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SUMMARY

Scope: This routine inspection was in the areas of operational safety,
maintenance observation, reportable occurrences, surveillance observation,
previous enforcement matters and environmental monitoring.

Results: There was one violation: 10 CFR 50 Appendix B Criterion VI for failure
to properly control an instruction.
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REPORT DETAILS

Licensee Employees Contacted:

W. C.
J. G.
R. L.
E. A.
R. M.
J. E.
T. D.
T. F.
E. P.
S. H.
S. R.
J. G.
D. C.
R. E.
B. C.
A. W.

Bibb, Site Director
Walker, Deputy Site Director
Lewis,. Plant Manager
Grimm, Assistant to the Plant Manager
McKeon, Superintendent — Unit Two
Swindell, Superintendent — Unit One
Cosby, Superintendent — Unit'hree
Ziegler, Superintendent — Maintenance
Schlinger, Manager — Engineering and Modifications
Rudge, Manager - Site Services
Maehr, Manager - Site Planning and Financial Services
Turner, Manager — Site (}uality Assurance
Mims, Technical Services Supervisor
Jackson, Chief Public Safety
Morris, Compliance Supervisor
Sorrell, Health Physics Supervisor

Other licensee employees contacted included licensed reactor operators,
auxiliary operators, craftsmen, technicians, public safety officers, quality
assurance, design and engineering personnel.

Exit Interview (30703/94600)

The residents visited the local area publ.ic document room at the Athens
Public Library on May 21, 1986. The NRC-required files and reports were
found to be in good condition and readily available for easy access to the
general public. Recent NRC reports were promptly filed in sequential order
making quick review possible and practical. No problems or deficiencies
were noted at the public document room.

The inspection scope and findings were summarized on May 30, 1986, with the
Plant Manager and/or Assistant Plant Managers and other members of his
staff.

The licensee acknowledged the findings and took no exceptions. The

licensee did.wot identify as proprietary any of the materials provided to or
reviewed by the inspectors during this inspection.

Licensee Action on Previous Enforcement Matters (92702)

. (Closed) Open Item (296/82-46-04) The inspector reviewed this item with the
plant staff and had no further questions. This item is closed.

(Closed) Unresolved Item (260/78-15-01) The present practice at the plant
uses water or air as permitted by Appendix J. This item is closed.





(Closed) Open Item (259/260/296/82-34-03) The licensee has submitted an
amendment request to their license. TVA BFNP TS 201 Supplement 1 contains
updated organizational charts. This item is closed..

(Closed) Inspector Follow'up Item (259/84-26-09) The inspector toured the
area of the residual heat exchanger rooms and the missing moisture
protectors had been installed. This item is closed.

(Closed) Unresolved Item (259/260/296/85-45-04) The licensee reported the
details of the numerous fuse problems in LER 50/259/85-52. All items will
be corrected prior to startup of a unit and further tracking wi 11 be under
the LER which is still open. This item is closed.

Unresolved Items* (92701)

5.

There is an unresolved item concerning fire protection system deficiencies
in paragraph 5.a, S.d, and 6. Paragraph 5.c contains an unresolved item
concerning the cooling tower fire. An unresolved item in paragraph 9
concerns training.

Operational Safety (71707, 71710)

The inspectors were kept informed, at a routine daily meeting with plant
management, of the overall plant status and any significant safety matters-
related to plant operations. Daily discussions were held with plant
management and various members of the plant operating staff.

The inspectors made routine visits to the control rooms when an inspector
was on site. Observations included instrument readings, setpoints and
recordings; status of operating systems; status and alignments of emergency
standby systems; onsite and offsite emergency power sources available for
automatic operation; purpose of temporary tags on equipment controls and
switches; annunciator alarm status; adherence to procedures; adherence to
limiting conditions for operations; nuclear instruments operable; temporary
alterations in effect; daily journals and logs; stack monitor recorder
traces; and control room manning. This inspection activity also included
informal discussions with operators and their supervisors.

General plant tours were conducted on at least a weekly basis. Portions of
the turbine building, each reactor building and outside areas wer e vi sited.
Observationa. included valve positions and system alignment; snubber and
hanger conditions; containment, isolation alignments; instrument readings;
housekeeping; proper power supply and breaker alignments; radiation area
controls; tag controls on equipment; work activities in progress; and
radiation protection controls. Informal discussions were held with selected
plant personnel in their functional areas during these tours.

"An Unresolved Item is a matter about which more information is required to
determine whether it is acceptable or may involve a violation or deviation.





Weekly verifications of system status which included major flow path valve
alignment, instrument alignment, and switch position alignments were
performed on the high pressure fire protection systems.

A complete walkdown of the accessible portions of the high pressure fire
protection system was conducted to verify system operability. Typical of
the items checked during the walkdown were: lineup procedures match plant
drawings and the as-built configuration, hangars and supports operable,
housekeeping adequate, electrical panel interior conditions, calibration
dates appropriate, system instrumentation on-line, valve position alignment
correct, valves locked as appropriate and system indicators functioning
properly.

In the course of the monthly activities, the inspectors included a review of
the licensee's physical security program. The performance of various shifts
of the security force was observed in the conduct of daily activities that
included: protected and vital areas access controls, searching of personnel,
packages and vehicles, badge issuance and retrieval, escorting of visitors,
patrols and compensatory posts. In addition, the inspectors observed
protected area lighting, protected and vital areas barrier

integrity.'.

Fire Protection System Valve Separation

On April 30, 1986, at 1355 Hydrant ¹20 and fire protection isolation-
valve HCV-0-26-1021 separated from the fire header causing serious
leakage from the Fire Protection High Pressure Water system.

Plant operational events

April 28, 1986 — PM

leading to the incidents were as follows:

An equipment tagout request was processed to
replace Fire Hydrant ¹20 at cooling tower
number 1. The request identified Fire
Protection Valve HCV 0-26-1021-lAT as the
boundary valve for the system maintenance.
The work description was to replace Fire
Hydrant ¹20.

April 29, 1986 — 1040 HCV-0-26-1021-lAT was closed and tagged on

Hold Order 86-225.

April 30 1986 - 1000 Hydrant ¹20 and valve 0-26-1021 had been
excavated and the concrete thrust block
removed to allow removal of the hydrant.

April 30, 1986 — 1345 Fire Pump "C" was started to perform
Surveillance Instruction (SI) 4.11.A.1.b. The
SI was required to prove operability after
maintenance on the fire pump breaker. NOTE:

Pressure values recorded in the SI were



slightly hi gher than normal . Typical
pressures are 175 psi at the pump and 160 psi
in the plant on the fire header. SI pressures
of 183 psi at the pump and 179 psi on the
header were recorded.

1355

1405

Unit one operator was notified of a fire
header leak at cooling tower number 1 and he
checked fire, header pressure at 179 psi at
that time. Valve HCV 0-26-1021-lAT had
separated from the header at this time.

Unit one operator removed fire pump "C" from
service and began monitoring the fire header
pressure per shift engineer request.

April 30, 1986 - 1410 Fire header pressure had decreased to 30 psi.
Unit one operator had fire pump "C" discharge
valve throttled to allow slow charging of
header if necessary.

1415 Fire header pressure had decreased to 0 psi as
observed by the unit one operator.

1420 Isolation valve HCV 0-26-1019 was closed by
the unit 2 assistant shift engineer (HCV
0-26-1019 isolates all HP fire protection on
cooling tower 1). Leakage was stopped.

The following fixed spray systems initiated
when pressure was restored by the Raw Service
Water Charging System, wetting down the
following areas:

1425

1) In unit 1 reactor building on elevation 593
in the north east quadrant several cable trays
were sprayed, raw cooling water booster pumps
1A and 1B were sprayed, and panel 25-6A which
contains reactor protection systems
instrumentation was sprayed.

2) In unit 3 reactor building on elevation 593
in the north west quadrant at R-16 and R-17
lines, cable trays were sprayed, raw cooling
water booster pump instrument panel 25-185 was

sprayed, and raw cooling water booster pump 3A

was sprayed.

Fire header pressure was 80 psi.





1430 The shift engineer established fire watches in
the reactor building, turbine building and
cooling tower. Welding and =-burning was
stopped in the reactor and turbine buildings.

1620 A one hour report was made to the NRC on the
fireheader incident.

April 30, 1986 - 1715 Unit 1 fixed spray systems were returned to
normal.

1800 Unit 3 fixed spray system was returned to
normal. All fire systems were normal except
cooling tower number 1 which remained
isolated. Reactor and turbine building fire
watches were released.

The licensee determined the cause of the events as follows:

System construction using mechanical joints requires extended
boundaries to avoid pressurizing mechanical joints when the
joints'tructural support is removed. The clearance was not
extended.

2. The system construction was not properly reviewed to insure
adequate clearance boundaries with supports removed.

3. Rods which can be installed and fastened to a collar on the pipe
adjoining mechanical joints were. not installed. These support
rods are installed on many of the plant hydrants but not the
hydrants at the cooling towers.

4 ~ To identify mechanical joints which are not structurally sound
with supports removed; some must be excavated. The Fire
Protection system is installed by typical drawings in part and
underground piping configuration is unknown. Fire - Protection
procedures did not include an inspection to assess consequences of
removing the thrust block after. excavation.

5. The three spray systems which actuated should have remained
inactive. Leakage past check valves could have caused the
actuation, Two check valves in the water supply which holds the
valves closed would have to leak to cause the valve to open on low
water supply pressure.

The fire protection deficiencies discussed above will be an unresolved
item for further review (259, 260, 296/86-16-01).



b. Overflow of Reactor Cavity

On May 3, 1986, three inadvertent starts of all.eight emergency diesel
generators (OG) occurred. The OGs started due to grounding of the high
drywell pressure switches which was caused by the fire protection
system initiation that sprayed portions of the reactor building on

April 30, 1986. During the first initiation the Core Spray (CS)
injection valves opened resulting in overflowing of the reactor cavity
into the ventilation system. An estimated 28,000 to 33,000 gallons of
water were spilled. The sequence of events occurred as follows:

Nay 3, 1986 - 0124 First auto start of all 8 DGs, C3, and 03 Emergency
Equipment Cooling water (EECW) pumps

started'fter

attempts to shutdown OGs and receiving "auto
start lockout," the operator discovered the high
drywell (OW) pressure initiation lights on for Core
Spray (CS) Logic division I and II; also the High
Pressure Coolant Injection (HPCI) "auto initiation"
light was on,. No other annunciators were energized
on Unit 1 and the sequential events recorder was
inoperative.

0130 The operator depressed the CS initiation logic
reset button and cleared the "Hi DW press" .--
initiation signal and secured the DGs. At this
time it was not noticed that the CS injection
valves were open. The CS testable check valve had
not indicated the disc being open. Charging
pressure on the loop was normal and all CS and
Residual Heat Removal (RHR) pump motor breakers had
previously been disabled to prevent inadvertent
starting and injection into the vessels It was
suspected at this time that the search for a Unit 1

battery board ground had caused the initiations.
Oue to the CS and RHR pump motor breakers being
disabled no Emergency Core Cooling System (ECCS)
pumps started and no annunciations were energized
in. the control rooms. Control room personnel were
engrossed in searching for the cause of ESF

actuation; thus they were not aware the CS inboard
injection valves were open.

022S "Fuel pool =.system abnormal" alarm was received in
the control room. An operator was dispatched to
the refuel floor to determine levels. Upon
notification that water from the reactor cavity was

spilling into one ventilation duct along side of
the reactor cavity an operator immediately opened
reactor water clean up system blowdown to maximum.

The source was identified to be from the condensate
charging system through the CS injection and





di scharge val ves. Val ves 75-25 and 75-53 were .

closed at 0230. Water from the reactor cavity also
entered into the fuel pool skimmer surge tank
through a gate.. This had caused the surge tank
level to increase and give the alarm.

0230 . All elevations in the Unit 1 reactor building were
checked for water leakage. There was water coming
from the vent duct near the primary containment
purge filter and there were 6 to 8 inches of water
and sludge standing in the floor on elevation 519
in the southwest quadrant of the Unit 1 reactor
building. HP proceeded to rope off all
contaminated areas. Rough calculations later
showed that approximately 28,000 to 33,000 gallons
of water had been spilled.

0315 The cause of the initiation signal was isolated to
PS64-58 A"D.

The UO dispatched the reactor building AUO again to
check the cavity level. The AUO reported to the UO

that the cavity level was approximately 2 inches
below the vent ducts.

0354 A second auto start was received on 8 DGs, C3 and
D3 EECW pumps'tarted, Unit 1 CS "Hi DW Pressure"
signal caused initiation Logic Division I and II,
HPCI auto initiation logic activated, and the CS

and RHR discharge valve loops I and II received a

signal to open. The operator immediately closed
the CS injection valves before they reached full
open. The RHR outboard valves had been tagged
closed previously for other maintenance; thus, no
injection occurred from RHR.

0400 Power was removed from CS injection valves to
prevent any further openings. Attempts were made

to reset initiation logic, but it would not reset.

0427

Upon investigation it was discovered that pressure
switches 64-58 AEC were picked up causing the Hi DW

pressure initiations.

PS 64-58C reset, thus clearing the initiation
signal allowing reset of hi DW pressure initiation
logic and shutdown of DGs and EECW pumps C3 and D3.
PS 64-58 A was still picked up at this time.





After consultation with offsite personnel it was
considered likely that the pressure switch became
grounded due to water getting into them when the
high pressure Fire Protection System initiated and
sprayed in this area on April 30, 1986.

0741 . On the next shift, after instrument mechanics had
removed covers from junction box (JB) NN-PP on
panel 25-6B, PS 65-58 AKC picked up again causihg
the third ESF actuation as previously described,
with the exception that the injection valves on CS

had been closed with power removed.

0805 Signals were reset and DGs secured again. Plant
personnel inspected and dried out terminal boxes
and instruments on panel 25-6A and 6B on Unit 1.

1500 All JBs were inspected on Unit 1 with only water
found in boxes on panel 25-6A and 8 ~

1600 No water was found in Unit 3 switches or JBs.

The ESF actuations were determined to have been caused by moisture
inside pressure switches 64-58A-and C causing an electrical short. Et-
is suspected that this moisture came from the fire protection actuation
on April 30, 1986. A contributing factor was the delay in action to
inspect and evaluate equipment operability subjected to the fire
protection spray. It is also suspected that inadequate sealing and

waterproofing of conduits, junction boxes, and instruments in the areas
subjected to fire protection sprays contributed to the event.

The cause of induction of water into the Unit 1 ventilation system
ducts was the operator' failure to recognize that injection valves
were open on the CS system as a result of the ESF actuation.

Water flowed from the 10,000 gallon condensate transfer system head

tank located on top of the reactor building via a four inch line in the
keep fill system to the Core Spray system., The pressure on the Core

Spray system was 90 psig from this lineup. Water level in the head

tank is maintained by two 1,000 gallons per minute condensate transfer
pumps.

The licensee stated that no personnel contaminations resulted from the
water spillage.

Fire Destroyed Cooling Tower

On Hay 10, 1986, a fire completely destroyed the number four cooling
tower. The plant fire brigade responded, Several grass fires broke
out and local fire departments from Athens, Clements, and Tanner
responded. No personnel injuries were reported and the fire was





contained. The fire burned for about two hours and produced a large
column of black smoke which was visible up to 10 miles.

The inspectors'eview of the fire occurrence report noted some

difficulties were encountered fighting the fires. Hoses in hose carts
were tangled and had incorrect fittings and nozzles. Also, several
leaks were observed in the fire hoses. The plant evidently uses hoses
of lower strength and pressure rating than the local fire departments.

A special team from the U.S. Bureau of Alcohol, Tobacco and Firearms
investigated the fire. The cause was determined to be due to a fan
motor electrical short. The final report and the cause of the short
will be an Unresolved Item along with the equipment deficiencies noted
above. (259/260/296/86-16-02)-.

Additional Fire Protection Spray Initiation

On Nay ll, 1986, a spurious actuation of the High Pressure Fire
Suppression System occurred in the Unit 3 reactor building elevation
593. This same area was sprayed with water during the actuation on

April 30, 1986. The actuation was caused by an apparent operator error
in restoring the fire protection system to normal after completion of
fire fighting control efforts at the cooling towers.

After securing a high pressure fire pump at 2210, the raw service water
(RSW) head tank isolation valve was not reopened until the RSW low
pressure alarm was received at 2300. When a fire pump is started the
head tank is automatically isolated to prevent overfilling but must be

manually reopened. The fire pumps operate in parallel with the RSW

pumps. After the alarm the RSW pumps started charging the fire
protection headers However, fire zones "B" and "C" opened spraying
portions of the reactor building. Each fire zone is actuated by
operation of a deluge valve. The valve is opened by system pressure
whenever the pilot chamber pressure is diminished any significant
amount below the header pressure. The check valves in the line
charging the pilot chamber leaked when the system pressure was low.
Consequently, when the system was repressurized the pressure beneath
the deluge clapper exceeded the pressure in the pilot chamber and the
valve actuated.

The valves were reset and an inspection made of the various panels
sprayed with water. The resolution of the deficiencies in the system
will be unresolved along with the items in paragraph 5.a
(259,260,296/86-16"01).

Usage of Nonlicensed Operators in the Control Room

The inspector noted that during the overflow of the reactor cavity
event and the second fire protection spray initiation on May 11, 1986

that the reactor operators in the unit one control rooms were not
licensed by the NRC. Also, these operators were completing the unit
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operator logbook and signing the logbook for the operator. A shift
engineer routinely reviews the logbook. In the present plant condition
with units one and two defueled an NRC licensed operator is not
required in the control room but only required to be on site. The
significance of nonlicensed operators to these events will be an

inspector follow up item. .(259,260,296/86-16-03).

6. Maintenance Observation (62703)

Plant maintenance activities of selected safety-related systems and
components were observed/reviewed to ascertain that they were conducted in
accordance with requirements. The following items were considered during
this review: the limiting conditions for operations were met; activities
were accomplished using approved «procedures; functional testing and/or
calibrations were performed prior to'eturning components or system to
service; quality control records were maintained; activities were
accomplished by qualified personnel; parts and materials used were properly
certified; proper tagout clearance procedures were adhered to; Technical
Specification adherence; and radiological controls were implemented as
required.

Maintenance requests were reviewed to determine status of outstanding jobs
and to assure that priority was assigned to safety-related equipment
maintenance which might affect plarrt- safety. The inspectors observed the--
below listed maintenance activities during this report period:

a. Sealing of junction boxes

b. Fire hydrant repair

c. Cooling towers

No violations or deviations were found in the above areas.

7. Surveillance Testing Observation (61726)

The inspectors observed and/or reviewed the below listed surveillance
procedures. The inspection consisted of a review of the procedures for
technical adequacy, conformance to technical specifications, verification
of test instrument calibration, observation on the conduct of the test,
removal from service and return to service of the system, a review of test
data, limiting condition for operation met, testing accomplished by
qualified personnel, and that the surveillance was completed at the required
frequency.

a. Surveillance Instruction, SI 4. 11.A. l.a, Simulated Actuation of High
Pressure Fire Pumps and Automatic Valve Operability

b. Environmental Equipment Calibration, NR-FO-NRE 62.2
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The inspector observed part, of surveillance (a) in the unit one reactor
building on May 23, 1986. The test observed was for the "C" fire zone on
the 593 elevation which did not pass. Two attempts were made to actuate the
zone but the deluge valve did not open. Other problems were discussed with
the "A" zone not reseating. This is the same area on which the event
occurred on 5/30/86 discussed in paragraph S.a. Likewise, these
deficiencies will be unresolved along with the ones in paragraph S.a and
5.d. {259/260/296/86-16-01).

Reportable Occurrences {90712, 92700)

Event

The below listed licensee events reports (LERs) were reviewed to determineif the information provided met NRC requirements. The determination
included: adequacy of event description, verification of compliance with
technical specifications and regulatory requirements, corrective action
taken, existence of potential generic problems, reporting requirements
satisfied, and the relative safety significance of each event. Additional
in-plant reviews and discussion with plant personnel, as appropriate, were
conducted for those reports indicated by an asterisk. The following licensee
event reports are closed:

LER No. Date

50"259/86-12 4-16-86 Momentary Loss of Secondary Containment-
Due to Personnel Airlock Failure.

50-259/86-11 3"25-86 Inadvertent Start of Emergency Equipment
Cooling Water Pumps Due to Low Raw
Cooling Water Header Pressure.

50-260/86-02 2-05"86 Momentary Loss of Secondary Containment.

No violations or deviations were found in the above area.

Environmental Monitoring (80521)

The inspectors observed the collection of environmental monitoring samples
conducted on May 12, 1986. These samples were collected to satisfy the
atmospheric monitoring, reservoir monitoring and terrestrial monitoring
requirements of Environmental Technical Specifications 4.2. 1, 4.2.2, and
4.2.3. The plant approved Environmental Surveillance Instructions (ESI
4.2. 1, 4.2.2, and 4.2.3) states that sampling is conducted in accordance
with Environmental Radiological Monitoring and Instrumentation Staff (ERMAI)
procedure SC-01. This procedure is not maintained on site and was not
carried by the sample collector during the observed sampling activities.
The inspector subsequently obtained the procedure and noted during an
in-office review, following the sampling activities, that several procedural
requirements had not been satisfied. The following requirements of SC-01,
Collection of Environmental Monitoring Samples were not adhered to on

'May 12, 1986:
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a. The total volume of rainwater was not recorded as required by Step
5.4.22.1.

I

b. The rainwater collection container was not rinsed thoroughly before
repositioning it for continued sampling as required by Step 5.4.22.2.

c. The integration time selection switch of the detection system was not
switched to the 1-second position during the monthly source check as
required by Step 3. 1.2 of Appendix 2.

d. During the performance of Step
date, time, meter reading and
recorded, the sample collector
control valve. No directions
contained anywhere in SC-Ol.
violation in Inspection Report

5.4. 1.4, which requires only that the
magnehelic differential pressure be
adjusted the air sampling system flow
or criteria for this'djustment is

These problems are identified as a
259/260/296/86-18.

In addition to these oversights, a potential procedural deficiency was

identified in the milk collection process. The procedure allows the sample
collector to obtain a milk sample which has been previously obtained'y the
farmer and stored in the, farmer's refrigerator. At the time the collector
takes the sample from the refrigerator, he records the current date and time
although the actual date and time the milk was sampled by the farmer is
unknown and could be several days prior to the collection date. Since the-
milk must be analyzed within 8 days after sampling and the sampling date
recorded on the container may be several days in error, this requirement
could easily be compromised. Several equipment deficiencies were also
identified during the observation. These are as follows:

a. The screens on all local monitor enclosures were found to be blocked by
either foreign material or improperly placed thermal insulation. Since
the air sampling suction is contained within the enclosure, a potential
exists for some particulate material to be filtered by the screen
blockage resulting in nonrepresentative samples.

b. The charcoal filter container on local monitor (LM)-2 was found to be

hanging by a rope and the bracket which normally supports the filter
was not attached to its mount. The maintenance log for this local
monitor indicated that several months prior to this, the charcoal was

found on the base of the enclosure with its tygon process tubing
unattached. This resulted in a missed sample and was caused by the
failure to properly mount the charcoal holder.

c. The rainwater collection screen was missing on LM-3. This condition
has apparently existed for several years.

d. An uncontrolled procedure entitled "Radiation Monitoring Stations,
Procedure for Weekly Exchange of Charcoal and Glass Fiber Filters" was

being maintained inside each local monitor. The sample collector
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indicated that he did not use the procedure but other organizations
did. It was later determined that this procedure was a draft provided
by the responsible design organization which was not totally
implemented in SC-01. The Environmental Radiological Monitoring Staff
is reevaluating whether to include certain provisions of this procedure
in the next Revision to SC-01.

These equipment deficiencies will be tracked as an Inspector Followup Item
to verify corrective action (259/260/296/86-16-04).

A trainee accompanied the sample collector during the observed activities as
part of his on-the-job (OJT) training. Since neither the trainee or the
qualified sample collector used a procedure during their activities and
several procedural adherence problems were noted, an Unresolved Item
(259/260/296/86-16-05) will be opened pending an inspection of the OJT

practices at the Muscle Shoals Environmental Monitoring Facility.

There is additionally a question of administrative control over the sampling
procedure SC-01. This procedure is not reviewed or approved by the Plant
Operations Review Committee (PORC) although the upper tier document,
Environmental Surveillance Instruction (ESI) 4.2. 1 is PORC reviewed and

approved. Environmental Technical Specification 5.5.3 requires PORC review
and approval of environmental monitoring procedures, however the scope of
this review is uncertain due to a"'previous deletion of Environmental
Technical Specification 5.5. 1. This question will be followed as an

Inspector Followup Item (259/260/296/86-16-06).

During discussions with licensee representatives, the inspector learned that
routine calibration and maintenance of the wnvironmental monitoring stations
was performed by the Field Operations Group of the TVA Office of Natural
Resources. This group is not within the TVA Office of Nuclear Power

Organization but instead reports directly to the TVA Board of Directors.
They maintain all TVA environmental monitoring stations at all TVA

facilities as well as other non-nuclear related equipment. The inspector
reviewed the TYA Natural Resource Operations, Field Operations, (}uality
Assurance Procedure No. NR-FO-NRE-62.2, Rev. 0, Calibration of ORNL

Radiation Monitors, Browns Ferry Nuclear Plant Only. Section- 6.8, Airflow
Calibration was found to be out-of-date since it was based upon the
equipment as it existed prior to a modification which had been completed in
the Spring of 1985. A licensee representative stated that in lieu of this
procedure, .a substitute 3 page procedure had been in use since the
modification was performed. This procedure was uncontrolled with no review
or approval record. Several pen-and-ink changes had been made to the
original type-written copy. Licensee representatives stated that this was a

draft of the changes to be included in the next revision to the official
calibration procedure. This is a violation of 10 CFR 50, Appendix B,
Criterion VI for failure to properly control instructions
(259/260/296/86"16-07).
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