnaires were 
not being addressed. CATD 31101-WBN-01 was written to address this 
issue. In its response, WBN line management stated that no 
corrective action was required since the method for providing 
feedback had been changed. (See section 6.1.1) 

A SQN concern and a BFN concern generically applicable to SQN 
addressing the issue of poorly trained HP personnel working in 
radiated areas were previously investigated by NSRS and were not 
substantiated at SQN. This evaluation confirmed the findings of the 
NSRS report (I-85-734-SQN) by reviewing NRC, INPO accreditation, and 
Quality Auditing Branch (QAB) audits for the HP training section.  
No pertinent concerns, violations, or deviations were found. This 
evaluation concurs with conclusions reached in the NSES report.  
Additionally, interviews were conducteo to determine if improvements 
identified by NSRS had been implemented. Resolution of the items 
were found to have been addressed and resulted in revisions to the 
POTC basic phase training format. However, a minor deficiency was 
identified by this evaluation in the area of response to supervisor 
feedback questionnaires concerning the in-plant training phase and 
retraining requirements. CATD 31101-SQN-O1 was written to address 
this deficiency.  

Another concern dealing with the same basic issue and Identifying an 
incident with respect to a HP technician's lack of knowledge for 
protective equipment requirements was also not substantiated. In 
addition to the evaluations performed for the previous concerns, 
appropriate documentation was reviewed. and Interviews were 
conducted with eight HP technicians to determine their awereness of 
protective clothing/equipment requirements. It was found that they 
demonstrated good judgement and an ability to make decisions in 
accordance with requirements. Furthermore, they were aware of their 
ability to alter work requirements or stop work, as required.
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B._ 

The concern regarding a poorly trained HP staff with respect to 
working in radiated areas was not substantiated. It was found by 
this evaluation that INPO had recently completed an accreditation 
evaluation for the HP tec~nician training program. INPO identified 
weaknesses in the in-plant performance verification sheets. It was 
determined by this evaluation that the comitments made by BFi to 
correct the weaknesses were underway. Also, a review of the 
requirements of the Training Program Manual and BFN Standard 
Practices revealed no deficiencies; however, prublems were 
identified in the implementation of these procedures. Personnel 
hired as fully qualified by ANSI-418.1 bypass the basic phase of 
training at the POTC. This training bypass is not reviewed or 
approved by the Office Training Comaittee as required. CATO 31101
NPS-01 was sent to Power Operations Training Center to identify this 
problem. In addition, based on problems identified with the 
supervisor feedback resolutions in the SQN evaluation, interviews 
conducted at BF! indicated that the feedback results were not 
forwarded to the appropriate individual.  

Conclusion 

The issue at all plants does not identify a problem, but as a result 
of the employee concerns evaluation, problems were discovered for 
which corrective action was required. The problem identified at WBN, 
SQN and BFI involved inadequate resolution of supe:visor feedback 
questionnaires. The other problem identified at BF! was attaining 
cppropriate approvals for previously qualified personnel being 
exempted from the basic phase of POTC training.  

Generic ionlicability 

This issue was evaluated at SQN, SF1 and W51. An effective 
evaluation at ILU would not be possible due to the minimum health 
physics responsibilities now in existence at BIL.  

3.2 Element 311.02 - Radioactive Matoril Control 

Issue 311.02-1 - Inroper DunMins of Contaminated Material 

WIN 

Three concerns which addressed the issue of radioactive liquid waste 
from SQN being dumped at WIN were not substantiated. This 
evaluation had found that a dumping incident at WIN was conducted; 
however, the material being dumped was a boric acid solution



TWA EIMPLOYEE CONCERNS EtPORT 3NU1l3: 31100 
SPECIAL PiOGIA* 

iEPOT TYPE: Subcategory EtVXSiOU NumER: 1 

TITLE: Health Physics PAGE 15 OF 75 

previously used in SQH's preoperational testing six months before 
initial criticality. It was determined that all dumping that hod 
been done at WBi was in accordance with state and EPA regulations 
and had involved only nonradioactive materials. As a result, the 
movement of the soil by bulldozer for use in the Intake Pumping tIl 
Station did not require any Health Physics restrictions.  

Two additional concerns also pertaining to dump!.ng material from SQV 
on the ground at WBN were previously investigated by QTC 
(IN-81-720-002) and were not substantiated. Their investigation had 
determined that the concerns were in regard to alum sludge generated 
at SQN was dumped (ground spread) at VDN. It was concluded that the 
dumping was performed in accordance with existing state regulations 
and that the source (alum sludge) was not associated with 
contaminated systems at SQl.  

Soil samples from the affected area were taken and indicated normal 
background levels. This evaluation fully concurred with the 
findings of the previous investigation.  

The concern in this issue in regard to dumping radioactively 
contaminated material from SQl to tBI was not substantiated. it was 
determined by reviewing radioactive waste shipment procedures and 
contracts involving transport between the sites that alum sludge and 
a boric acid solution were transported to WIN from SQN. Neither of 
these materials were radioactively contaminated. As discussed in 
the ViN evaluation, all dumping was done in accordance with state 
and EPA requirements at the time of the reported incident.  

The other concern in this issue addressing dmpig contaminated 
water into the river at SQN was substantiated; however. corrective 
action Was taken and it is no longer considered a problem. It was 
verified by Envireomnetal Operating Reports that during the third 
and fourth quarters of 1950 and the first two months of 1"11, tol 
released Phosphorus-32 into the Tennessee liver. Techaical 
Specification 3.11.1.2 quarterly limit and l0oCFto Appendix I for 
annual dose limit was exceeded. TWA informed KiC of their 
calculations and stopped these releases from the radwesto system in 
February 1961, pending confirmation of the source of radloectivity 
and the initiation of corrective actions. TIA issued two reports 
describing the investigations and the correctlvo astions that were 
taken as a result of the releases. Subsequent calculations and 
sampling activities after corrective actions were inmple•eeted 
revealed no further problems.
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Conclusion 

The concerns that involved contaminated material beine sent from So1I 
and dumped at WN could not be verified as factual. The incident 
involving SQI releasing contaminated water to the river in 1280 and 
1981 was factual and identified a roblem but corrective action was I 
initiated before the employee concerns evaluation of the issue was 
undertaken.  

Generic Applicability 

These concerns were evaluated at the site of concern and determined 
to be a plant specific issue. No otber site evaluations are 
necessary.  

Issue 311.02-2 - Radioactive Spill into Uncontrolled Drain ,1st 

The issue regarding a radioactive spill into the uncontrolled drain 
system due to a valve in the Turbine Building at SlM being left open 
was previously invostigated by RitS Report Number I-SS-54-SQI and 
was evaluated for generic applicability to WIN. The concern wa not 
substantiated at MI. The concern occurred at SQo during the 
moisture carryover acceptance test uing a radloactive sodium 
source. It was determined is the previous investigation for so 
that the contaminated water entered the 8Q1 yard holding powd due to 
a valve on a sample slt not being rehecked prior to the sodium 
injection. This evaluation determined that the procdures governing 
this activity at WIN were adequate to provent " oecurrene similar 
to that at SQN.  

Teo radioactive spill lite the uncontrolled drain system at S(M was 
substantiated as a statement of fact; howover, it was go lonor 
considered a problem based on the findings of a previous 
avesstigation performed by 195S Z1-S-S43-4)). Their lvoegatiotnes 

determined that n open sink valve had net beet rechecked prior to 
the initistion of the moisture carryover acceptance toot Whick 
reulted in radiactively CotUMinated water entering the turbine 
um* and being pnped to the helding pond, It was detormnewd by 

WAS that reports Oan proper actions had been takes by 8Q.  
Additionally, the moisture carryover toot io a *eeo-time procedure 
&ad will not be coduectod gaile at ol. This evaluation coucurred 
with the findings of the 1U report.
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DLI 

The issue with respect to the radioactive spill into the 
uncontrolled drain system at SQN was evaluated at BLI and was not 
substantiated. According to interviews and reviews conducted during 
the evaluation, it was determined that the procedure required for 
testing the turbine (i.e. moisture carryover test) had not beea 
written due to the delayed condition of the plant. Standard 
practices at BiL did imply that instructions would provide 
verification of test prerequisites (i.e., valve lineup). In 

Conclusion 
t 

This issue was not verified as factual at WRY or DLi. The issue was RII 
factual at SQN but corrective action was initiated before the 
employee concerns evaluation of the issue was undertaken.  

Generic Anolicabilitv 

This issue was determined to be SQ specific. No evaluation at OFM I 
is necessary.  

Issue 311.02-3 - Radioactive Material in Uncontrglled Areas 

The issue concerning a piece of radioactive material being found in 
a break area at WI1 was not substantiated. Due to the lack of 
available Information (i.e. location), a definitive investigation 
could isot be performed. The ip Program was examined, and the 
surveillance procedures for shop areas and other clean area were 
found to be adequate to prevent this type of occurrence.  

La 

A SOl concern in this issue dealt With contaminated material being 
stored in unidentified lockers or containers &ad had previeosly bees 
investigated by SQM line management. The concern was substantiated 
at son and corrective action Was Impleented prior to this evaluation, RIP 
The previous investigation determined that the NP survey that was 
initiated did got find toy untagged or unlabelled contmi•nated 
materiall; haowver, they did find a bagged and taged hose in as 
unlabelled storage box. As a result, corrective actions were 
implemented by line management to ensure all lockers, cabinets, 
gang-boxes, and Other containers were properly labelled as requested 
by UP. This labeling program was verified and allows NP to perform 
periodic surveys sn all containers in the regulated areas.
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SOW and BF1 

During the evaluation of this issue by the Operations Category of 
the ECTG, there was an incident at SQN and SF3 involving loss of 
fission chamber sources. A special tom investigated this incident 
separately from any ECTO evaluation. The results of this special 
investigation were not known at the time of this report's writing, 
and the conclusions of the ECTG with respect to the radioactive 
material issue do not reflect the findings of the special 
investigation.  

Conclusion I 

The issue could not be verified as factual at Ui, but was found III 
factual at SQL. Corrective action for the problem however, was I 
initiated before the employee concerns evaluation of the issue was I 
undertaken. l 

Generic Applicability 
IlI 

This concern was evaluated at the site of concern and determined to 
be a plant specific practice corrected prior to the ECTO evaluation.  

Issue 311.02-4 - Safetuardina Contaminated Material 

WI 

A barrel marked "contaminated material' being moved by a group of 
laborers in the machine shop building without any safeguards woe a 
concern previously investigated by WI line management. The concern 
was not substantiated. Based on that investigation, it was 
determined that the drum did not contain radioactive contminatiou 
but rather sm other form of contamination, such as best" or 
PMls. Therefore, no NP supervision or Wp safeguards were Initiated.  
Interviews conducted in this evaluation also concurred that the 
*contaminated material* designation is not used at W" for 
radioactive material.  

Additionally, containers om-sits that did contain radioactive 
material are designated as such and were found net to have been moved 
at the time or location of the specified incident. This evaluation 
concurred with the findings of the previous investigation.  

The Issue could not be verified as factual.
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Issue 311.02-S - Contaminated fire Hoses 

arm 

The issue involving the removal of contaminated fire hoses from the 
IFN site was previously investigated by line management and was not 
substantiated. It was determined by the previous investigation that 
fire hoses used in a 1975 fire in the cable spreading area ware 
blackened from smoke; however, the hoses were not used in a 
contaminated area at the time of the incident. This evaluation 
reviewed lP survey records for contamination release surveys in 1975 
and found evidence that the fire hoses were. it fact. not 
contaminated and were released to be used offsit.  

Conclusion 
I: 

This issue could not be verified as factual.  

Issue 311.02-5 - Green Tat Reouiroments 

The issue regarding the dropping of the greeg tag requirement at the 
clean tool room at SQU was substantiated as a statement of fact, 
however, it was not a problem. Based on a previous investigation by 
line menagment. it was determined that the geoen tags are no longer 
required due to the implementation of the "power block* concept at 
SQ3. This concept had resultod in the rielation of the clean tool 
room from the restricted area. Before the "power bloer consept.  
tools had to be surveyed by UP and tagsgd before they could be 
returned to the clean tool room. now. a survey an green tag 
clearanco is required at the point of enit from the regulated aea.  
This evaluation concurred with the previous line investigation at 

I 
This iSLuo was factually accurote, but was mot a problm,.  

3.3 ginalat 111. 03 - EIsouret Limits and ReoJr 

Issue 311,03-1 - Daily Radiation Eamosere Limits 

WE 

This Issue addressd# two concerns dealing with the dailI limits of 
radiation esposure at V5N which was previously isvestilated by lime 
manesaOent. The iglos was sot substantiated at Mi, Federal 
rogulations do not require daily do$s limits. Only quarterly dose
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limits and limits for total lifetime dose are established is ll 
Title 10 CFE Part 20. As stated is the line report, these 
regulations are implemented by TWA throug their ladiological 
Protection Plan (Iri) and Radiological Control Instructions (tCs).  
Be daily dose requirement was found in thes decments. The only 
reteremce to a daily limit was mede In regard to the seed of a 1W 
if exposure night exceed 50 arem/day.  

Another part of this issue that was evaluated at 5QN and determined 
generically applicable to M dealt With cases of oversxpneore Wkich 
could result in employees being laid off. Although overexosures 
were not a problem at MI or SON, lay-ofs are a possibility at TWA 
and therefore, would substantiate this pert of the concers. As 
stated in the line report and conftiewd by Interview at Me. it is 
possible for indivIduals to be laid off it ty *exceed or c=* close 
to exposure limits. Amy worker who exceeded a dose limit feo any 
monitoring period is not permitted to enter a redileseically 
controlled sone for the reawinder of that peioed. en srkers 
reach their dose limit, efforts are mode to place the individual 
elsewhere. To date. so TWA employee or centroctor has baes laid off 
for this reason at WB.  

ME 

The concern in this issue rtga.•ng the questioning of daily 
exposure limits at so 4nd ev*roxpsbure reulttns is laye(fs was 
previoesly investigated by lies aenagemet. Ateumqb pW of this 
issue (possibility of layeffs) Was soUtntiated, it ha est been a 
problem at SO. As described is the W finldns, TWA has 
iplemented the federal 1e0ulatie6 requirments tbreegh the I and 
Itls. NO reuiremets were identified for daily dose limts. The 

requirements for the ue of as 1w hen expesur might eiee so 
Mtemday was the only reference to a dally liit. Is regar to the 
overexposures at so severa1 years age th lit investiptle 
reported that there bad been me oases ofersn evrexpewe Is 
eMcess of regulatory limits at SI. This was cefinmed by 
intorview with SNl NIP Is this evalutio•.  

The other part f this issue hich dealt with laoffs had the am 
findings Gs described for W. Layoffs wre as eptie for ITA it a 
worker met or exceeded estabiished exposure limits. NP aiesaemn 
indicated that this optioe has net been implentdat sol.  

The issue concerning daily limits of radiatioe Ospenr being Ila 
violated could net be werified as factual. Te pessibility of 
mloyees beig laid off upen reaching thir do e limts 2ld be I 

factually accurat, however "o such case has ocurred,.
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Issue 311.03-2 - ChMint Imeagre "leOces Is Ef.  

to 
The issue regarding on employee roceivia the maxisim amest of 
rediatios due to MW helba adjusted to reflet as ismrmet is dose 
allowaces was proviously isvestigated by lime Megsest , sed O 
Report H-SS-02S-001. Mh Issue was sot substoatistod as stated; 
bewever, deficionies wero foud is ether aeas dring the 
eveluation. VWit regard to the specific coMets, the previous 
isvostigaties had reviewed aw tiveshoets Od fosed me evidiese of individua's do"e esceoding established limits. A m8 timseet was 
identified where chamsge was asd to the ites statigg *fo not 
exceed arwe por outry wr 5M of MAV (re~sising allewble 
do"). The C1 had bens medo sere that the meust waee sly a 
gaideline based es the 's estimate of whet Is required to 
ccoamplls the job. Predres asuo nlloed this value to bo 

changed as dictated by coeditioss.  

Owing the cowso of the pevious ivestiaties, MW did "to 
discrepas•ies in bhadling 5W timohoots. So ewmttod to 18 to 
revise apPropriato UP procedousm rogeri.g 9A recaed rgutiroests.  
These deficioescios bove ben reolved few the moet pert.  
specifically is r•egd to trasscriptiei of mI timosboete. Uwever, 
there still emsised the lnk of a Clowr defisitio. of t0 moe@" 
requirmoests for oM timshoets sad the problem of pwsomel ts the field met ali•,I SN iw s toceordeme vWith 06 rOeord roguIrNem ts as 
deteMined by this evaluation. b1oolves do reolve training io GUT e 091 record predre NW ae ins0 et stod ta tinebeets aut be used accendiag to 01 meod reqlirmoets. TIis oeluation 
coesurred vith the fildings of the preovious inoetoigat . C&U f1i 
3110w-5-0 Was isitiated to Address this issue.  

The issuoseearsning 1l 4djusting the maim ollowable dos" foet 
ildividuals is net fetal. bhot " a reswt of the employee O oaeonem ovaluatiteo a " aoblem was diteuoeot foW hichd coIenrtOe setion was m 
initiated I31 

I festris Asslicability 

Thisgoseo Was evaluated at o "A fouad to be net alid. A 
peripboal Issue regarding 8 practiles em Oft was idestifted.  
No other sits, eGluatle.. we Meosss7Y.
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Isne 311.03-3 - Expesure borig Madiogrsbic Oserstims 

sm 

Th issue is regard toes isuduvidul bela$ exposed to rdiatitm 
derlig S-rays of a pipe wuld ma previously imSestl ed IV lime 
ums "Semt sa" Was mot substastisted. ss s 1sf ienstiea provided 
by the QC report. UM-o04#-$, the pcevius ealuatiee detemndd 
that the lsividual NU met present withim the rgulaWd sr set up 
by the radiegraphers for weldiss apeaetioe. Iediograbers wre 
traiNed iS ceetrellig rsdiq cbie everatise sw e rdlg to the 
resiurmats of 10 CPS 34. ts boundarles twe set ig easggdeme UI 
with 10 CIt 20.105 reoiremets. sch that the mosilm espose rae 
is luss th 2 WrA a the a*bsadra - me desatmr Will be required B 
outside of the re •uted area bevmiry. Ibis evalustiee enieurrN4 
witb the flidimgs of the pemius investgisties.  

This issue Caubet be verifiled as fetuad.I 

Issue 311.034 - Kisim of Ibmosue Dot4 

The issue with respect to a individfa's as be$ug reeed fron 
the HP ceuterlaed espesue datea bae a n s lter added am N 
substutlated. it Was doterlmed by this ealuale that two dee.  
tra•,isl s"tes were used by •1M. h 11editle pesur keegemot 
System 111) uistled a pemeIN reeeWd of as lnividuie' 
quarterly. WWmsI sad lifetim domes. ae a dae msa recerded as 

=03. the e9pesre 1is4to1 ma Meer removed. 1e Health Plhysics 
Dose Trac kiag 1Sys, (UiSD mistaied as lodividuals ctest 
e0eoure history St Uhe site uOlU vbi that aI dul mawrwls iU g to 
reglated ares. It Wma find that it a wonke mas torm td of 
had a COMOe of job 9stats the imldviual's eu dU be ramned 
free th M elfS e btut sot frm m. The wam veu)d repppeur so 
the O if the ladiiedel returned to wet is a rea lated ee U t 
the sitc. A crons.€heck Perfom qutartly as te tm vyout is 
OW to resolve say dlsrepsale it ospeaye historlie.  

This toIse cum4t be werified as factul.
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Issue 311.02-S - Workers Not Socolvia Stjailar tuosuros 

Ibis low* addressed tke Practice of workers In the orm soctio not 
roceiviag approzimtely the sam ezl3Peu sOd Was not sulstaatiated.  
It was fooud that Preceddes stated that work assigamots Is 
redielogically costrolled areas will be distribmtod to keep dosed to 
uditvdI#ls relatively uifem lero practical. Supetv"I s Sr0 

&lso reqlred to desigaste Work asipmeats vithout Cuig 
suhetatlal tufre"* is tOtal overell espoeSre. Iy rTeviwAg 
expoeure Pristeots of differest Craft disciplivNs it wes. determiNd 
that the overall tudividsl eqmsures were relatively uniform.  

CMINIS 
131 

This isue Cannot be verified as factul.  

lmue 3U1.34-6 - Use of Doifhtry Cads 

This issue I corporoted three smermas regardlag the use of dosimetry 
Coris for tre4ug dose at and was et bsteastiatod. Two of 
these coWAeruS woIe eviously isuesiptOd by lJm moogplft. the 
Imo rer stated that the does card was a •mschmlsm for the meawr 
snd/er smuervisew to eistals se snerneese of hi/et~ does. aV aell 
Gs pM idiug a record of the Il$ atles Weo Prk ita loWf) used by I1 
ae idivldmel. if a Gerd Was lost er domieg . vew on ts o ftaied 
from bsoth Physics. Uewmver the thermuinteno.t dosimeter =11M 
ed48 keo the offieli doees record. hddltieneollg istervism 
sodocted withb OP superlvisrs ever the Oabesce of sip iWost shets 
18p timeU80e1 ) at M demmisd that either tmenets or done 
mere gould be Set or dm•1.4. p Iorsemmel stmed that deo eem 
re easier to tr" ad 511usd deoe to bo meWe redlly vullabe 

On the tlimheet. . lnstructiess also pried workers es 
tleir reepeMsibllitlel With roaet to ion c6r4s, 7his euslotleu I 
""teWolod t•at the is fog" adematoly afdd s the sco"e oI 
the eomer " stated. a" weaeO with the f ladies ad I 
as Ilel s of the report. III

ltis eIssue cam v"abeerified as factoal.



TWA MPLOY CONCERNS REP01T MUNBER: 31100 
SPECIAL PROGRA 

REPOR TIME: Subcategory REVISION NUMBER: 1 

TITLE: Health Physics PAGE 24 OF 7s 

3.4 Element 311.04 - NP Policy, Practices, and Ranagement Control 

Issue 311.04-1 - Authority to Enforce HP Procedures 

The issue raised about proper authority not being given to enforce 
NP procedures for monitoring radiation exposure was previously 
investigated by WIN line management and was not substantiated. The 
previous investigation identified procedures and standards wlich 
gave the authority for disciplinary actions and enforcement of 
radiation control procedures. It also stated that WiU has had 
violations and disciplinary actionk in the two years prior to ".-tir 
investigation in spite of VWI not being operational. This 
evaluation concurred with those findings based on reviewing 
applicable documentatien and interviewing cognizant personnel.  
Based on an interview with an ALAea engineer and a review of 
applicable logbooks a total of 29 Radiological Awareness Reports 
(ells) and no Radiological Incident Rtports (Rils) had been-written 
for radiological deficiencies and violations. Disciplinary actions 
did occur as a result of se of the RAts. Requirements for UP 
authority to stop work was also confirmed by interviews and a review 
of the Radiological Control Program.  

Conclusion 

-ll 
This issue cannot be verified as factual.  

Issue 311.04-2 - Hanaement's Attitude Toward Radiological Control 

This issue was comprised of three concerns at SQN. The first 
concern dealt with an incident where SQN personnel were 
contaminated, and stated that the incident, which could have been 
prevented, reflected poor management's attitude regarding 
radiological health and safety. It was not substantiated at SQN.  
No evidence of personnel contamination as a result of poor 
management attitudes toward radiological safety was found through 
reviews of documentation for reportable and nonreportable 
incidents. Personnel Contamination Reports and tits were reviewed 
which documented personnel contamination and any Investigative 
activities that were required. No information detailing the 
incident specified in the concern was found. This evaluation did 
not identify auy deficiencies in the SQN personnel contamination 
control program.



TWA EPLOYEE CONCERNS REPORT NUMSER: 31100 
SPECIAL PROGRAM 

REPOT TYPE: Subcategory REVISION NUMBER: 1 

TITLE: Health Physics PAGE 25 OF 75 

The second concern which involved plant management's direction that 
older employees be assigned "hot" (high radiation) work in order for 

them to reach their radiation exposure levels first was previously 
investigated by NSRS, Report I-8S-513-SQN, and found not 
substantiated at SQl. Their investigation and review of radiation 
exposure records found no evidence that older individuals working at 

SQl had received a disproportionate level of exposure when compared 
to other workers in their sections or organization. Interviews with 
a craft foreman employed during the time frame of the concern found 
there was an unawareness of any "management direction" regarding the 
assignment of personnel to "hot work" based upon age. This 
evaluation concurred with the findings of the NSIS report.  

The third concern of this issue which alleged inadequate upper 
manageasent support to the Health Physics Department to enforce an 
effective radiological safety program and the lack of disciplinary 
action for personnel who intentionally bypass monitors was not 
substantiated in an investigation performed by SQN line management.  
Based on their findings, no actual incidents were identified where 
employees did not receive disciplinary action for deliberately 
bypassing radiation monitors. Additionally, interviews conducted 
with HP personnel and reviews of plant procedures and records did 
not indicate inadequate upper management support to enforce an 
effective radiological safety program. It was determined through a 
documentation review that tIEs were initiated and the incidents were 
investigated for corrective and disciplinary actions as required.  
The SQl line management made recomendations to upgrade the RIR 
program based on their investigation. These included providing 
feedback to HP technicians on the lRIa and ensuring prompt action by 
management. CATD 31104-SQN-01 was issued to address this problem.  

SFX 

Two concerns were evaluated at BFN for this issue. The first 
concern which stated there was an emphasis for craftsmen to remain 
in radiaticn/contanination areas regardless of the hold status was 
substantiated, however, corrective action had already been 
implemented by BFN. The problem of individuals staging in radiation 
areas was identified by HP and brought to the attention of plant 
management. As a result, the Plant Manager instructed (in writing)
that all sections were to halt the practice of allowing individuals 
to loiter in radiation areas and to maintain ALARA policies.
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The second concern in regard to an individual being required to pass 
through airborne contamination areas without a respirator was 
considered indeterminate without specific data on the location and 
time of the incident. However, a review of procedures indicated 
that controls were in place to prevent such an occurrence. RWPs 
were required for entry into an airborne area. If levels are found 
to be less than 257 of the maximum permissible concentration (MPC) 
in an airborne area, then respirators were not required. Therefore, 
it was possible to enter an airborne area without a respirator and 
still comply with plant procedures and NRC regulations. If an 
individual had entered an area where respirators were required, this 
would have resulted in an RIR being written. No evidence was found 
to indicate any incidents of this type. In addition, interviews 
with HP personnel indicated that in the past individuals had been 
allowed to wear respirators if they wanted to, even though it was 
not required. Due to problems associated with this practice, it has 
since been stopped.  

513 

The concern regarding inadequate upper management support being 
provided to the HP department in order to enforce an effective 
radiological safety program was not substantiated at BLN. It was 
determined that the BLN radiological safety program was supported by 
management through implementation of active Radiological Control 
Instructions (RCI), the Construction Policy Manual, the NQAM and 
Standard Practice B1-2.8. Based on a review of available 
documentation, there have been no RIRs filed in the HP Department.  
However, RIRs filed in the Construction Radiological Safety Group 
had involved people crossing radiation boundaries. In all cases, an 
investigation was found to have been conducted. Of the cases 
reviewed, results indicated some degree of disciplinary action taken 
for intentional crossings.  

Conclusion 

At SQN, the issue itself did not identify a problem, but as a result 
of the employee concerns evaluation a problem was discovered for 
which corrective action was initiated. At BFN, a concern with 
employees required to remain in radiation areas was factual but 
corrective action was initiated before the employee concerns IR1 
evaluation of the issue was undertaken. At BIN, the issue could 
not be verified as factual.
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Generic Applicability 

The issues that were not verified as factual were not required to be 
evaluated at other sites. The issue found factual at BFN was a 
specific practice at BFN which is not generic to other sites.  

Issue 311.04-3 - Policy on Hair LenGth and Beards 

WBN 

This issue consisted of two concerns at WBN. The first concern dealt 
with some HP technicians having extremely long hair and was 
previously investigated by WBN line management. This concern was 
substantiated since it was a statement of fact, but it was not 
considered a problem. The previous investigation determined that 
this concern regarded the appearance of employees (i.e., individual 
had shoulder-length hair) and was not Industrial safety or HP 
related. TVA has not established "dress code" requirements and site 
instructions have required that hair be maintained so it cannot 
interfere with vision or become a hazard in normal or emergency 
conditions. It was also stated that the responsibility for 
determining if an employee's hair meets this requirement rests with 
his supervisor and plant management. This evaluation concurred with 
the findings of this report.  

The second concern which involved a situation where an employee was 
told to shave his beard or be sent home was previously investigated 
by line management in conjunction with QTC (IN-8S-642-002). That 
investigation had determined that the concern could not be 
substantiated without compromising the identity of the individual.
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A survey that was conducted of all Public Safety Supervisors did not 

find any evidence of the referenced incident. Furthermore, 
documentation that was reviewed stated that only personnel requiring 
unescorted picture badge access into plant protected areas was 
required to be clean shaven. Based on information provided by QTC, 
it was found that the individual in question was on a visitor's 
badge; therefore, it was not necessary for him to shave. Visitor 
badges were issued to personnel with beards who are on short-term 
work assignments or are pending completion of badging requirements 
and must be escorted. This evaluation concurred with the line 
management/QTC report.  

Conclusion

The issue about HP technicians having long hair is factually Ill 
accurate but unless it interferes with vision or becomes 
a hazard for working con4itions it is not a problem.  

Issue 311.04.4 - Radioloxical Controls. Surveys, Decontamination.  

and Emergency Procedures 

The WBN concern questioning the adequacy of radiological controls 
and decontamination procedures was not substantiated. It was 
determined that the limits and standards to which TVA adheres for 
establishment of radiological controls during operation and 
decontamination activities we;e adequate. IOCFR20 established the 
general requirements for the protection of personnel against 
exposure to radioactive material in restricted areas. Controls and 
limits were also established in TVA's Radiation Protection Plan.  
Radiological Control Instructions (RCIs) were the implementing 
procedures and established limits and guidelines governing the 
radiological control program. Additionally, HP instructions 
implementing the RCIs provided details in the areas of 
administration, dosiaetry, and technician instruction letters.
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These procedures were reviewed and found to be in compliance with 
the regulatory requirements for limits on airborne exposures. Since 
there were no airborne areas at WBN during the evaluation, the 
implementation of these procedures/ programs were not readily 
observable; however, controls at posted radiological areas were 
observed and reviewed for adequacy. Decontamination activities were 
also not observable since WBN has not begun operation at the time of 
this evaluation; however. a review of procedures that had been 
written, drafts of decontamination instructions, and interviews with 
cognizant personnel indicated that adequate controls were being 
developed at WBN.  

Four concerns were incorporated into this issue for SQN. The first 
concern which stated that radiation areas were not monitored often 
enough, was not substantiated by a previous investigation by NSRS 
(Report I-85-615-SQN). The frequency of surveys required by 
Radiological Control Instructions RCI-1 and RCI-14 were found to 
satisfy the requirements and commitments of TVA. The frequency of 
radiation surveys in specific areas of the plant and in situations 
where radiation conditions might change were determined on a 
case-by-case basis. All applicable requirements were satisfied.  
This evaluation concurs with the findings of the NSRS.  

The second concern which consisted of a request to implement a 
procedure encompassing all aspects of possible emergency situations 
in a C-zone, was not substantiated. The evaluation consisted of a 
review of current HP procedures governing radiological safety in 
contaminated areas and SQN emergency procedures, policies, and 
guidelines to determine the adequacy of each to mitigate C-zone 
emergency situations. No deficiencies were identified upon 
examining general programmatic areas (i.e., training for 
emergen~des, scope of employee responsibilities, training for access 
into radiologically controlled areas). Existing radiological 
protection procedures, emergency procedures, and personnel training 
programs were determined to adequately address the handling and 
mitigation of any potential C-zone emergency situation based on 
interviews with cognizant personnel and review of applicable 
instructions and reports.
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Another concern which raised questions about the location of 
friskers in regard to their proximity to contaminated area exits and 
the probability of spreading contamination while searching for a 
frisker was a statement of fact, however, it was not a problem.  
According to procedure, individuals were required to frisk 
immnediately after or as soon as possible upon exiting a C-zone.  
However, it was determined by field walkdowns that friskers were 
placed throughout the plant in locations as convenient as possible 
to existing C-zones with regard to background radiation 
requirements. Some friskers were moved away from zoned areas due to 
excessively high background levels and, consequently, could result 
in contamination being spread to the area where the frisker was 
located when individuals left those areas. Based on procedural 
reviews, the movement of friskers and the possibility of-spreading 
contamination were in compliance with regulatory and plant 
procedural requirements. Interviews with training personnel also 
revealed that GET classes informed personnel that friskers may not 
be readily available and discussed the actions that workers were 
required to do in the event they had to search for a frisker (i.e., 
contact HP and stay in place). No evidence of programmatic 
deficiencies were identified in this evaluation.  

The fourth concern expresse- that, in the event of a radiation or 
evacuation alarm or an evacuation announcement, the operator in 
charge of the Auxiliary Building Secondary Containment Enclosure 
(ABSCE) type breach may leave the area without sealing the breach 
was not substantiated. It was determined through interviews and 
review of applicable procedures that operators were instructed on 
the required procedures and were knowledgeable of their 
responsibility to seal any ABSCE type breaches before evacuating or 
leaving the area. Additionally, an Unreviewed Safety Question 
Determination (USQD) was required by Technical Instruction (TI)-77 
to assess the ability for isolating the breach within four minutes IR1 
of receiving an isolation or high radiation signal.  

Conclusion 
I Rl 

The issue at both SQN and WEN could not be verified as factual.I



TVA EMPLOYEE CONCERNS REPORT NUMBER: 31100 
SPECIAL PROGRAM 

REPORT TYPE: Subcategory REVISION NUMBER: 1 

TITLE: Health Physics PAGE 31 OF 75 

Issue 311.04-5 - HP Responses to Radiation/Contamination Alarms 

Two concerns were evaluated at SQN for this issue. The first.  
concern which noted questionable practices by HP, such as unplugging 
activated radiation alarms, was not substantiated in a previous 
investigation by NSRS (Report I-85-806-SQN). Their investigation 
could find no evidence that HP personnel did not properly respond to 
radiation monitor alarms (portal monitors, hand/foot monitors, or 
friskers). Interviews had been conducted with individuals who would 
have readily observed HP practices involved in these events. These 
individuals could not recall any situations where HP personnel 
unplugged or turned off a radiation monitor when alarming to true 
radiation levels. This evaluation reviewed applicable documentation 
which supported the findings of the NSRS report, and therefore this 
evaluation concurs with the NSRS.  

The other SQN concern in regard to HP personnel not responding to 
radiation alarms or unknown radiological situations where the 
radiological safety of plant personnel could be compromised was 
previously investigated by SQN line management. It was not 
substantiated. It was determined in the investigation that SQN had 
not experienced abnormal radiation levels during periods of 
operation. The only event that did result in unanticipated 
radiation levels in the Reactor Building was the thimble tube 
ejection incident in April 1984. It was found that HP had been 
present at the beginning of the event and maintained control 
throughout the recovery process. Furthermore, HP supervisors could 
not recall any instance that would coincide with this concern. This 
evaluation concurred with the finding. of the SQN line report.  

Conclusion 
I Rl 

The issue could not be verified as factual.I
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Issue 311.04-6 - Lower Containment Entries 

WEN 

This issue incorporated two concerns which raised questions 
concerning personnel exposure to neutron radiation when entering 
lower containment while the reactor is at power and was previously 
investigated by Sequoyah line management. It was not substantiated 
at WBN. The previous investigation indicated that containment 
entries were in compliance with 10CFR20 requirements regarding 
neutron dose assessment. Based on survey~data, the investigation 
also found that the quality factor for neutrons could be increased 
by a factor of five without exceeding dose limits. Therefore, it 
was determined that the practice of entering lower containment while 
at power for non-emergency repair was acceptable from a dose 
standpoint and did not need to be re-evaluated. This evaluation 
concurred with the findings of this report and, in addition, 
performed reviews of applicable procedures and conducted interviews, 
at WBN. Requirements for entering containment at WBN were found to 
be similar to SQN. It was determined through interviews and review 
of procedures that the practice of entering containment at power at 
WBN, like SQN, was not expected to occur frequently and exposure 
would be maintained within allowable limits. Additionally, this 
evaluation also identifiled a Design Change Request that had been 
issued at SQN and WBN to correct problems with the RCP motors and to 
eliminate the need for someone to enter lower containment to check 
the oil level while the reactor was operating.  

A review of the NSRS Report I-84-012-SQN which investigated the 
thimble tube ejection accident at SQN was determined not to be a 
direct result of entry into containment while the reactor was at 
power; therefore, this issue was not substantiated at WIN.  

This issue of entering lower containment was reflected in three 
concerns at SQN. The first concern which involved the transfer of 
responsibility of HP tram Muscle Shoals to Sequoyah resulting in 
compromises to existing HP policies regarding personnel access 
during unit operation, was not substantiated at SQN. It was 
determined by this evaluation that the concern only pertained to 
containment entries. A review of applicable procedures, including 
prior revisions, revealed no significant changes In entry 
limitations or requirements during or after the transfer of 
authority in question. Interviews conducted with cognizant 
management personnel also Indicated that specific guidelines for 
Reactor Building entry had not been changed to any great extent 
during this period.
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The other two concerns questioned the practice of entering lower 
containment for non-emergency repairs while the reactor was 
operating based on recent studies of neutron exposures were not 
substantiated in a previous investigation conducted by SQN line 
management. As discussed in the WBN evaluation which also 
identified the SQN line response report as a basis for its findings, 
all TVA nuclear facilities adhere to the quality factor required by 
10CFR20 in determining neutron dose. In regard to the recent 
studies which recommended an increase in the quality factor for 
neutron dose assessment, survey data revealed that the use of an 
even more conservative quality factor would not result in a greater 
risk than already existing from the effect of gamma radiation.  
Based on actual data at SQN, neutron doses are typically a factor of 
ten less than gamma doses. Therefore, the practice of entering 
lower containment while at power for non-emergency repairs did not 
need to be re-evaluated from a dose standpoint. The practice of 
entering containment at power also had no direct bearing on the 
thimble tube ejection accident at SQN as alleged in these concerns.  
The incident was reviewed in NSRS Investigation I-84-012-SQN and was 
not substantiated. This evaluation concurred with the findings of 
the SQN libe management and the NSRS reports.  

Conclusion 

IR1 
This issue was not verified as factual at either WBN or SQN.  

Issue 311.04-7 - Improperly Completed RWP Timesheets 

WBN 

The issue concerning the completion of RWP timesheets not being made 
in accordance with procedure requirements was previously 
investigated by NSRS for SQN Report I-85-514-SQN and was determined 
not to be substantiated at WBN. The evaluation for SQN found that 
the problems with the RWP timesheets centered on the improper 
correction of quality assurance records in regard to the 
transcription of information (i.e., signatures) on RWP timesheets.  
The evaluation for WBN was based on the findings of the SQN 
investigation. No RWPs were available for review at WBN due to the 
status of the plant; however, reviews of applicable procedures and 
interviews with cognizant personnel were conducted to identify 
similar problems at WBN. Since RWP timesheets were not used at WBN, 
required changes and corrections to procedures identified for 
deficiencies at SQN were not applicable to WBN. WBN was, however, 
conducting training on dose cards to ensure workers were familiar 
with the QA and other recordkeeping requirements.
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Two concerns were raised in regard to this issue at SQN. The first 
concern identified a RWP sign-in sheet that contained falsified 
signatures. This concern was previously investigated by NSRS Report 
I-85-514-SQN and was not substantiated. The original sign-in sheet 
had been transcribed to a new sign-in sheet without traceability to 
the original. Therefore, the evaluation for verifying falsified 
signatures was indeterminate. This evaluation concurs with the NSRS 
findings.  

The second concern which dealt with RWPs not being completed per 
procedure was also previously investigated by NSRS Report 
I-85-514-SQN. This evaluation concurs with the NSRS investigation 
which determined this concern to be substantiated; nowever, 
corrective actions were implemented based on the NSRS report. The 
NSRS evaluation found that corrections were being made to RWPs 
without traceability to the original documentation and recommended a 
revision to HP-SIL-7 to clearly define the QA record requirements 
for transcription of information between RWPs. For those timesheets 
reviewed in the NSRS investigation where problems had been 
identified, NSRS recommended that supplemental information be 
provided in regard to the traceability of the original worker sign-in 
sheets. In regard to changes on RWPs to reflect current airborne 
radiological information, HP proposed changes to the RWP and 
timesheets should resolve the problem of individuals making improper 
entries on timesheets. Sequoyah had responded to the NSRS report 
recommendations by making the necessary procedural revisions to 
reflect the current status of determining/classifying RWP timesheets 
as QA or non-QA and to define the requirements for transcription of 
information between RWPs. Procedural reviews and interviews by this 
evaluation confirmed the corrective actions taken by SQN.  

In addition, issue 311.03-2 identified QA record deficiencies in SQN 
RWP timesheets and noted corrective actions that were required to 
define QA record requirements for RWP timesheets and handling RWPs 
in the field in accordance with QA record requirements. These 
findings were also applicable to the findings for this Issue. This 
evaluation concurred with the findings of the NSRS report.  

BFN 

The SQN concern involving RWPs not being completed per procedural 
requirements was not validated at BFN. The procedure changes 
required at SQN based on the NSRS investigation were already 
incorporated into BFN procedures. A review of the applicable 
procedures identified the controls for transcribing data from RWP 
timesheets were in place.
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BLN 

The SQN concern that RWPs were not being completed per procedure 
requirements was not substantiated at BLN. RWPs were not being used 
at BLN due to their delayed mode of operation. Special Work Permits 
have been used at BLN for nuclear fuel inventory and are classified 
as a QA document. However, SWP did not require any related 
timesheets; and, therefore, transcription of data was not applicable.  

Conclusion 

This issue which was initiated at SQN, was verified as factual and 
identified a problem, but corrective action for the problem was 
initiated before the employee concerns evaluation of the issue was 
undertaken. This issue was not verified factual at WBN, BFN or BLN.  

Generic Applicability IR1 

This issue was evaluated at all sites and only verified factual at 
site where concerns were initiated (SQN).  

Issue 311.04-8 - Inadequate Knowledge of System's Cobtents 

SON 

This issue which involved a concern where HP and Operations 
personnel failed to know and verify system contents in the Turbine 
Building before authorizing the breaching of the system, was not 
substantiated in a previous investigation by NSRS Report 
I-85-513-SQN. Their investigation could not find any evidence of 
the specific event described in the concern. Scenarios Involving 
system breaches were Identified; however, it was determined that HP 
and Modification personnel had adequately performed their required 
tasks and did not reveal a lack of knowledge of the system contents 
prior to breaching the system. HP personnel had treated these 
systems as potentially contaminated and required protective 
equipment and designsted work areas until HP would verify the area 
and system were clean based on their surveys after the breach was 
made. Additionally, interviews with Modifications personnel did not 
reveal any negative statements about the adequacy of HP personnel 
knowledge of plant systems, and further revealed that HP had 
established conservative protective requirements as detailed in the 
RWP. A Modifications supervisor also stated that he considered his 
personnel responsible for determining contamination sample points 
before breaching a system, understanding what contamination may 
exist, and knowing the potential leakage paths. Neither HP nor 
Modifications personnel considered Operations personnel responsible 
for informing craft workers of system's contents. This evaluation 
concurred with the findings of the NSRS report.




