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Concl usi on

The issue was not verified as factual.

| ssue 311.04-9 - Adequacy of SON HP Program (M scel | aneous)

SON

This issue covered eight items of concern relating to the adequacy
of the SQN HP program  The issue involved the inplementation of the
program lost sources. monitor locations smears, and air sanples.
ne iteminvolved charges of intitiidation and harassment and was
referred to the office of the inspector general. None of the other
seven items were substantiated. Their findings are discussed bel ow

The itemthat TVA lacked the ability to run an HP operation was not
substantiated. |t was determined by review ng procedures and

audi t s/ eval uations, observing inplenmentation of the instructions,
review ng program docunentation, performng wal kdowns, and'
interviewing HP personnel that TVA did not lack the ability to run
an HP program Past NRC reports had given radiological control
satisfactory and high level of performance ratings. [INPO had also
identified a Good Practice inone of their evaluations

Additional ly, the HP program at SON i sunder the direction of an
i ndividual who meets the qualification criteria for the position of
Radi ation Protection Manager as required by Regulatory CGuide 1.8

The itemon an unreported loss of aradioactive source was also not
substantiated. 1t was found that procedures provided guidelines for
source inventory and control and that the sources were routinely
inventoried on aweekly basis and documented accordingly.
Inventories from 1985 and 1986, which was the tine frame of the
alleged incident, were reviewed with no discrepancies being found

I naddition, this evaluation made an independent survey of the
source locker and verified that all sources were accountable. In
addition, interviews with HP technicians indicated no recollection
of amissing source as described inthe concern.

Radi ation monitor. not being |ocated according to procedure ASIL-3
was also not substantiated. The attachment to ASIL-3 contained a
list of the radiation nmonitors and their location. Two HP

techni cians who had conpleted performance verification sheets within
the last year stated that all nonitors were I nthe proper

locations. Additionally, a randomverification was performed by

wal kdown and found that those monitors checked were located in
accordance with ASIL-3's attachment.
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The items concerning smears being thrown into the trash and the
snears counting area being used as an eating area were not
substantiated. The evaluation for these items consisted of
interviewing HP field operations personnel and observation of the
counting facilities and review of applicable procedu~res. It was
determned that smears were handled on a designated countertop in
the counting roomwhich isposted as aregulated area (i.e., no
eating, drinking, or snoking allowed). Cher areas of the count
roomwere not regulated areas. The HP lab counting roo% and

regul ated countertop were required to be surveyed daily. Any
contam nation found i nthese areas were required to be imediately

deconned. Snears were required to be placed i na "contannated
material" container and not innormal t-rash receptacles.

The item of concern about air sanples being taken inproperly (i.e.

at floor level) and respirators not being worn i nhigh contamnation
areas was not substantiated. It was determined through interviews
with HP trainers and training supervisors that technicians were
instructed on the placenment of air sanples to achieve a
representative sanple of the workers' breathing zone and inthe

avoi dance of contaninated surfaces. Random observations of
technicians pulling air sanples revealed proper sanpling practices
Al technicians observed were also know edgeabl e of the required
task. I nregard to the use of respirators i nhigh contanination
areas, itwas determned that guidelines have been established for
respirator usage i NNUREG 0041 and were inplenented at SQ\.

Contam nation levels which exceeded 10,000 dpmwas the basis for the
use of respiratory protection. Randomy selected RAPs were reviewed
to verify technicians followed the guidelines provided i n HP
procedures. Al RWPs reviewed net these guidelines

The last item of this issue dealt with HP technicians not covering
the air sanpler heads before and after exiting areas that were
nonitored. This itemwas not substantiated based on intfi.rviews with
an HP supervisor and reviewi ng applicable HP procedures. There were
no requirements for covering air-sanple heads before or after
sanpling. Technicians were taught to avoid cross contanination of
the sanple filters; however, the method at acconplishing this was
left to the discretion of the technicians. Cbservations of
technicians pulling air sanple revealed proper sanpling technique.

I nthe event cross contamnation occurred, the resulting air data
woul d err ina conservative way and woul d not conpronise worker
safety.

Concl usi on

This issue could not be verified as factual
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3.5 FElenent 311.05- ALARA

I'ssue 311.05-1 - Wnning ALARA Suggestions Not Inplenented

BF11

The concern inthis iosue sited three specific items where

nodi fi cati ons had not been inplenmented based on winning ALARA
suggestions. The first suggestion dealt with a piping nodification
to drain to a sunp/drain external to the area and was not
substantiated. No evidence was found inthe ALARA files due to the
vagueness of the concern; however, the ALARA group had inplenented a
programthat addressed this type of problemsite-wide through the
use of two methods of contamination control. These nmethods would
help elimnate the occurrences as described by this suggestion.

The second suggestion involved installing shielding between the Fuel
Pool Cooling Heat sExchanger and Reactor Water C eanup (RWU) precoat
area and was al so-not substantiated based on the findings of the
investigation performed by the AUARA staff which detailed a
cost-benefit analysis of the suggestion. The analysis had weighed
several factors which included average manhours spent inthe area,
average exposure rates, initial cost of inplenentation of the
suggestion, and the tine required to recover that cost. The results
had indicated that it would hot be cost effective to inplement the
suggestion at that time. This evaluation concurs with findings of
the ALARA staff.

The third suggestion was inregard to relocating the drywell control
air suction filter blowdown valve to outside the drywell and was
substantiated. Corrective actions are inthe process of being

eval uated at BN. Based on a review of the ALAIRA files and case
histories and interviews with AURA personnel, this suggestion had
been recommended to be inplenented. However, due to the lack of a
response to several correspondences sent to the Electrical

Mai nt enance Section requesting their review and investigation of the
suggestion and the lack of a tracking system by the ALARA staff, the
suggestion had not been acted upon or inplenented. The ALARA staff
had been devel oping several nethods to track ALARA suggestions to
prevent problens of this nature inthe future, which included the
devel opnent of a conputerized tracking system and addressing
suggestions which show no progress of Inplenentation inthe ALARA
conmi ttee nmeetings. Suggestion #3 has been scheduled as a review
topic inthe next meeting for inplenentation and corrective action.
CATD 31105-BFN-01 and -02 were issued to address .his problem

JRL
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Concl usi on

Concern #3 of this issue was factu al didenti46 prbles f~, >- I ki

which corrective action is being taken-is a-reult Of an em*oy-e
concern eval uati on. - .-

| ssue 311.05-2 - Hazards Associ ated with Mhwal 00rs.

VBN
The two concerns regarding personnel safety in epenin the nvny

door at the bottom of the steam generator was substant 1Ate*i-a
previous investigation by NSRS (Report No.--45-558-SQN) and to
ALARA review (No. 001-86); however, corrective actions had been

inpl emented by VBN. It was determined inth*-NRS -!rport thit the
present nethod of renmoving bolts fromthe pritary mai vwayconeri was
hazardous and increased radiation exposure time. The newtensioning
net hod desi gned by Westinghouse (WB-DCR-652) woul d requti oe
considerably less tine (20 manhours) to conplete-and wotl d-4chieva

| ower doses for the personnel involved. Additionally, it W&*
reported that the problenms associated with thebrenoval -of the mandway
covers was conpounded by working in cranped environnents (i.e. steam
generator platforms). WB-DCR-629 was witten to nodify the
platforms to provide nore space and al |l ow equi pment to be
transferred to other generators thereby minimzile the-o0" Shbility

of equi pment dammge, personal injury, and reducing exposure tin.
ECN-6115 was subnitted for the installation of the DnOw4-0 ptent- r
the platforns. The ALARA review supported the fact Zthe a
significant amount of radiation exposure time would be redu*diwith
the use of other methods to open and close the cover& This

eval uation concurs with findings of the NSES and-ALAta review. CATO f
31105-WBN-OL which will inplenent nodification of the steam -Rt
generator platform CATD 30108-WBN-01 was issued to track the new |
stud-tensioning device.

This evaluation also determned that Mechanical Mintenance was
revising M-68.7 to caution personnel to stay clear of the swing arm
when the covers were being raised and | owered.
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The two concerns regarding personnel safety i nopening the manway
door at the bottom of tlie steam generator were substantiated ina
previous investigation by NSRS (Report No. 1-85-558-SQN)-and
corrective actions have been inplemented at SQN. It was determ ned
intheir evaluation that personnel safety was asignificant issue in
handl i ng manway covers because of space constraints, weight of the
covers, and restrictive protection clothing. The investigation by
NSRS had referenced a schedule for inplenenting a stud and nut
configuration for securing the steam generator covers. This
substitution was expected to elinibate problems seen with the bolts
presently used and reduee the time required to install the manway
covers. Site services at SON had stated that contracts-would be
issued for this configuration inthe imediate future. Furthernore,
SQN was investigating the use of electric hoists for handling theo
manway covers. I naddition to the proposed design changes, a new
manway shield was utilized which has been effective i nreducing
exposure rates at the steam generator openings. Site Services also
had studies underway to explore other mechanisns that woul d enhance
the safety and reduee closure times. This evaluation also
determned that ALARA preplan reports 85-063 and 86-020 adequately
inplenented the requirements of RCI-10 inregard to precautionary
actions taken to reduce personnel exposure. This evaluation concurs
with the findings of the NSRS

Concl usi on

This issue isfactual and identities aproblemit both $ON and WN,
but corrective action for the problemwas initiated before the
enpl oyee concerns evaluation of the issue was undertaken.

Ceneric Applicability

This issue was eval uated at SQN and WWN as the steam generator
designs are essentially identical. It was found at both plants that
the adequate corrective action had been initiated prior to the ECTO
evaluation. No other site evaluations are necessary, as the steam
generator design at BL isdifferent and BFN has no steam generators.
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| ssue 311.05-3 - Time Required to Repair/Recalibrate Instrumentation
WBN

Two concerns were evaluated for this issue at WBN. The concern
raising an ALARA question about repairing and calibrating process
monitoring instrumentation equipment ina potentially high radiation
area was substantiated inan ALARA Revi ew 86-X1016; however,
corrective actions have been inplenented by VBN to correct the
problem It was determned inthe ALARA review and by observation
that the instrunentation mentioneO inthe concern was |ocated in a
potentially high radiation area at VBN based on radiation data from
SON and FSAR, Volume 12. The relocation of the panel was schedul ed
to be discussed by the ALARA committee to deternmine the responsible
action party. This evaluation concurs with findings of the ALARA
review. CATD 31105-WBN-02 was witten to obtain current status and | R1
schedul e for noving panel O L-14.

The second concern involved the tinme required to repair or' calibrate
equipnent inthe Unit 1 raceway and was substantiated in a ALARA
Revi ew 86-009; however, corrective actions have been inplemented by
WBN. The findings of the ALARA review determned that by replacing
the transmitters mentioned in the concern with newer, nore reliable
equi pment as described in WB-DCR-597, 48 nmanhours woul d be saved per
calibration. The current equiprment also had a high failure rate

whi ch woul d have increased the exposure received due to repair

work. ECN-6005 was issued to install the new equi pment which will
make calibration and repair work nore efficient, thereby reducing
radi ati on exposure time. The current evaluation concurs with the
findings of the ALARA review. CATD 31105-WBN-03 was witten to track JRL
the closure of ECN 6005.

Two concerns were also evaluated at SQN for this issue. The WN
concern involving recalibration of the level transmtter located in
the Unit 1 raceway was not substantiated at SQN. It was deternined
by visual iispection and roeiewi ng survey data and RWP tineshoots
that panel 0-L-14 was not located ina high-radiation area. There
was also no evidence of action levels established in RC-10 being
exceeded which woul d warrant ALARA eval uation or constitute an ALARA
concer n.
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The second VaN concern involved the tine required to repair and
calibrate process nonitoring instrumentation ina high radiation
area and was not substantiated based on the |ow exposures received
for maintenauce and calibration of the level transmitters. It was
found that radiol ogical survey data indicated that the referenced
activities involved personnel ~exposure levels too lowto be

consi dered ALARA concerns. Therefore, no ALARA eval uation was
war r ant ed.

Concl usi on

This iscue at WN was factually accurate and identified a problem
but corrective action for the problemwas initiated before the
enpl oyee concerns eval uation of the issue was undertaken. This
issue at SQN could not be verified as factual.

Generic Applicability

This concern was eval uated at SQN and WN due to this simlarity
of design and layout. No other site evaluations are necessary.

| ssue 311.05-4 - Unrestricted Access to Hith Radiation Areas
VN

Two concerns address the issue of unrestricted access to potentially
high radi&lon areas at WN. The first concern involved the area of
the RCS loop penetration through the reactor shield wall and was
substantiated i nthe ALARA Review 86-005; however, no corrective
action was required. The AURA review indicated that instructions
did exist concerning high radiation area posting and requirnents
for entry inside the polar crane wall area. Instructions ICl-14 and
Techni cal Specification 6.12.2 both stated that for high radiation
areas (greater than 1.000r/hr) accessible to personnel where no
encl osure coul d be reasonably constructed around an Individual area,
then that area should be barricaded, conspicuouslyposted, and a
flashing light should be activated as awarning device when the
reactor isat power; the Plant Manager will also review and approve
any |ower containment estry before an Individual isallowed access
to the high radiation area. An Interview by this evaluation
confirmed that HP will also provide constant coverage for these
entries and Public Safety will guard containnent entrances. This
eval uation concurred with the findings of this report.
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The other concern inregard to the area of the return air duct from
the regenerative heat exchange inside the polar crane wall was
substantiated by an ALARA Review 86-003; however, corrective actions
have been inplemented to prevent unrestricted access. Thi ALARA
review deternmined that the return air ducts for the regenerative

heat exchangers could be reasonably barricaded with agrating inthe
shape of a T-bar that could be positioned to satisfy requirenents in
radi ol ogi cal control instruction RCI-14 and Technical Specification
6.12. Additionally, itwas found that alocking device needed to be
installed on the grating that covers the opening i nthe neor of the
regenerative beat exchanger. However, the RC S-1oop penetrations in
the reactor shield wall could not reasonably be barricaded due to
possi bl e novenents caused by thermal expansions and confined space.
I't was also stated that HP personnel will provide constant coverage
and post the areas as required by procedure. This evaluation
concurred with the findings of the ALARA Review. CATD 31105- WN-04
was Witten to obtain the status and provide a schedule for the T-bar
installation.

Concl usi on

This issue i sfactual and identified a potential problem but
corrective action for the problemwas initiated before the enployee
cencerns eval uation of the issue was undertaken.

CGeneric Amolicabilitv

This issue was discovered at VWWN as an A A concern based on the
experience gained fromSQN. DI X and 511 are not simlar indesign
and therefore eval uations were not necessary.

| ssue 311. ®-S - Safety Hazards Associated Wth Access to Val ve

The concern addressing the need of relocating valves on 818
accumulators to reduce the safety hazard and exposure tine was
substantiated i nthe WN Access Survey; however, corrective actions
have beea inplenented. This evaluation concurs with the WON Access
Survey. Additionally, a Hatard Assessmet Workseet |N-006-1S was
performed on this issue. ised on the Access Survey, it was
deternmined that before mal ntenance and calibratioe coold be
performed on the SIS accunulator valves, carpenters and stemfitters
were required to performtheir tasks in confined spaces ti the upper
accumulator room. Instrument maintenance had suuested Ming the
valves to a lower, nore accossible location which reduced potential
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scaffol ding accidents and reduced exposure time. As aresult. WD

DCR- 633 was issued for new interfacing of the SI'S accumul ators which

woul d rel ocate the accumulator level Tnstrumentation, reduce manhour
expendi ture. and limt potential radiation exposure. By relocating

the valves and instrunentation to anore accessible area. the need

for scaffolding and the associated safety hazard would be elimnated. Il
CATD 31105-WBN-OS was written to track closure of DCl-633.

Concl usi on

This issue isfactual and identifies a problem but corrective action
for the problemwas Initiated before the enployee concerns eval uation
of the issue was undertaken.

Generic Agnlicability I

Thi's concern was eval uated at WN only. However, the issue was also I
eval uated at SQMunder concern IN-15-159-001. This concern was not I
eval uated at 5IN or Bil due to the absence of valil, safety related I
findings at WNor SQ. Additionally, it was found at the

subcategory |evel that access problems are likely to exist at all

sites. Therefore, corporate action will address this possibility,

precl uding specific evaluations by Operations at [Nl or RL.

|ssue 311.05-6 - Genseic - LLM Prosram

INPO, in lay and June of 1SI'S, conducted a Construction Project

Eval uation identifying that the TVA W1z LLAI A design review

program needed to be expanded (Fieding DC-2-1). The | WO finding

stated "the radiation protection section is not reviewng all
appropriate project drawings to ensure that LLAA considerations are
addressed.” As a result of incomplete reviews, s@me €egipmet was

being |ocated unnecessarily inhigh radiation areas which violated
Safety Evaluation Reports cemitments 12.00? and 12.005. TVA Agr eed
that improvement in this area was needed. As a result, an ALAA
"Gineoring wal kdown of Unit | at WIN wes performed to met

com tnent of the NtC Deviation which stated, "complete the review

of plant wakdeow of Unit | to ensure that ALAIA problem durlg
operations are sinimised.” VWN QA al so performed the AUIRA wslkdoew

i nresponse to a Plant Conpliance request to verify adequat e

completion of the NP wakdoew.  There were 1l LAUA concerns
identified. NP at WN is currently review ng the ALA concerns to
detemine their disposition. CATO 3110S-VIU-0 was Written to track 111
the closure of the NRC deviation I
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The NQAl enphasizes reviews of ALARA-related DCis/ECNs, and FSAR
Vol . 12 commits the ALARA programto assure that specific

admi ni strative documents and procedures "enphasize the inportance of
ALAEA through the design, testing, startup, operation, maintenance,
and decormmi ssioning phases of TVA nuclear plants." The AL&RA
program adequat el y addresses these commituents inA-2.7.1, 3.5,
RCI-1, and the Radiological Protection Plan (RPP). These procedures
enphasi zed AULRA-rel ated reviews of DCRs, plant procedures, pre-job
pl anni ng, purchasing, contracting, construction, maintenance, and
operating activities.

A review of NIC and Nuclear Quality Audit and Evaluation (NQA & E)
Branch Reports was conducted regarding the SQ AULRA program The
NRC reports indicated weaknesses inthe SQN ALARA Committee reviews
of pre-and post-job assessnents and the enpl oyee suggestions
program Thtse item wll be reviewed by NRC in a followup

i nspection; however, inregard to the ALRA programat SQN, no

viol ations or deviations were identified.

The QA & | audit reports revealed four deviations inthe Al Ar
programat SQN. The first involved the lack of incentives and
encouragement for enployees to participate inthe enployee
sufgestion program In item#2, it was found that annual ALARA
reports were not issued on time. Item#3 related to the ALURA

Prepl anning Reports requirements not adequately addressing

Regul atory Guide 8.8 requirements, and the last deficiency dealt
with record retention of EWs and ALARA reports. A CATOwas witten
on each of these deviations for |ine managenment response (3110S-SQ -
01. -02, -03, and -04).

Al though VIC and IQA and E audits indicated several problens in the
SQ AURA program this evaluation concluded that within the scope of
the concerns assigned to this element, the ALARA programwas effective
and adequate inidentifying ad sinializing radiological hazards.

Concl usi on

This issue isfactual and presents a problemfor which corrective
actian is being taken as a result of the enployee concerns
eval uati on.
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3.6 Elenent 311.06 - Health Physics. Cothing, and Protective Ecui pnent
Issue 311-06-1 - Leave Site Wthout Mnitoring

wen

The SON concern inregard to personnel leaving the site wthout a
final check for contam nation was a statement of fact; however, it
was not a problemat WBN. Due to the status of operation at WN,
there were no contamnated areas inthe plant. It was also
determned that there was no requir.ement for perforning a final
check for contamination before Ieaving the site.

The concern stating that personnel can leave the site without a
final check for contamination was not substantiated. SQ's HP
Departnent had provided Instrumentation throughout the plant for
workers to monitor thenselves for contamination inthe form of
portal nonitors and friskers. Inaddition, a permanently manned
control point was staffedwith HP technicians to observe and control
personnel and equi pment exiting the regul ated area. Adninistrative
controls were also found to reasonabl?/ ensure personnel were
nonitored. Inthe event an individual deliberately bypassed the
moni toring process, the individual was subject to having an

Radi ol ogi cal Inspection Report (I11) witten and corrective or
disciplinary action taken.

Uar
The concern in regard to leaving the site without nonitoring
evaluated at WIN and SQ was not substantiated at M. |t was

determined by a physical inspection of tte plant that monitoring
systems were utilized to prevent the spread of contanination when
esiting C-zones and regulated areas. In addition, portal moniters
were located in the gatehouse exits to monitor personnel leaUig the
controlled area. Based on "aintervieww th NP personnel,

additional frisking systens are provided to ensure a final
contamination check at the gatehouse exits i nthe event portal
nmonitors were out of service.

The saen concern was not substantiated i nthe evaluation for BLN
There were no contamnation areas at BIL due to the status of the
plant; therefore, there was no need or requireeent for nonitering
before leaving the site.
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This issue could not be verified as factual at any site.
[ ssue 311.06-2 - Lack of Portal Mnitors at Plant Exits il
USI

The SQ concern stating that no portal nonitors exist at plant exits
was a statement of fact at VIW; however, it was not considered a
problem It was determned that since WO had no contamninated areas
because of its status, no requirements for nonitoring at plant exits
exi st ed.

The concern that no portal nonitor exists at the plant exit was not
substantiated. It was determined by visual observation that there
was a portal nonitor at the plant exit. Hlenver. the use of this

monitor was not mandatory and there ware no regul atory, TWA. or 300
procedural requirenments for its usage. Portal monitors were placed
there for the benefit of concerned employees and to provide a
greater confidence i nthe radiation protection program

arm

The SQV concern evaluated at SIN i nregard to lack of portal
monitors was not substantiated. A portal nonitoring systemwas
observed to be in place and operating at the plant exits in
accordance with FSUl I P. Two identical portal nmoters ware
locat9d in sech plant gatehouse. Is the event the moniters wMre out
of service, HP personnel stated that additional friskers would be
provided to esuore a final check.

The same S concern was evaluated at IL  and foud not
substantisted. Portal nonitors were got needed or required at ILX
due to the status of the plant (i.e., no radiation or cetminatios
areas).

| Tf
This issue could not be verified as factual at ian plant.
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Issue 311.06-3 - Nethod of Collecting Self-teadiat Dosimters

Two concerns wern evaluated at WN involving the use of metal boeso
belan used to collect selt-readtng pocket dosimaters which could
cause the dosieters to be knocked off-scale. Neither cosce s wom
substantiated at WON. It was fond that the collectios boxes at ti
were Used on the bottom with a foesm/spone material and woen
designed to allow desimlters dropped into the box to roll deem an
incline to the bottem. Exmination of dosimeter reedina records for
WI showed so evidesce of dosimeters being knocked off-scale.
Additioally, if the dosimeters wre ksocked of f-scal e sad ea
Individual did not record his dose os bts dose caud. as isdividusls
| TD would still provide the official dose record.

The concern stating that self-teadiag pocket dosimeters were
collected in ametal box was factual as Identified by a TA
Radiological Health Staff Liae Report. The lise report also stated
that pocket dosimeters wore so |eeoger beig Col lected is drop bases
but wore telat  stored in ILOdosimeter hadge racks i sa specific
slot ideatified by TLO numer. In the past, off-scale reediags were
reported i onsly .011 percent of the total dosiuetors dropped at
SON.  This eval uatios contorted witk the findiags of lite report.

The MX coscera regarding the cellecties of dosimetars in metal
collection boses was a statemest of fact at No3 bet ow sot
considered a problm. It was feud that collectiea hesse at we
Vero collected to a fren padded metal hox Wich woid redce the
possibility of the dosimeter going off-scale. altbhey oft-scale
dosiseters had bees tursned ito  DosiNetsy, e actual au6el
attributed to belng dropped is collecties bone cneld aet he
detorsined. Off-scale dosimeter roadig. result Is as lvestigatieo
Nd determimtis of as iadivideal's actual doe" by readingthe tbe
wars by the ladividual.

This Issue was factually accurate, bot what it describes is set a
prodem,

—
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Issue 311.06-4 - Use of Fece flesks

The concers noting that same persowel were required to ware fcee
masks while others is the some res (iscludig WP) wre not, was
substantiated as a statsmut of fact; however, so corrective actioi
wire reqired. The occurresces described Is the concern had
occurred at 141 but wre justifisble based os the coaditiess
detailed e the applicabe Afts. Respirator u*Se was based s the
Job assiment and set necessarily.the are# whete the work was
performed. Dos em itltervuiew a review of procedure, audits, OW
other documntation, so ovideme Was foued to coaclude that the So
lespirstor  Protectioe frogrm Wea got properly and professieoally
admisistered is accordece ith all alplicable requiruueats. Is
addition, interviews with techmiciess revealed that they were

ere of protective eogsipset requiremosU Oi mnow *djustants to
respiratory usage is as ares |f required.

This Issue was factually accurate, but what Is describes is set a
problm. B

&sU 311.01-8 _f*aailkilitv of e"-I-si—d-§le

ITe SON ceaers reardiug Net hauvig e~augh C-sose 8leve is the
small-aie was set Substasatlted at W. At the tine of the
ovlatlee, the erdotig process fir C-See glows k" sot bem
Inlemeastod.  lewever. specificatiees for prtetctive clothigg kad
ben developed which iscluded various sites of loves.

The cocer rogwaldg the lack of ~w m Il-iteglome was
sbtastiateld at Son'swevme, Gerretlve octies were - t"emeeted
after the problm resulted In " lgjuvy. It was det"ened that a

S off the Icidest which laelyed the *sae of glove" that
wre tee large, smaller lifes were 041s1804 at the site. It hAd
bee indicted is " istorvie, that it was lot practical to eoder

esooy sieo #laog, seoll the m otcoes sltes were eedr d. It
was foud that SON power'teres sew stock the mialer asoe A that
there Moe bem so other safety iideet,# regarding themem of
gloeee.
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The SON coacern evaluated at OlWiavolvimg the lack *f purchosing
smaller size Slaves wse not SuOMtestlatod. It we detenWosd that
the Sove sise ordered at IN bad be" adequate eid that of requests
for ordertig additiopel sizes bad b received by vuildiag
Serices. lJie coplaints coseeerag if ufficiest juotittes ef
various size geiees were identified beg"d e interniews with
cepizsut persoevl.

the saw SOl cescen Wa evau'aa at | ad deteom od *aet
substutlate . ?be delayed cadititiD of the plat bed dictated that
C-2eee cletbiag Items iscludig gleves were net to be Ordered at
this tive. Therefore. the pirblew of met orderilog mailer sized
gloves could set be evaluated.

At SQ.. this issue Wa factual OW ideatlfid a preblon, bit
corrective actin foe the Ireble Was Initiated befr the WeOeyee
coceuos evaluatloe of the Isme was ua e'-. At all ethe
sites, the isme could set he verified a factual.

Issue 3]1.".& - Ina et Ouer 6lavs

nh | cocer rgardeig the reuse #0f geotmalted e"ter lofe* wae
prri y ﬁvetl%\ted % 11 t3e.rtgl45-6*-|s). It we Oe
suhetastia at M. There wr emgeatlua Jdrea et
there! Jae re wee a. assoaltted dait g bet" Geate ea
laudered. Procedwres for lausre” eret eod certasiatife
ceatrel at  UNvere beta# dovelope at the time af this eealualea
MWd Vi es lish cet9gMieS  dmts ikeceadG Witk
goldells amd TWA precedures.

The ceeoro re" dle the i of etmtolvato ester 810M wes
sotstlassttod, as a stat et of fat to a previoes lovedltigtles by
m lept [-eSAt*.t" | however, It was *eet side'i4 a

priog. The Ifetitleatt detaolaed that the 1e€0e) of fliwd
o900tin"altls  we rigMest~rilbd leldels (W 4110001d PS040

€elthlst a required by the ML  This was bash e a rauwm

of CSa &109%eMd\ece caera It wes alOwi that the reuse
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of such lev. with f(isd cotulmtiom at established levols was
nmet (i to repreeset "issffielat atteetift to detail' as
described i sthe concern. Neovor, NIM did recemend that GT
lesseo plams be revised to better esplals flied coetaminatio levels
to workers. It was demenmsd by reviewing the applicabl e leoses
pleas that Traiimin  ad node revisions to the applicable OU WP
course". This evaluation cesuurred with the fiadiass of the On

report.

The So concern Is regard to the rotse of oete sileves we fsctial Il
bet met considered a probe e at M1. It we detondsod through
interview aud review of applieable preceduros sad reports that
protective clothing was surveyed by the | audry nositering system

sad/or teebtlcism before belig released o rouse. Trip points

were eot O medlters to ensure costeelmiatio levels e protective
clothing did net violate pleat prscedures. Is addities, randem

sur#e=s of protective clothing wore also performed €' the stocked

shoel I sthe plant to enws costenisatiom levels were vithis
acceptable limts.

At « 9sad 1. the issue we factually accurte, bet what it [l
describes it nmet & problm. At |. the Issue could sot
he verified a. factual. B

Iss-e 311.0-7 - Past Accident £--lim lees

?he cocers statlet the post accident ale roes we too Small to
dresset we previeosl Ivosatisted by limo manage nta | sa
We Nmt substantiatod. It wae deotoNdid that the Poet AC dei nt
Slplieg acility Pr ) Was neither dosigmed to dressot, mor wa
it Intened that dresset he o wcpl"$"1l there. It Weas&o foomd
is this evallaties that traisie for rPa activities Imnluded

QirgueS t 1s a desinated WreO before eatetrig the Adilsrl, [INe1410
bieth contained the PA"o. This vluelatife colcurrod with the
filediegs of the flme asagemest report.

This live, could not b verified " factul.
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| ssue 311.06-8 - Unavailability of Czen. Cothing

The concern over the availability of proper C zone clothing for
entering the Condensate Denineralizer Waste Evaporator (CEVE)
Bui | ding was not substantiated. It was observed during a

wal kt hrough inspection that protective clothing was readily
available for entering the CWE. Cothing bins were found at the
706-foot el evation entrance to the CDVEE Building and were stocked.
An intervieww th a Building Services enployee did reveal, however,
that they did not routinely stock the clothing bins at the 706-toot
el evation but were typically stocked by individuals for their own
use.

Concl usi on

This issue could not be verified as factual.
I ssue 311.06!- - Location of TLD Badze Racks
WN

The concern regarding the location of TLD badges near tbe main stem
lines was a statement of fact at VWN; however, it isnot considered
a problem TLD badge racks were found at the Dosinetry Issue
Bui I ding under the main steamlines. However, due to Lhe status of
WN. it was deternmned that there was ne chance of a primary to

secondary |eak that would affect TLD badges. Based on interview
with K? and Dosinetry personnel, itwas stated that an alternative

location for the badge racks and plans for separate Dosinetry
bui | di ng were being eval uat ed.

Concl usi on
This issue could not be verified as factual.
I ssue 311.06-10 - Unrepaired C-zone C ot hint

WIN

The SQN concern stating that C zone clothing were not being patched
by the laundry was not substantiated. There were no contam nant
areas at WN which required Czone clothing, therefore, no C zone
clothing was generated.
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The concern noting Czone clothing were not being patched by the
laundry was substantiated, and corrective action was required.
Visual inspections of Czone laundry and interviews were conducted
with laundry personnel. Although it was possible to find C zone
clothing with holes, it was apparent that the laundry did routinely
patch or repair damaged C-zone clothing. A random sanple of 21

| aundered C-zone clothing reveal ed that 8 were patched, 11 had one
or nore holes of less than 112 inch diameter. Based on the ract
that half of the items surveyed were found with unpatched holes,
this indicated that the plant's efforts to naintain serviceable
C-zone clothing were inadequate. However, it was stressed in

menmor anduns and training that each worker had the responsibility to
ensure the serviceability of his protective equipnent. CATD 31106- | R1
SON-OL was witten to identify this problemto |ine nanagenent.

BFN

The SON concern inregard to unrepaired C zone clothing was not
substantiated at BFN. Based on interviews and review of NRC and

I NPO inspection reports, |t was determined that protective clothing

was surveyed and inspected i naccordance with radiol ogical control
instructions before being released for use. No sanpling was done at JRL
BFN because of the lack of violations (indications) at BFN. No

violations were ldentified Inthe use of protective clothing for the

past two years. For visible defects that were detected, a heat

seal ing machi ne was used for repairs.

BLN

The same SQN concern was not substantiated at BLN. It was
determined that due to the status of the plant, C zone clothing was
not being used or processed by plant personnel. Therefore, no
requirenent for laundry operations existed.

Concl usi on

This issue was identified as factual at SQN and presented a problem JRL
for which corrective action has been or is being taken as a result

of enployee concerns. At all other sites, this issue could not be
verified as factual.
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3.7 Elenment 311.07 - Radioactive Effluents/Uncontrolled Areas

I ssue 311.07-1 - Inadequate Provisions to Protect Personnel from
Radi ation Between Units

VBN

The three concerns that involved potential airborne radiation
releases fromUnit 1 which could affect personnel inUnit 2 were not
substantiated. Due to the status of VBN, there were no known
sources of airborne radiation releases and no observations of
associated activities could take place. However. it was determ ned
that Administrative Instruction, Al-1.6 established interface points
between Unit 1and Unit 2to ensure "the integrity of Unit 1
operation" and to "mnimze potential radiological hazards to
personnel conpleting construction and testing of Unit 2" 1t was
observed that security barriers were inplace to aid i nthe
identification and control of radiological hazards by linmiti' ng
access providing boundaries between areas requiring persona
monitoring and inlimting the spread of contanination. During
normal operation of Unit 1, itwas found that routine radiation
contam nation, and airborne surveys would be taken at the fence
between Units 1 and 2 and i nroons and corridors containing coimon
system piping. Inaddition, continuous air nonitors sanple the air
at designated locations. -The Radiation Energency Plan (REP), GET,
and plant procedures also provided instructions to workers inthe
event airborne radioactivity was detected above the established
limts.

Concl usi on

This issue cot-d not be verified as factual.

I'ssue 311.07-2 _uepresentarive Air Quality Checks
VBN

The concern regarding the number of air quality checks needing to bo
more representative was not substantiated. |t was deternined by
reviewng s rvey results and applicable procedures and conducting
interviews with cognizant personnel that airborne radioactivity
surveys were made on a continuous routine and unschedul ed basis
Surveys were performed inboth inside and outside potential

radiol ogical areas. |Inaddition, breathing air quality tests were
performed to ensure the breathing air met specifications and
requirements of 29CFR1910. No violations of any regulatory
requirements or management policies were identifiled.
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Concl usi on

This issue could not be verified as factual
[ssue 311.07-3 - Inpact on Environment/Public
VBN

The concern inthis issue questioned the inpact of normal WBN
operation on the surrounding area as well as the effect of radiation
on the public was not substantiated based on a previous
investigation by VBN |ine nanagenent and this evaluation. Line
managenent had determined that the WBN Environnental Statenment (ES)
had addressed the inmpact during normal operation of VBN on the
surroundi ng areas which involved land use, water use, fossil fuel
consunption, chemcal effluents, and radioactive effluents. The ES
was prepared for the NRC and made available to the public and other
agencies in1978. In addition, this evaluation reviewed the FSAR
and applicable plant procedures which expressed that during norma
operation of WBN, regular and constant nonitoring of effluents would
be conducted to ensure effluent |evels met Federal regulations and
TVA requirenents for mininizing exposure to the public.

Concl usi on

This issue could not be verified as factual
I'ssue 311.07-4 - Uptake of Radioactive Substances Due to Simlar
Fittings

VBN

The VBN concern inthis Issue identified the potential of

radi oactive substances being introduced into other systems due to
sinmlar connections being used for service air, demneralized water
(DW, and contam nated drain connections and was substantiated at
VEN, however, corrective actions have been inplenented based on
ALARA Review 0291 and NRC Audit 50-390/85-20. Based on their
findings, two possibilities for wong hookup were identified: 1)
connecting a breathing air nanifold to a DWline, and 2) using
contam nated hoses for connecting breathing air manifolds to Service
Air.  The NRC audit recomrended tagging all Service Air lines to
denote "Service Air Qutlet." A random inspection confirned that
they had been tagged and were inspected regularly for conpliance
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To prevent the use of contaminated hoses for connecting breathing
air manifolds to Service Air, HP was revising TSIL-19 to include

requirenents for HP certification of manifold installation before
use, a hold order requirement on Service Air valves and designated
air lines for hookup.- This evaluation concurred with the findings

of these
reports. CATD 31107-VBN-OL was witten to obtain the status of the
procedures being revised.

7 Interviews with Respiratory Protection Supervisors at SQN and BFN

revealed that fittings on the hookup lines and manifold for breathing
air, denineralized water, and contaninated drains are not unique,

however, several precautions are perforned prior to and during use
to prevent wong hookups such as hold orders, HP verification and

tagging. Hoses are clearly marked "Breathing Air Only." No
incidents associated with wong hookups have occurred to date at
VBN, SQN, or BFN.

Concl usi on

The issue was factually accurate at WBN, SQ\, and BFN however, BFN
and SQN precautions are taken to ensure this isnot a problem
Corrective action was taken for the problem at WBN before the

enpl oyee concerns eval uation of the issue was undertaken.

4.0 COLLECTI VE SI GNI FI CANCE

A collective assessment of the element-level findings (Section 3.0) Ied
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 there two sites and dealt with ALARA and with
management accountability as fol | ows:

(a) During the initial design of MBN, there was a |ack of corporate
gui dance and design input criteria with respect to ALARA
consi der ati ons.

(M There is a lack of management accountability at SQN with respect to
the extent QA record requirements should be applied to RAP
timesheets.
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4.1 Insufficient Attention to ALARA Considerations (VBN)

4.2

Wth respect to the first finding. Design Change Requests have ha'
to be initiated to nove process instrumentation and valves in order
to locate themout of potentially high radiation areas. Barricades
or other engineering controls have also had to be added to prevent
access into potentially high radiation areas. Al so, an ALARA

Engi neering wal kdown of Unit 1 performed by WBN QA resulted in 182
ALARA deficiencies being identified. Al of these findings seemto
point to a lack of understanding of ALAPA regul atory requirenents
during initial design. This subcategory level finding regarding
ALARA is sinilar to the subcategory level finding presented in
Subcat egory Report 30500, "Accessibility," In that-report, it is
stated that there has been a |ack of corporate control over initial
design activities and over nodificatica activities relative to
accessibility consideration for equi pnent operation and maint enance
and for ALARA situations.

Lack of Management Accountability (SON)

Wth respect to the second finding, there is a lack of clear
definition of QA record requirements for RWP tinesheets at SQN.
Personnel are trained inGET that RWP tinesheets nust be treated as
QA records. -However, this evaluation found instances where
personnel in the field do not handle RWPs in accordance with QA
record requirenents and it is endorsed by |ine nanagement.
Managenment is not being held accountable for deciding proper policy
and for enforcing it. Also, personnel are being given training

whi ch conflicts with what they see put into actual practice. This
negative reinforcement of training could be sending a subtle message
to enployees that training isprimarily a formality conducted to
nmeet requirements and does not necessarily reflect actual work
practice. Such an attitude could lead to repeated poor work
practices.
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5.0 ROOT CAUSE. PRELIM NARY ANALYSI S

Sections 3.0 and 4.0 discussed the specific findings for each of the

el ement evaluations of this subcategory and their collective
significance. This section presents the results of an independent review
and analysis done on these specific elenent-level findings to identify
the nost frequently occurring and wi despread root causes at the
subcategory level. Patterns,'of recurring findings called synptoms were
derived fromthe elements. These synptons were tested for root causes,
and the root causes for all elenents were then analyzed collectively to
identify which occurred nost frequently.and at the nost sites. Details
of the synptom and root causes derived for each element are presented in
Attachnent D, "Summary of Synptons and Root Causes."

The review and analysis of these synptoms and root causes taken
collectively pointed to three significant root causes for the subcategory:

* Various HP procedures were inconplete or fail to incorporate all
technical requirenents (WBN, SQN, BFN).

* There have been errors injudgement made by qualified individuals
(MBN, SQN, BFN).

* There have been inadequate prerequisites defined to ensure
satisfactory conpletion of various tasks related to HP (WBN, SQN, and

BFN) .

These three root causes derived fromroot cause analysis are supported by
various elenent-level findings at WBN, SQN, and BFN. The first root
cause issupported by the inadequacy of ALARA considerations in
procedures for reviewing initial design at WBN. For the second root
cause, evaluations of training experience for individuals at each of the
three sites were not being submitted by POTC to the COffice Training
Cormittee, and the QA audit at SQNwas performed against Reg. Guide 8.8.
Wth respect to the third root-cause, no prerequisites were inplace for
any of the three sites to ensure training evaluations that allowed
individuals to be hired with previous experience without having QIT at a
plant that had achieved power operation, and the QA audit task at SQN had
incorrect prerequisites.
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6.0 CORRECTI VE ACTI ON
6.1 Corrective Action at El ement Level
VN

A CATD (OP 31100-WBN-01) was issued to VBN |ine managenent regarding
di sjointed paragraphs and missing text fromthe VBN FSAR  An
applicable response to this CATD received fromWBN |ine managenent
was as follows:

"The individual resolution of imediate action for 1-00311 will be
acconpl i shed by Final Safety Analysis Report (FSAR) revision which
will be submitted to the Nuclear Regul atory Commission (NRC) by
March 16, 1987. Numerous inaccuracies inthe Watts Bar FSAR have
been documented under Significant Condition Report (SCR) GEN NEB
8602 and will be generically resolved by a conprehensive FSAR
verification plan. The objective of the FSAR verification is both
an updating to achieve accuracy and the devel opment of an interface
with the change control prograns for design and operations. This
will provide for the maintenance of FSAR accuracy. That plan is
part of the Design Baseline and Licensing Verification Program which
isclearly identified on the Watts Bar Integrated Schedule and is a
prerequisite to fuel |oading."

6.1.1 Element 311.01 - Health Physics Staff Trainint
VBN

One CATD (OP 31101-WBN-0O was issued to VBN |ine nanagenent
to identify the failure of the HP Departnent of not returning
bi enni al feedback questionnaires supplied by POIC in
accordance with applicable procedures.

VBN |ine management responded to the CATD inthe follow ng
manner :

"No Corrective Action required. Feedback forns

del eted from TCT-12 revision of COctober 1986.

1985 Feedback forms were not submitted because Watts
Bar had no trainees in 1985."

Concurrence with this CAP was based on a review of TCT-12 on
Cctober 27, 1986. This review deternined that the

eval uations of training by supervisors was not deleted. The
eval uation method and process was revised which deleted the

feedback form and instituted the requirement for a Training

Eval uation Report. This revision also linmted evaluation to
those sites to which trainees are assigned.
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One CATD (31101-SQN-01) identifying deficiencies inthe

resol ution of feedback questionnaires was issued to SON. The
acceptabl e response to this CATD received from SQN |ine
managenent was as fol |l ows:

"No further action required based upon recent
revisions to applicable instructions as follows:
Heal th Physics Training (Non-GET) Procedure 0202.12
R2, 3/86; Division of Nuclear Training Standard
Practice TCT 12, 10/86; C, HP and Safety Training
Section Instruction Letter T6, R2, 3/86."

In the response, an exanple of a recent evaluation report of
HP technicians' job performance was provided. The report
showed that the in-plant phase of training and inpact of
retraining requirements is being adequately addressed.

BFN (NPS)

A CATD (3110'-NPS-01) was issued to POTC based on the BFN
eval uation identifying that the requirement for the Office
Training Comittee to review and approve a bypass of the
basi c phase of training was not being inplenented.

The acceptance response to this CATD received from BFN |ine
management was as foll ows:

"The objective of PMP 0202.12 isto produce and

mai ntai n technically conpetent health physics
technicians, including technicians qualified in
accordance with ANSI N18.1-1971. Personnel hired
into TVA as fully ANSI-qualified by definition neet
requirements. ANSI N18.1 requires that technicians
i n responsible positions have two years of
experience intheir specialty. In addition, one
year of related technical training is suggested but
not required. The TVA training program Is an
internal program designed for individuals who will
eventual |y become ANSI-qualified but does not apply
to individuals hired fromoutside TVA who are
already fully ANSI-qualified.
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"Thus, we do not interpret PMP 0202.12 to require
training waivers for such individuals. PWMP 0202.12
does require approval of waivers allowing credit for
trainees for certain portions of the training
program Thus, no specific corrective action is
required.

"However, corporate Radiological Control (RADCON) is
preparing, incoordination with site RADCON

organi zations and the Division of Nuclear Training
(DNS), standards on selection, qualification, and
training of RADCON personnel within the Office of
Nucl ear Power (ONP). These standards will be

devel oped and issued by June 30, 1987, contingent
upon the ONP procedure system allowing their

approval and issuance. These standards will
specifically address the issue raised by the concern
and will renmove any residual anbiguity in
interpretation of requirements for education,
training, and experience for health physics
technicians. PMP 0202.12 is being reviewed in
conjunction with devel opment of the standards and
will be revised as necessary to be consistent with
the standards."”

6.1.2 El ement 311.02 - Radioactive Material Control

No corrective action was required for this elenment since the
concerns were not substantiated.

6.1.3 Element 311.03 - Exposure Limts and Records

SN

A CATD (31103-SQN-0O1) was isued to SQN |ine nmanagenent
concerning the handling of RWP tinesheets and correcting QA
documents. Part of the acceptable response to this CATD
received from SON |ine managenent was as fol | ows:

"The QA record requirenents ror RWP tinesheets are
dissemnated to all personnel utilizing the
timesheets via the General Enployee Training (GET)
course GET-002.2, Level 11 Health Physics Training.
During the practical factors portion of the class,
all personnel must utilize the RWP timesheet and are
eval uated on proper tinesheet sign-in and sign-out.
They are also Instructed inthe required nmethod for
making corrections to a QA docunent."
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6.1.4

Heal t h Physics managenent response regarding RWP tinesheet
requirements are included inthe SQN response to the CATD
i ssued for 311.04.

El ement 311.04 - HP Policy, Practices and Managenent Control

SON

A CATD (31104-SQ\-01) was issued to SQN |ine management in
conjunction with the 311.03 elenent report. The CATD covers
the case of RW's not being.handl ed as a QA docunment inthe
field and RIR's not comng to the attention of HP Supervisors
or SON operations managenent. The acceptable responses to
this CATD and the CATD issued for 311.03 regarding RWP

ti mesheet requirements, received from SQN |ine managenent,
were as foll ows:

"Pertinent procedures have been revised to reflect
the current status of determ ning/classifying
RWP-tinesheets as QA or non-QA; however, all
RWP-tinesheets are retained as lifetime records.

"Al-7 Revision 39 incorporated information in
Attachnent 2 beside Radiation Work Pernit Tinesheets
that said "(only when used for dose history
records)." Date of Rev. 7-14-86. Note: Revision
40 dated 8/8/86 and Revision 41 dated 10/9/86 did
not change this Information.

"RCl-14 Revision 5 dated 5/1/86 under Section I11.0
states: "The RWP is a QA record when conpleted and
authenticated by signature and date of the HP Shift
Supervisor." Also Section V.A5 states that "RW
Ti mesheets used for assessment of MPC hours and
nobl e gas skin dose are QA docunments." Section VI
Quality Assurance (QA) restates and enphasizes the
above QA records.

"ASIL-4 Revision 11 dated 5/29/86 added a
clarification to Table | "QA Records Lifetine
Retention Period" which stated beside the RWP

timesheets: "(per Al-7)." But this isunder the
colum titled "Record Title."
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6.1.5

HPSI L-7 Revision 15 dated 5/15/86 states:
"1 V. QUALI TY ASSURANCE

A. 'Conpleted Radiation Wrk Pernmits (RW's) and
RW Timesheets used to track airborne exposure
(MPC hours and skin exposure) are QA documents
and are to be handled in accordance with
requirements of ASIL-4 and Al-7.

B. "Al RW Tinesheets are not QA documents. To
ensure that those timesheets that are used to
track airborne exposures are identified as QA
documents, they will be stanped as "QA Records"”
prior to being sent to the Data Processors.

C. "Al QA docunents will be listed and transferred
utilizing a QA document/record transnittal sheet.

"Recommendation to distribute RIR sunmaries to HP staff has
been incorporated (first communications miled for review
9/29/86) and will be issued each quarter. In the future the
summary sheet will be mailed to the plant manager as a
possi bl e agenda item for his weekly meeting."

El ement 311.05 - ALARA
VBN

Six CATD's were sent to VEN |ine managenent regarding the
status and schedule for nodifications to the SG platforns,
renoval of a panel froma high radiation area, inplementation
of an ECN which will provide nore reliable equipment ina
high radiation area, installation of T-bar barricades, new
interfacing of SIS accumul ator instrumentation, and the

di sposition of each deficiency ldentified inan ALARA

wal kdown.

VBN |ine managenent's response to the CATD
(OP 31105-WBN-01) issued inregard to tracking the
modi fications to the SG platforms was as follows:

"Closure of ECN 6115 will adequately address the
concern in ECSP Report Number 311.05-VBN."
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I n response to the CATD (OP 31105-WBN-02) requesting
status and schedule for the relocation of Panel
OL-14 froma potentially high radiation area, VBN s
l'ine managenent replied with the follow ng:

"The following represents the status of
rel ocation of PNL-O L-14:

1. RAD CON will submit a DCR for relocation of
PNL- O- L- 14.

2. Change Cohtrol Board will review DCR upon
subnmittal.

3. Upon approval by the Change Control Board,
the DCR will be forwarded to DNE for design

changes per ECN.

4. Plant will inplement ECN.

The tracking docunent which should be used is
the DCR. In order to mnimze future simlar
occurrences, RAD CON perforns ALARA reviews of

R“g_dfai gns and nodifications per Al-2.75 and

The response from VBN |ine nanagenent inregard to
the placenment of nmore reliable equipnent to reduce

exposure during calibration/mintenance activities
(CATD OP 31105-WBN-03) was as follows:

"Closure of ECN 6005 will adequately address the
concern in ECSP Report Nunmber 311.05-VBN."

The acceptable response to the CATD (OP

31105-VBN-04) fromWN |ine managenent with respect
to the status schedule for the installation of T-Bar
barricades on return air duct penetrations for the

regenerative heat exchanger was as follows:

"The follow ng represents the status schedul e
for installation of T-Bars on return air duct

penetrations for regenerative heat exchanger:

1. RAD CON to submit DCR to install T-Bar or
equi val ent barricade at penetration to

regenerative letdown HX room wunits 1 and 2.
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2. DCRto be submtted for approval by 2-19-87.

3. This condition islimted i nscope to the
regenerative letdown HX cubicle, therefore a
generic evaluation will not be necessary.”

In response to the CATD (OP 31105-WBN-05) issued in
regard to tracking the new interfacing of SIS
accunul ation instrunmentation, VBN |ine managenent
rerlied with the follow ng:

"Closure of DCR 633 will adequately address the
concern in ECSP Report Number 311.05-WBN."

The acceptabl e response from VN |ine management to
the CATD (OP 31105-WBN-06) regarding the tracking of
the closure of the disposition of each deficiency in
the ALARA wal kdown was as foll ows:

"Cl osure of NRC Deviation 390/85-33-01 and CCTS
No. NCO 85-0257-009 will adequately address the
concern in ECSP Report Number 311.05-WBN. "

SON

SN I'ine nanagenment was issued four CATDs

(31105- SQN-01, 02, 03, 04) based on the findings of
NQAGE Branch Reports concerning the ALARA suggestion
program annual ALARA reports, ALARA program

prepl anning report requirenents, and radiol ogical
safety-related activities docunentation. Although
SON did not issue a corrective action plan specific
to the CATD's, they did provide their response to
the QA audit which was considered an acceptable
response. Their response was as. follows:

"NUCLEAR QUALI TY AUDI T AND EVALUATI ON BRANCH
REPORT
NO. QSS- A-86-0022

Deviation No. QSS-A-86-0022- D02
The SON ALARA suggestion program i s not being

i npl emented i n accordance with standard pra-tice
SQN\- 145.
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"Deviation Details

A. Only one of four ALARA suggestions submitted in
1986 has been responded to. The renaining three
(submtted in February, My, and June) remain
i nconpl et e.

SQN- 145, "As Low As Reasonably Achi evabl e (ALARA)
Suggestion Program" Revision O, Section |11
states, "...the ALARA engineer wll evaluate the
suggestion and should provide awitten response
within two weeks..."

"SQN Response to @SS A- 86-0022- D02

SQN agrees with the deviation. Deviation detail A
states that the deviation was the result of failure to
provide awitten response for the AURA suggestions
within a tw week time period. Experience indicates
some ALARA suggestions require significant
investigation before an adequate response can be
given. Therefore, SQ\-145 was revised on August 14,
1986. the day of the audit finding, to renove
reference to response tine limtations. Even though
the response time limtations have been removed from
SQA-145, the ALARA staff will make every effort to
respond to the suggestions in atinely manner.

"Devi ation Details

B. SQA-145, Attachnent 1 is not being used to
document the response as required.

SQA- 145, Section Il also states, "...the responze

will be recorded on Part B of the ALARA suggestion

form.." (the suggestion formis Attachnment 1).
"Response

SON agrees with the deviation. In this particular
case, the suggestion response was nade on a separate
sheet due to inadequate space for a proper response on
Attachnent 1.

This has been an approved nethod for response inthe
past. In the event additional space is required for
an adequate response, Attachnment 1 of SQA-145 will be
| abel ed "see attached sheet." As of August 22, 1986,
all 1986 ALARA suggestions received contain a properly
docunented response as required by SQA-145.
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"Devi ation No. QSS-A-86-0022-D03

Contrary to the Radiation Protection Plan (RPP), SQN
Annual ALARA Reports are not being subnmitted to the
Manager of Nucl ear Power within 90 days after the
begi nning of the new cal endar year.

"Devi ation Details

A, Site QA staff in survey 9-85-P-007 (Septenber 13,
1985) identified that the annual ALARA reports for
'983 and 1984 were subnitted after the 90-day
limt.

6. The 1985 report was also submitted late.

Radi ation Protection Plan, Revision 2 states in
Section 4.5;

Each site director shall submt an annual

ALARA report.. .within 90 days after the
begi nning of the new cal endar year...

"Response

SON agrees with this deviation. For the purpose of
this audit, no response is provided inreference to
the 1983 and 1984 annual ALARA reports since they were
addressed as a result of survey 9-85-P-007.

The 1985 Annual ALARA Report was initially prepared in
early March 1986 and submitted to the plant manager
for review i nnmid-Mrch. The plant manager requested

a format change for the report which resulted in
further delay. The final report was submtted to the
pl ant manager on March 28, 1986, for approval. The
RIMs tracking nunber was assigned on April 2, 1986;
however, the report was not submitted to the manager
of the Ofice of Nuclear Power until April 7, 1986.
To reduce the possibility of further deviations in
this area, HPSIL-25 was revised on March 10, 1986, to
require submttal of the Annual ALARA Report from the
Radi ol ogi cal Control Section to the Site Director
within 60 days after the beginning of the new cal endar
year. This com tnment should allow anple tine for
managenent review and approval to nmeet the April 1
deadl i ne.
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"Devi ation No. QSS-A-86-0022-D04
SQN's ALARA programdoes not incorporate all the
requi rements of Regulatory Guide 8.8.

"Devi ation Details

A.  \Wen plant groups exceed ALARA goals, no
corrective action isdocunented. Currently there
are six groups inexcess of their goal. No
docunmentation of the reason or any corrective
action tiken was available for review by the audit
t eam

Regul atory Guide 8.8-1978, Section C.l.b.l.c

states that "Corrective actions are taken when
attainnent of the specific objectives appear to be
j eopardi zed. "

" Resuonse

SON disagrees with the deviation. Regulatory Quide
8.8 is a SON reference docunent as defined inthe
Radiation Protection Plan, Rev. 3, and as such no
conm tnents have been made concelLning the entire

i npl ementation of this docunent.

Standard Practice SQA-129 establishes performance
goals for the site and for individual plant groups.
Performance against these goals is reviewed by the
managers on anonthly basis using the Plant
Performance Report. Additionally, ameeting is held
at the end of the fiscal year to review the overall
performance. A neeting was held with the plant
managers on Cctober 28, 1986. One of the activity

i 4ms resulting fromthat neeting was a request to the
Heal th Physics supervisor to provide a summary report
on work activities that had resulted in unanticipated
exposures.

“Deviation Details

B. SON's RC-10 does not include Regul atory Guide 8.8
requirenents for decontam nation, |ighting, prejob

briefing, or review of previous jobs as a part of
the projob report.
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Regul atory Guide 8.8, Section C. 3.a states that,
"...Preparations and plans should reflect the

following considerations:

(5) . .decontam nation...

(6) ..preoperational briefing...

(13)..auxiliary lighting..."
"Response

SON disagrees with the deviation. Regulatory Guide
8.8 is a SON reference docunent as defined inthe
Radi ation Protection Plan, Revision 3, and i s not
required for full inplenentation.

RCI-10, Section |V, states that the responsible work
supervisor shall ensure that all workers are briefed
on the work, procedure, RWP protective requirenents
and special instructions, radiological conditions, and
ALARA considerations prior to the start of the work.
RC-10, Attachment 1, provides a flow chart for use in
conpleting an ALARA Planning Report (APR). Included
inthe flow chart isthe block to "Brief Wrkers."
RCI-10. Section IV also states that "ALLAA"

consi derations which have been proven effective for
repetitive tasks should be incorporated into the

controlling procedures."”

The Radiol ogical Control Branch will issue specific
gui dance regarding the application of ALAIU
considerations for work activities. Wile SQ
believes that our present ALARA planning is achieving
its purposes, any further detailed criteria issued by
Radi ol ogical Control will be inplenen'led wben it is

i ssued.

"Devi ation No. OSS- A-86- 0022D06

SQN is not maintaining documentation of rasl ol ogical
safety-related activities as required by Anerican
Nucl ear Insurers (AN).
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"Deviation Details

RWP tinesheets and AUARA planning reports are not

mai ntai ned as QA records. AN /KAELU I nformation

Bul l etin 80-1A, "Records Retention and Docunentation

of Radiological Safety-Related Practices" (L99 821201
001) states inSection VIII, titled "Wrk Assignnents
(Radi ation Work Permits)":

...t isthe intent of this section to set forth the
records which are necessary to establish where and
when an individual was working in a radiation
controlled area, what he was doing there, the
radi ol ogi cal environment inwhich he was working, the
radi ol ogical controls and eval uations where they were
applied to his working in aradiation controlled area,
and any special requirements or conditions which may
have existed at the tinme. Additionally, the records
nmust show that proper authorization and control of an
individual's radiation exposure was exercised by
responsi bl e plant management i ndividuals.

"Response

SON di sagrees with the deviation. AN /IAELU
Information Bulletin 80-1A is an information notice
and not a requirenment referenced inany SQN
procedure. Tel ephone conversation with ANl personnel
further concludes that naintaining 1WP timesheets and

ALARA planning reports as lifetime records is a
recoanmendati on and whether or not they are designated

as "QA" records isimaterial. It should be noted
that standard practice at SQN i sto maintain all
dose-rel ated records including RW's and ALMAR
planning reports for lifetime of the plant."

FNK

Two CATDs were issued to DIM line managenment. One
CATD (3110S-BFN-001) identified the lack of a
formalized ALARA suggestion tracking system The
acceptabl e response to this first CATb received from
1FN line management was as follows:

“Aconputerized tracking system has been devel oped to
identify the status of each AURA suggesti on.
However, procedure devel opnent and personnel training
will be conpleted by the end of January 1987.
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Exi sting ALARA suggestion information will be |oaded
into the program by the end of March 1987. The now
ALARA suggestion tracking systemw ||l be fully
operational by April 1, 1987."

The other CATD (31105-BFN-002) identified problens
associ ated with Electrical Mintenance's
correspondence control. The acceptable response to
this second CATh received fromBS |ine nmanagement was
as follows:

"I . Electrical Technical Section responded to the one

ALARA suggestion identified as requiring a
response.

2. Electrical Technical Section has already
i mpl enented a tracking systemfor items requiring
response. Items requiring response are given an
assi gnment nunber, assignnent date, due date, and
description (which includes references). This
information along with initials of the
responsi bl e engineer are entered into the
conputer programtracking log. A printout is
generated each nonth. The printout is reviewed
and updated throughout the nonth by the section
supervi sor.

3. Refer to menorandum fromT. F. Ziegler to A V.
Sorrell dated Novenmber 24, 1986, "Browns Ferry
Nucl ear Plant - ALA ASuggestion for Relocating
Drywell Control Air Filter Slowdown Volve - CATD
No. 31105-BFN-(02 (339 361124 892)."

6.1.6 Element 311.06 - UP Facilities. CothinA and Protective

SN

One CATD (31106-SO U-00) was issued to sol line
managenent concerninl  the nunmber of damaged C Soge
clothing articles issued for reuse which reflects on
the lack of attention given to their maintenance and
servizeability. The acceptable response to the CATO
received (rem SQN I'ine managenent was as follow
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"As described i nreference 8 (memorandumfrom 3. Prince
to P. a. Wllace, "SQ\Enployee Exit Interview
Concerns" 8-11-66), the responsibility for ensuring
the workers do not wear torn or damaged protective
clothing lies with each individual. |Inany event, the
Radi ol ogi cal Control Goup has recently taken over the
operation of the laundry. This will allowfor tighter
controls to be established at the working |evel.

"On Novenber 6, 1986, a random inspection of 50 C zone
coveralls was performed. Two of these coveralls were
found to have small (half inch) holes inthem Again,
even though these coveralls are inspected by laundry
personnel during the laundering cycle a small
percentage will still get through, which i swhy
workers nust inspect the clothing thenselves. A large
number of C-zone clothing (principally white

coveralls) was recently disposed of for this and other

reasons. | believe this action elimnated a mgjor
_portion of the torn articles and should resolve this
I ssue. "

6.1.7 Element 311.07 - Radloactive Effluents/Uncontrolled Areas

One CATD (31107-WWN-OL1) was issued to WU |ine managenent
over the current status for updating procedures which
includes requirenents for manifold installation, hold
orders and designated air lines. The acceptable response
to this CATO fromWUJ line maSement was as follow.

"Hi storical Problem Description aMl Prenosed Sol ution
Probl em

Possibility of using contaminated hoses for connecting NSA
Breathing Air Manifolds to Service Air.

Previously Prenosed soletion
Physi cal Changes:

| . Use designated air lines for NSA Ireathing Air
Mani f ol ds.
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2. Change KSA Breathing Air Mnifold input couplings from
Chicago type to adifferent type, unique within the
pl ant .

3. Use an adapter, Chicago type to a different type, to
connect from Service Air to inlet hose for KSA
Breathing Air Manifolds.

Adnmi ni strative Changes:
1. Revise RCI-4 and HP-TSIL-109.
2. Have HP certify manifold installation.

3. Put a hold order on Service Air valves being used for
breathing air manifolds.

4. Have HP control air lines for breathing air manifolds.

S. Have HP control tbe adapter.
"Current Plant Situation

WBN i s a preoperational power plant. At present, there is
no possibility of radioactive fission and/or corrosion
product contami nation of Service Air, Service Air valves,
or air lines. Fuel load Isestimted to be at least two
years' away.

"Necessary Action

Corrective action to preclude the use of contaninated air
hoses for connecting the NSA Breathing Air lanifolds to
Service Air are warranted and nust be i nplace prier to
initial criticality. Until then. there isno hazard.

Upon further Investigation of the previously proposed
corrective action. WN Radiol ogi cal Control ad Coen) has
concluded that aslight modification of the previously
proposed solution will provide acceptable corrective
action. Specifically, |IN Bad Con concludes that as
adapter free Service Air to the inlet hose of the NSA
breathing Air anetfold | sunnecessary. VIM Rad Con plans
to use special designated air lines under the control of
lad Con to connect Service Air to NSA |reathing Air

Mani fol ds. These air lines would have a Chicago-type
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fitting on one end (for connection to Service Air) and a
different type fitting on the other end Ufor connection to
the NSA Breathing Air Manifold). The air lines would also
be identified with a special sleeving material, which has
been secured for this purpose. The type of fitting to be
used on the NSA Breathing Air Manifold has not been
settled. Discussions are underway with NSA at this tine.

I f the solution can be used, no adapter i snecessary to
ensure that an uncontamnated air line will be used.

Administratively, [P-TSIL719 and ICl-4 will require
revision and are scheduled for the second and third quarter
of 1987 respectively. Because corrective action does not
require inndiate inplementation, we propose to naintain
the present schedule for instruction reviowrewite. Wen
revised, the instructions will reflect RAD CON control of
designated air lines for HA Breathing Air Mnifolds which
are identifiable by special sleeving and a unique fitting
on one end. The NSA Breathing Air Manifold will be changed
accordingly. Additionally, RAD CON personnel will certify
correct installation prior to use of the NSA Breathing Air

Manifold. To prevent the inadvertent disconnection of a
NSA Breathing Air Manifold fromService Air, ECl-4 will

also stipulate that a hold order be placed on Service Ar
valves inuse for supplying air to the manifol d$.

*Coftletion ates

Assuni ng changing the coupling on the NSA Breathing Air
Manifold ispermssible *nd a suitable coupling is obtained
before April 30, 1987, MP-TSIL-19 &and RC-4 will be revised
before Septenmber 30, 1987. At this point, all action

shoul d be conpleted."”

Corrective Action at lubcatesorv Loyal

CATD 30S00-NPS-03 being sent to TVA corporate nanagenment under

Report 30SQ0, *Accessibility," adequately addresses the first
finding of this subcategory as presented |ssection 4.0 of this
report. i.e., lack of corporate guidance and design input criteria
with respect to ALARA consideration. The problem of managument
accountability as cited i nthe second subcatoeory-level (lading is
di scussed inthe Operation Category Report as one of the ront causes
found throughout the gategory's major fiedings. oeasvea of this
higher-level treatment of the topic of magement accoontability, ne
svbcatgory-levol CATO ti being issued under this report.
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