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Preface

This subcategory report is one of a series of reports prepared for the
Employee Concerns Special Program (ECSP) of the Tennessee Valley Authority
(TVA). The ECSP and the organization which carried out the program, the
Employee Concerns Task Group (ECTG), were established by TVA's Manager of
Nuclear Power to evaluate and report on those Office of Nuclear Power (ONP)

employee concerns filed before February 1, 1986. Concerns filed after that
date are handled by the ongoing ONP Employee Concerns Program (ECP),

The ECSP addressed over 5800 employee concerns. Each of the concerns was a

formal, written description of a circumstance or circumstances that an

employee thought was unsafe, unjust, inefficient, or inappropriate. The
mission of the Employee Concerns Special Program was to thoroughly
investigate all issues presented in the concerns and to report the results
of those investigations in a form accessible to ONP employees, the NRC, and
the general'ublic. The results of these 'investigations are communicated
by four levels of ECSP reports: element, subcategory, category, and final.

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

Subcategory reports summarize the evaluation of a number of elements.
However, the subcategory report does more than collect element level
evaluations. The subcategory level overview of element findings leads to
an integration of information that cannot take place at the element level.
This integration of information reveals the extent to which problems
overlap more than one element and will therefore require corrective action
for underlying causes not fully apparent at the element level.

To make the subcategory reports easier to understand, three items have been

placed at the front of each report: a preface, a glossary of the
terminology unique to ECSP reports, and a list of acronyms.

Additionally, at the end of each subcategory report will be a Subcategory
Summary Table that includes the concern numbers; identifies other
subcategories that share a concern; designates nuclear safety-related,
safety significant, or non-safety related concerns; designates generic
applicability; and briefly states each concern.

Either the Subcategory Summary Table or another attachment or a combination
of the two will enable the reader to find the -report section or sections in
which the issue raised'by the concern is evaluated.
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The subcategories are themselves summarized in a series of eight category
reports. Each category report reviews the major findings and collective
significance of the subcategory reports in one of the following areas:

management and personnel relations

industrial safety

construction

material control

operations

quality assurance/quality control

welding

engineering

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

Just as the subcategory reports integrate the information collected at the
element level, the category reports integrate the information assembled in
all the subcategory reports within the category, addressing particularly
the underlying causes of those .problems that run across more than one
subcategory.

A final report will integrate and assess the information collected by all
of the lower level reports prepared for the ECSP, including the Inspector
General's report.

For more detail on the methods by which ECTG employee concerns were
evaluated and reported, consult the Tennessee Valley Authority Employee
Concerns Task Group Program Manual. The Manual spells out the program's
objectives, scope, organization, and responsibilities. It also specifies
the procedures that were followed in the investigation, reporting„ and
closeout of the issues raised by employee concerns.
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ECSP GLOSSARY OF REPORT TERMS"

classification of evaluated issues the evaluation of an issue leads to one of
the following determinations:

Class A: Issue cannot be verified as factual

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

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

Class D: Issue is factual and presents a problem for which corrective
action has been, or is being, taken as a result of an evaluation

Class E: A problem, requiring corrective action, which was not identified
by an employee concern, but was revealed during the ECTG
evaluation of an issue raised by an employee concern.

collective si nificance an analysis which determines the importance and
consequences of the findings in a particular ECSP report by putting those
findings in the proper perspective.

concern (see "employee concern")

corrective action steps taken to fix specific deficiencies or discrepancies
revealed by a negative finding and, when necessary, to correct causes in
order to -prevent recurrence.

cri terion ( lural: criteria) a basis for defining a performance, behavior, or
quality which ONP imposes on itself (see also "requirement").

element or element re ort an optional level of ECSP report, below the
subcategory level, that deals with one or more issues.

em lo ee concern a formal, written description of a circumstance or
circumstances that an employee thinks unsafe, unjust, inefficient or
inappropriate; usually documented on a K-form or a form equivalent to the
K-form.
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evaluator(s) the individual(s) assigned the responsibility to assess a specific
grouping of employee concerns.

/

~findin s includes both statements of fact and the judgments made about those
facts during the evaluation process; negative findings require corrective
action.

issue a potential problem, as interpteted by the ECEG during the evaluation
process, raised in one or more concerns.

K-form (see "employee concern")

evaluation judgment or decision may be based.

root cause the underlying reason for a problem.

=Terms essential,to the program but which require detailed definition have been
defined in the ECTG Procedure Manual (e.g., generic, specific, nuclear
safety-related, unreviewed safety-significant question).
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Acronyms

AI

AISC

ANS

ANSI

ASME

ASTM

BFN

CAQ

CAR

CATD

CCTS

CEG-H

CFR

CI

CMTR

COC

Administrative Instruction

American Institute of Steel Construction

As Low As Reasonably Achievable

American Nuclear Society

American National Standards Institute

American Society of Mechanical Engineers

American Society for Testing and Materials

American Welding Society

Brogans Ferry Nuclear Plant

Bellefonte Nuclear Plant

Condition Adverse to Quality

Corrective Action Report

Corrective Action Tracking Document

Corporate Commitment Tracking System

Category Evaluation Group Head

Code of Federal Regulations

Concerned Individual

Certified Material Test Report

Certificate of Conformance/Compliance

DCR

DNC

Design Change Request

Division of Nuclear Construction (see also NV CON)
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DNE

DNQA

DNT

DOE

DPO

DR

ECN

ECP

ECP-SR

Division of Nuclear Engineering

Division of Nuclear Quality Assurance

Division of Nuclear Training

Department of Energy

Division Personnel Officer

Discrepancy Report or Deviation Report

Engineering Change Notice

Employee Concerns Program

Employee Concerns Program-Site Representative

ECSP

ECTG

EEOC

EMRT

EN DES

ERT

FCR

FSAR

GET

HCI

HVAC

INPO

IRN

Employee Concerns Special Program

Employee Concerns Task Group

Equal Employment Opportunity Commission

Environmental Qualification

Emergency Medical Response Team

Engineering Design

Employee Response Team or Emergency Response Team

Field Change Request

Final Safety Analysis Report

Fiscal Year

General Employee Training

Hazard Control Instruction

Heating, Ventilating, Air Conditioning

Installation Instruction

Institute of Nuclear Power Operations

Inspection Rejection Notice
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L/R

MLAI

MI

MSPB

NCR

NDE

Labor Relations Staff

Modifications and Additions Instruction

Maintenance Instruction

Merit Systems Protection Board

Magnetic Particle Testing

Nonconforming, Condition Report

Nondestructive Examination

NPP

NPS

NRC

NSB

NSRS

NU CON

NUMARC

OSHA

ONP

OWCP

PHR

PT

QA

QAP

Nuclear Performance Plan

Non-plant Specific or Nuclear Procedures System

Nuclear Quality Assurance Manual

Nuclear Regulatory Commission

Nuclear Services Branch

Nuclear Safety Review Staff

Division of Nuclear Construction (obsolete abbreviation, see DNC)

Nuclear Utility Management and Resources Committee

Occupational Safety and Health Admi nistration (or Act)
'fficeof Nuclear Power

Office of Morkers Compensation Program

Personal History Record

Liquid Penetrant Testing

Quality Assurance

Quality Assurance Procedures

QC Quality Control

QCI Quality Control Instruction
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QCP Quality Control Procedure

QTC Quality Technology Company

RIF Reduction in Force

RT

SQN

SI

SOP

SRP

SMEC

TAS

T&L

TVTLC

WBECSP

WBN

MR

Radiographic Testing

Sequoyah Nuclear Plant

Surveillance Instruction

Standard Operating Procedure

Senior Review Panel

Stone and Mebster Engineering Corporation

Technical Assistance Staff

Trades and Labor

Tennessee Valley Authority

Tennessee Valley Trades and Labor Council

Ultrasonic Testing

Visual Testing

Matts Bar Employee Concern Special Program

Watts Bar Nuclear Plant

Work Request or Work Rules

Morkplans
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Health Physics

Subcategory Report 31100

Executive Summary

I. SUMMARY OF ISSUES

The Health Physics Subcategory contains 72 concerns which raise 42
issues about health physics practices and policies, ALARA concept,
training and control of radiation areas and personnel exposure.

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

I I. SUMMARY OF FlNDXNGS

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

1. At WBN, the Final Safety Analysis Report was found to have para-
graphs disjointed and sections of text missing. Deficiencies were
also noted in the program for modifying the steam generator
platforms, Panel 0-L-14 relocation, high maintenance instrumentation
being located in high radiation areas, installation of permanent
barricades, interfacing for accumulator instrumentation, ALARA
walkdown findings, and the possibility of using contaminated hoses
for connecting, to breathing air manifolds.

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

Page 1 of 4
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3. Deficiencies were found at SQN in regard to the lack .of direction
for Radiological Incident Reports to HP supervision or operations
management, mishandling of Radiation Work Permits (RWPs) as QA
documents, inadequate maintenance of radiological safety-related
documents, and the reuse of damaged C-zone clothing.

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

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

III. SUMMARY OF COLLECTIVE SIGNIFICANCE.

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

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

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

IV. SUMMARY OF ROOT CAUSES

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

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

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

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

Page 2 of 4
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V. SUMMARY OF CORRECTIVE ACTION

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

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

2. WBN line management responded to the deficiency related to biennial
feedback questionnaire by stating that the evaluations of training
by supervisors was not deleted, only the feedback form. Instead, a

requirement for a Training Evaluation Report was instituted which
also limits evaluation to those sites trainees are assigned.

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

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

5. For problems associated with RWP timesheets, SQN has revised
applicable procedures to reflect the current status of classifying
timesheets as QA or'on-QA, and emphasized the instruction provided
to workers in General Fmployee Training (GET) on the required
method for making corrections to QA documents and the use of kWP

timesheets.

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

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

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

„

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

I

I

I R1

I

I

I R1

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

I

I Rl

I

IR1

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

12. In regard to the deficiency related to the hiring of personnel as
fully qualified by ANSI N18.1 and bypassing the basic phase nf
training and a review/approval by the Office Training Committee,
BFN reported that the TVA training, program was designed for
individuals who will become ANSI qualified and does not apply to
individuals hired outside TVA. However, corporate RADCON is
preparing standards on the selection, qualification, and training
of Radiological Control (RADCON) personnel which should remove any
ambiguity in the interpretation of requirements. PMP 0202. 12 will
also be .revised accordingly.

Page 4 of 4
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1.0 CHARACTL'RIZATION OF ISSUES

1.1 Introduction

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

1.2 Descri tion of Issues

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

1.2.1 - Element 311.01 - Health Physics Staff Training

Issue 311.01-1 - HP Personnel Lack an Adequate Working
Knowle~de

IR1
I

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

This issue=contains three concerns that HP personnel lack an
adequate working knowledge at Watts Bar Nuclear Plant (WBN),
Sequoyah Nuclear Plant (SQN), and Browns Ferr'y Nuclear Plant
(BFN). The concer'ned individual (CI) cited an incident where
technicians were not aware of protective clothing requirement

1.2.2 - Element 311.02 - Radioactive Material Control

Issue 311.02 ~ 1 'mpco~ec Dumping of Contaminated Material:

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

This issue containing five concecns that deal with improper
dumping of contaminated material from SQN to WBN and one
concern that involves the celease of contaminated water to
the ri ver at SQN. The concerns stated that contaminated
water and dict were transported to WBN and taken to the
intake pumping station, a field, or to the rivec and dumped.
One concern stated that the contaminated material was spcead
on the ground at WBN by a bulldozer.

I

I Rl
I

I
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Issue 311.02-2 - Radioactive S ill Into Uncontrolled Drain
~Ss tern:

XX-85-101-003

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

Issue 311.02-3 - Radioactive Material in Uncontrolled Area:

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

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

Issue 311.02-a - "afefu~atdin Contaminated iiatetial:

EX-85-091-001

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

Issue 311.02-5 - Contaminated Fire Hoses:

BFP-85-001-001

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

Issue 311.02-6 - Green Ta Re uirement:

MRS-85-003

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

Issue 311.33-1 ~Dail Radiation Ex pause Limits:

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

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

XX-85-028-001

The CI stated that while at another TVA facility, the
~ individual was exposed to the maximum amount of radiation;

however, the RWP was adjusted by HP to r'eflect an incrtase
in allowable dose.

Issue 311.03-3 - Exposure Duri~nRadio ra hic 0 erations:

XX-85-048-003

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

Issue 311.03-4 - Omission of Exposure Data:

BFN-85-017-001

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

Issue 311.03-5 - Workers Not Receivinp Similar Doses:

XX-85-002 001

At BFN,'he CI expressed concern that employees within a
section were not receiving approximately the same exposure
dose.

0
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Issue 311.03-6 - Use of Dosimetry Cards:

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

Three concerns involve use of dosimetry cards in this
issue. The CIs questioned the use of dosimetry cards at WBN

and were concerned about losing or damaging the cards. One
CI believed WBN should use the existing system that other
TVA sites use.

Issue 311.04-1 - AuthoritY to Enforce HP Procedures:

IN-85-499-003

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

Issue 311.04-2 - Mana ement's Attitude Toward Radiological
Control:

SQP-86-009-001
XX-85-025-001
XX-85-026-001
XX-85-009-002
BFN-85-019 -002
BFN-85-020-001

This issue contains six concerns; throe are for SQN, two for
BFN, and one for BLN. The CIs were concerned about plant
management's attitude toward radiological protection and
safety at SQN, BLN, and BFN. Situations that were raised
included an individual passing through airborne contaminated
areas without respirators; employees remaining in
radiation/contamination areas; employees being radioactively
contaminated when the incident was preventable; management
directing older workers to reach radiation exposure levels
first, and HP receiving inadequate support of management for
safety programs.
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EX-85-117-003
IN-85-642-002

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

Issue 311.04-4 - Radio~lo ical Controls Surve s
Decontamination~ and Emmet enny Pcocedooea:

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

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

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

XX-85-084-001
XX-85-066-001

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

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

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

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

Issue 311.04-7 - Im ro erl Com leted RWP Timesheets:

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

The CIs alleged in two concerns for SQN that a specific RWP

timesheet contained falsified signatures and that RWPs were
not being completed per procedure requirements.

Issue 311.04-8 - Insd~euate K~nowled e of @stem Contents:

XX-85-063-001

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

Issue 311.04-9 - Ade~uac~of ~SN HP Pro~ram (Miscellaneous):

RII -85-A-0064

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

1.2.5 - Element 311.05 - ALARA

Issue 311.03-1 - Winn~in ALARA questions Not !~mlarnented;

BFN-85-002 -001

The CI alleged that modifications have not been performed to
agree with winning ALARA suggestions at BFN.
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Issue 311.05-2 - Hazards Associated With Man~wa Ooors:

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

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

Issue 311.05 -3 - Time ~Re uiced to Re air/Recalibrate
Instrumentation:

IN-86-044-001
WBN-0065

At WBN, CIs alleged in Lwo concerns thaL process monitoring
insLrumentation which require «xcessive amounts of tirau to
repair and recalibrate is located in a high radiation area
or in the Unit 1 raceway and should be moved to anothei.
location.

Issue 311.05-4 - Unrestc icted Acces" to High Radiation Aceas:

WBN-0186
WBN-0294

CIs indicated in two concecns that barricades should be
installed to prevent unrestricted access to high radiation
ac'eas at WBN.

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

WBN-225

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

Issue 311.05-6 - ALARA Progcam:

This issue addc'essed the ALARA program,"in general, and was
not a result of a specific concecn.



TVA EMPLOYEE CONCERNS
SPECIAL PROGRAM

REPORT TYPE: Subcategory

TITLE: Health Physics
v

REPORT NUMBER: 31'0

REVISION NUMBER: 1

PAGE 9 OF 75

1.2.6 - Element 311.06 - BP Pecilitiee Cl~othin end Protective
~6ui ment

Issue 311.06-1 - Leave Site Without Monito~rin

HLA-85-001

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

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

MRS-85-002

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

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

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

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

Issue 311.06-4 - Use of Face Masks:

SQN-85-001-001

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

Issue 311.06 5 - Unavailability of Smail'ized Gloves:

XX-85-036-001

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

Issue 311.06-6 - Reuse of Outer Gloves:

XX-85-101-004

The CI alleges that insufficient attention is given in
regard to minimizing radiation exposure due to the policy ofreusing outer gloves in radiation areas at SQN.
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issue 311.06-7 - Post Accident 3~am li~nRoom:

EN -85-092-001

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

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

I-86-235-SQN

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

issue 311.06.9 - Location of TL0 RadRe Racks:

IN-86-105 -001

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

Issue 311.06 -10 - Unripeaired C-zone Clothing:

MRS 85 -004

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

1.2.7 - Element 311.07 - Radioactive Fffluents/Uncontrolled Areas

Issue 311.07-1 - Inadequate Provisions and Documentation to
Protect Personnel from Radiation Between Units:

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

The CEs expressed three concerns that there were inadequate
provisions and documentation mechanisms to protect personnel
in Unit 2 from airborne radiation and contamination sources
from Unit 1 at WBN.
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WBN-0292

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

Issue 311.07-3 -~im act on Environment/Public:

IN-85-126-001

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

Issue 311.07-4 - U take of Radioactive Substances Due to
Similar P~ittin s:

WBN -0291

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

2.0 EVALUATION PROCESS

2.1 General Methodolo~

The evaluation of this subcategory was conducted according to the
Evaluation Plan for the Employee Concerns Task Group and the
Evaluation Plan for .the Operations Group. The concern case files
were reviewed. Source documents were researched and interviews
conducted in order to identify the requirements and criteria which
applied to the'issues raised by the concerns. The issues were
evaluated against the identified requirements and criteria to
doLorniirio findings. A collective significance analysis was
corrducted; causes were indicaLod for negative findings; and
corrective action for the negative findings were initiated or
determined to have already been initiated.

2.2 ~S ecific Methodolo~

Tlio evaluaLors reviewed applicable sections from the'ollowing
baseline requirements documents: Final Safety Analysis Report
(FSAR), Technical Specifications, Radiation Protection Plan (kYP),
TVA Program Manual, Environmental Impact Statement, TVA NuclearQuality Assurance Manual (NQAM), Standard Practices and applicableRegulatory Guides.
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To ensure consistency and implementation of the requirements found
in these documents, the evaluators reviewed applicable
Administrative Instructions (AI's), Section Instruction Letters
(SIL's), Radiological Control Instructions (RCI's), Technical
Instructions (TI's), Radiation Work Permits (RWP's), and
Surveillance Instructions (SI's). In addition, the evaluators
reviewed line management reports, Nuclear Safety Review Staff (NSRS)

reports, training lesson plans, QA audit reports, INPO and NRC

Inspection Reports, applicable memorandums, NRC expurgated files and
other reports on concerns previously investigated.

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

3.0 FINDINGS

Generic applicability statements are included only for concerns which are
classified as being potentially safety-related or safety-significant as
denoted on Attachment A.

3.1

Issue 311.01-1 -.HP Personnel Lack an Ade uate Workin Knowled e of
Personnel

The concern addressing poorly trained HP technicians at BFN was
evaluated for applicability to WBN and was not substantiated.
Individuals with previous experience and/or training were evaluated
against ANSI-N18.1-1971 qualification requirements by both the
Personnel Department and a Health Physics supervisor. It also was
found that TVA had established an extensive Technician Training
program which had been accredited by INPO whose standards were
designed to ensure training requirements cover the job performance
requirements. Furthermore, it was determined that instructors for
the technician basic training were qualified in their specialty
field and were certified in accordance with the Nuclear Training
Program Hanual (NTPM). Additionally, On-the-Job Training (OJT)
instructors had exceeded qualifications set by ANSI standards and
had received the OJT evaluator'course as required by the NTPM.
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However, during the course of the evaluations for WBN, SQN, and BFN,
a programmatic deficiency was identified in one key area.
Individuals hired as ANSI-qualified technicians were not evaluated
against the training program requirements. The evaluation of credit
for bypa'ssing basic training was not submitted to the Office
Committee for review and appropriate action, nor was the credit
given reviewed. Additionally, individuals hired with previous
experience were not evaluated for OJT experience at plants which had
achieved power operation. Although these practices did not result
in regulatory noncompliance, they did result in procedural
noncompliance.

During the evaluation of the effectiveness of the training program at
WBN, it was discovered that supervisor feedback questionnaires were
not being addressed. CATD 31101-WBN-01 was written to address this IRl
issue. In its response, WBN line management stated that no I

corrective action was required since the method for providing I

feedback had been changed. (See section 6.1.1) I

~SN

A SQN concern and a BFN concern generically applicable to SQN

addressing the issue of poorly trained HP personnel working in
radiated areas were previously investigated by NSRS and were not
substantiated at SQN. This evaluation confirmed the findings of the
NSRS report ( I-85-734-SQN) by reviewing NRC, INPO accreditation, and
Quality Auditing Branch (QAB) audits for the HP training section.
No pertinent concerns, violations, or deviations were found. This
evaluation concurs with conclusions reached in the NSRS report.
Additionally, interviews were conducted to determine if improvements
identified by NSRS had been implemented. Resolution of the items
were found to have been addressed and resulted in revisions to the
POTC basic phase training format. However, a minor deficiency was
identified by this evaluation in the area of response to supervisor
feedback questionnaires concerning the in-plant training phase and
retraining requirements. CATD 31101-SQN-01 was written to address
this deficiency.

0

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

The concern regarding a poorly trained HP staff with respect to
working in radiated areas was not substantiated. It was found by
this evaluation that INPO had recently completed an accreditation
evaluation for the HP technician training program. INPO identified
weaknesses in the in-plant performance verification sheets. It was
determined by this evaluation that the commitments made by BFN to
correct the weaknesses were underway. Also, a review of the
requirements of the Training Program Manual and BFN Standard
Practices revealed no deficiencies; however, problems were
identified in the implementation of these procedures. Personnel
hired as fully qualified by ANSI-N18.1 bypass the basic phase of
training at the POTC. This training bypass is not reviewed or
approved by the Office Training Committee as required. CATD 31101-
NPS-01 was sent to Power Operations Training Center to identify this
problem. In addition, based on problems identified with the
supervisor feedback r'esolutions in the SQN evaluation, interviews
conducted at BFN indicated that the feedback results were not
forwarded to the appropriate individual.

I

I

I Rl
I

I

I

Conclusion

This issue was evaluated at SQN, BFN and WBN. An effective
evaluation at BLN would not be possible due to the minimum health
physics responsibilities now in existence at BLN.

I

I

The issue at all plants does not identify a problem, but as a result
of the employee concerns evaluation, problems were discovered for t
which corrective action was required. The problem identified at WBN,
SQN and BFN involved inadequate resolution of supervisor feedback
questionnaires. The other problem identified at BFN was attaining
appropriate approvals for previously qualified personnel being IR1
exempted from the basic phase of .POTC training. I

I

Generic A licabilit
I

I

I

I

t

3.2 Element 311.02 - Radioactive Material Control

Issue 311.02-1 - Im ro er Dum in of Contaminated Material

WBN

Three concerns which addressed the issue of .radioactive liquid waste
from SQN being dumped at WBN were not substantiated. This
evaluation had found that a dumping incident at WBN was conducted;
however, the material being dumped was a boric acid solution
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previously used in SQN's preoperational testing six months before
initial criticality. It was determined that all dumping that had
been done at WBN was in accordance with state and EPA regulations
and had involved only nonradioactive materials. As a result, the
movement of the soil by bulldozer for use in the Intake Pumping
Station did not require any Health Physics restrictions.

Two additional concerns also pertaining to dumping material from SQN

on the ground at WBN were previously investigated by QTC

(IN-85-720-002) and were not substantiated. Their investigation had
determined that the concerns were in regard to alum sludge generated
at SQN was dumped (ground spread) at WBN. It was concluded that the
dumping was performed in accordance with existing state regulations
and that the source (alum sludge) was not associated with
contaminated systems at SQN.

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

~SN

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

The other concern in this issue addressing dumping contaminated
water into the river at SQN was substantiated; however, corrective
action was taken and it is no longer considered a problem. It was
verified by Environmental Operating Reports that during the third
and fourth quarters of 1980 and the first two months of 1981, SQN

released Phosphorus-32 into the Tennessee River. Technical
Specification 3.11.1.2 quarterly limit and 10CFR50 Appendix I for
annual dose limit was exceeded. TVA informed NRC of their
calculations and stopped these releases from the radwaste system in
February 1981, pending confirmation of the source of radioactivity
and the initiation of corrective actions. TVA issued two reports
describing the investigations and the corrective actions that were
taken as a result of the releases. Subsequent calculations and
sampling activities after corrective actions were implemented
revealed no further problems.
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These concerns were evaluated at the site of concern and determined
to be a plant specific issue. No other site evaluations are
necessary.

Issue 311.02-2 - Radioactive S ill Into Uncontrolled Drain S stem

Conclusion I

I

The concerns that involved contaminated material being sent from SQN (

and dumped at WBN could not be verified as factual. The incident I

involving SQN releasing contaminated water to the river in 1980 and
1981 was factual and identified a 'problem but corrective action was IR1
initiated before the employee concerns evaluation of the issue was
undertaken. I

I

Generic A licabilit I

I

I

I

I

WBN

The issue regarding a radioactive spill into the uncontrolled drain
system due to a valve in the Turbine Building at SQN being left open
was previously investigated by NSRS Report Number I-85-543-SQN and
was evaluated for generic applicability to WBN. The concern was not
substantiated at WBN. The concern occurred at SQN during the
moisture carryover acceptance test using a radioactive sodium
source., It was determined in the previous investigation for SQN
that the contaminated water entered the SQN yard holding pond due to
a valve on a sample sink not being rechecked prior to the sodium
injection. This evaluation'etermined that the procedures governing
this activity at WBN were adequate to prevent an occurrence similar
to that at SQN.

The radioactive spill into the uncontrolled drain system at SQN was
substantiated as a statement of fact; however, it was no longer
considered a problem based on the findings of a previous
investigation performed by NSRS (I-85-543-SQN). Their investigation
determined that an open sink valve had not been rechecked prior to
the initiation of the moisture carryover acceptance test which
resulted in radioactively contaminated water entering the tur bine
sump and being, pumped to the holding pond. It was determined by
NSRS that reports and proper actions had been taken by SQN.
Additionally, the moisture carryover test is a "one-time" procedure
and will not be conducted again at SQN. This evaluation concurred
with the findings of the NSRS report.
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BLN

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

Conclusion

This issue was not verified as factual at WBN or BLN ~ The issue was
factual at SQN but corrective action was initiated before the
employee concerns evaluation of the issue was undertaken.

I

I

I Rl
I

I

Generic A licabilit
This issue was determined to be SQN specific. No evaluation at BFN

.is necessary.

Issue 311.02-3 - Radioactive Material in Uncontrolled Areas

I Rl

WBN

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

A SQN concern in this issue dealt with contaminated material being
stored in unidentified lockers or containers and had previously been
investigated by SQN line management. The concern was substantiated
at SQN and corrective action was implemented prior to this evaluation.
The previous investigation determined that the HP survey that was
initiated did not find any untagged or unlabelled contaminated
materials; however, they did find a bagged and tagged hose in an
unlabelled storage box. As a result, corrective actions were
implemented by. line management to ensure all lockers, cabinets,
gang-boxes, and other containers were properly labelled as requested
by HP. This labeling program was verified and allows HP to perform
periodic surveys on all containers in the regulated areas.

IRl
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S N and BFN

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

Conclusion

The issue could not be verified as factual at WBN, but was found
factual at SQN. Corrective action for the problem however, was
initiated before the employee concerns evaluation of the issue was
undertaken.

I

I

I R1

I

I

I

Generic A licabilit I

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

Issue 311.02-4 - Safe uardin Contaminated Material

A barrel marked "contaminated material" being moved by a group of
laborers in the machine shop building without any safeguards was a
concern previously investigated by WBN line management. The concern
was not substantiated. Based on that investigation, it was
determined that the drum did not contain radioactive contamination
but rather some other form of contamination, such as asbestos or
PCBs. Therefore, no HP supervision or HP safeguards were initiated.
Interviews conducted in this evaluation also concurred that the
"contaminated material" designation is not used at WBN for
radioactive material.

Additionally, containers on-site that did contain radioactive
material are designated as such and were found not to have been moved
at the time or location of the specified incident. This evaluation
concurred with the findings of the previous investigation.

0
Conclusion

The issue could not be verified as factual.

I

IR1
I
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Issue 311.02-5 - Contaminated Fire Hoses

BFN

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

Conclusion'his

issue could not be verified as factual.

Issue 311.02-6 - Green Ta Re uirements

~SN

The issue regarding the dropping of the green tag requirement at the
clean tool room at SQN was substantiated as a statement of fact,
however, it was not a problem. Based on a previous investigation by
line management, it was determined that the green tags are no longer
required due to the implementation of the "power block" concept at
SQN. This concept had resulted in the relocation of the clean tool
room from the restricted area. Before the "power block" concept,
tools had to be surveyed by HP and tagged before they could be
returned to the clean tool room. Now, a survey and green tag
clearance is required at the point of exit from the regulated area.
This evaluation concurred with the previous line investigation at
SQN.

Conclusion

This issue was factually accurate, but was not a problem.

3.3 Element 311.03 - Ex osure Limits and Records

Issue 311.03-1 — Dail Radiation Ex osure Limits

WBN

This issue addressed two concerns dealing with the daily limits of
radiation exposure at WBN which was previously investigated by line
management. The issue was not substantiated at WBN. Federal
regulations do not require daily dose limits.. Only quarterly dose
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limits and limits for total lifetime dose are established in
Title 10 CFR Part 20. As stated in the line report, these
regulations are implemented by TVA through their Radiological
Protection Plan (RPP) and Radiological Control Instructions (RCIs).
No daily dose requirement was found in these documents. The only
reference to a daily limit was made in regard to the need of a RWP

if exposure might exceed 50 mrem/day.

Another part of this issue that was evaluated at SQN and determined
generically applicable to WBN dealt with cases of overexposure which
could result in employees being laid off. Although overexposures
were not a problem at WBN or SQN, lay-offs are a possibility at TVA
and therefore, would substantiate this part of the concern. As
stated in the line report and confirmed by interviews at WBN, it is
possible for individuals to be laid off if they exceed or come close
to exposure limits. Any worker who exceeded a dose limit for any
monitoring period is not permitted to enter a radiologically
controlled zone for the remainder of that period. When workers
reach their dose limit, efforts are made to place the individual
elsewhere. To date, no TVA employee or contractor has been laid off
for this reason at WBN.

S((N

The concern in this issue regarding the questioning of daily
exposure limits at SQN and overexposure resulting in layoffs was
previously investigated by line management, Although part of this
issue (possibility of layoffs) was substantiated, it has not been a
problem at SQN. As described in the WBN findings, TVA has
implemented the Federal Regulation requirements through the RPP and
RCIs. No requirements were identified for daily dose limits. The
requirements for the use of an RWP when exposure might exceed 50
mrem/day was the only reference to a daily limit. In regard to the
overexposures at SQN several years ago, the line investigation .

reported that there had been no cases of personnel overexposure in
excess of regulatory limits at SQN. This was confirmed by
interviews with SQN HP in this evaluation.

The other part of this issue which dealt with layoffs had the same
findings as described for WBN. Layoffs are an option for TVA if a
worker met or exceeded established exposure limits. HP management
indicated that this option has not been implemented at SQN.

Conclusion

0
The issue concerning daily limits of radiation exposure being
violated could not be verified as factual. The possibility of
employees being laid off upon reaching their dose limits could be
factually accurate, however no such case has occurred.
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issue 311.03-2 - Chan in Ex osure Allowances on RWPs

~SN

The issue regarding an .employee receiving the maximum amount of
radiation due to RWP being adjusted to reflect an increment in dose
allowances was previously investigated by line management and NSRS

Report XX-85-028-001. The issue was not substantiated as stated;
however, deficiencies were found in other areas during the
evaluation. With regard to the specific concern, the previous
investigation had reviewed RWP timesheets and found no evidence of
individual's dose exceeding established limits. A RWP timesheet was
identified where a change was made to the item stating "Do not
exceed mrem per entry or 50'L of RAD" (remaining allowable
dose). The CI had been made aware that the amount was only a
guideline based on the HP's estimate of what is required to
accomplish the job. Procedures also allowed this value to be
changed as dictated by conditions.

During the course of the previous investigation, NSRS did note
discrepancies in handling RWP timesheets. SQN committed to NSRS to

previse appropriate HP procedures regarding QA record requirements.
These deficiencies have been resolved for the most part,
specifically in regard to transcription of RWP timesheets. However,
there still remained the lack of a clear definition of QA record
requirements for RWP timesheets and the problem of personnel in the
field not handling RWPs in accordance with QA record requirements as
determined by this evaluation. Employees do receive training in GET
on QA record procedures and are instructed that RWP timesheets must
be used according to QA record requirements. This evaluation
concurred with the findings of the previous investigation. CATD
31103-SQN-01 was initiated to address this issue.

Conclusion

The issue concerning HP adjusting the maximum allowable dose for
individuals is not factual, but as a result of the employee concerns
evaluation a problem was discovered for which corrective action was
initiated.

Generic A licabilit
This concern was evaluated at SQN and found to be not valid'. A

peripheal issue regarding SQN practices on RWPs was identified.
No other site evaluations are necessary,
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Issue 311.03-3 - Ex osure Durin Radio ra hic 0 erations

~SN

The issue in regard to an individual being exposed to radiation
during x-rays of a pipe weld was previously investigated by line
management and was not substantiated. Based on information provided
by the QTC report, XX-85-048-003, the previous evaluation determined
that the individual was not present within the regulated area set, up
by the radiographers for welding,.operations, Radiographers are Itrained in controlling radiographic operations according to the I
requirements of 10 CFR 34. These boundaries were set in accordance (Rl
with 10 CFR 20.105 requirements, such that the maximum exposure rate
is less than 2 mr/hr, at the boundary and no dosimetry will be required
outside of the regulated area boundary. This evaluation concurred
with the findings of the previous investigation.

Conclusion

This issue cannot be veri fied as factual.
I

I Rl
I

issue 311.D3-a - Omission o~fEx enure Data

BFN

The issue with respect to an individual's name being removed from
the HP computerized exposure data base and was later added was not
substantiated. It was determined by this evaluation that two dose
tracking systems were used by TVA. The Radiation Exposure Management
System (REMS) maintained a permanent record of an individual's
quarterly, annual, and lifetime doses. Once a dose was recorded on
REMS, the exposure history was never removed. The Health Physics
Dose Tracking System (HPDTS) maintained an individual's current
exposure history at the site while that individual was working in
regulated areas. It was found that if a worker was terminated or
had a change of job status, the individual's name would be removed
from the HPDTS onsite but not from REMS. The name would reappear on
the HPDTS if the individual returned to work in a regulated area at
the site. A cross-check performed quarterly on the two systems is
used to resolve any discrepancies in exposure histories.

Conclusion

This issue cannot be verified as factual. "

I

I Rl
I
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Issue 311.03-5 - Workers Not Receivin Similar Ex osures

BFN

This issue addressed the practice of workers in the same section not
receiving approximately the same exposure and was not substantiated.
It was found that procedures stated that work assignments in
radiologically controlled areas will be distributed to keep doses to
individuals relatively uniform where practical. Supervisors are
also required to designate work assignments without causing
substantial increases in total overall exposure. By reviewing
exposure printouts of different craft disciplines it was determined
that the overall individual exposures were relatively uniform.

Conclusion

This issue cannot be verified as factual.

Issue 311.03-6 - Use of Dosimetr Cards

I

)Rl
I

WBN

This issue incorporated three concerns regarding the use of dosimetry
cards for tracking dose at WBN and was not substantiated'wo of
these concerns were previously investigated by line management. The
line report stated that the dose card was a mechanism for the worker
and/or supervisor to maintain an awareness of his/her dose, as well
as providing a record of the Radiation Work Permits (RWPs) used by
an individual. If a card was lost or damaged, a new one is obtained
from Health Physics. However, the thermoluminescent dosimeter (TLD)
badge keeps the official dose record". Additionally, interviews
conducted with HP supervisors over the absence of sign in/out sheets
(RWP timesheets) at WBN determined that either timeshoets or dose
cards could be lost or damaged. HP personnel stated that dose cards
are easier to track and allowed doses to be more readily available
than the timesheets. WBN instructions also provided workers on
their responsibilities with respect to dose cards. This evaluation
determined that the line report adequately addresses the scope of
the concerns as stated, and concurs with the findings and
conclusions of the

report.'onclusion

This issue cannot be verified as factual.

iRl

I

I

I
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3 ' Element 311.04 - HP Polic Practices and Mana ement Control

Issue 311.04-1 - Authorit to Enforce HP Procedures

WBN

The issue raised about proper authority not being given to enforce
HP procedures for monitoring radiation exposure was previously
investigated by WBN line management and was not substantiated. The
previous investigation identified procedures and standards which
gave the authority for disciplinary actions and enforcement of
radiation control procedures. Xt also stated that WBN has had
violations and disciplinary actions in the two years prior to their
investigation in spite of WBN not being operational. This
evaluation concurred with those findings based on reviewing
applicable documentation and interviewing cognizant personnel.
Based on an interview with an ALARA engineer and a review of
applicable logbooks a total of 29 Radiological Awareness Reports
(RARs) and no Radiological Incident Reports (RIRs) had been written
for radiological deficiencies and violations: Disciplinary actions
did occur as a result, of some of the RARs. Requirements for llP
authority to stop work was also confirmed by interviews and a review
of the Radiological Control Program.

Conclusion

This issue cannot be verified as factual.

Issue 311.04-2 - Mana ement's Attitude Toward Radiolo ical Control

This issue was comprised of three concerns at SQN. The first
concern dealt with an incident where SQN personnel were
contaminated, and stated that the incident, which could have been
prevented, reflected poor management's attitude regarding
radiological health and safety. It was not substantiated at SQN.
No evidence of personnel contamination as a result of poor
management attitudes toward radiological safety was found through
reviews of documentation for reportable and nonreportab]e
incidents. Personnel Contamination Reports and Rj'Rs were reviewed
which documented personnel contamination and any investigative
activities that were required. No information detailing the
incident specified in the concern was found. 'hi's evaluation did
not identify any deficiencies in the SQN personnel contamination
control program.
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The second concern which involved plant management's direction that
older employees be assigned "hot" (high radiation) work in order for
them to reach their radiation exposure levels first was previous)y
investigated by NSRS, Report I-85-513-SQN, and found not
substantiated at SQN. Their investigation and review of radiation
exposure records found no evidence that older individuals working at
SQN had received a disproportionate level of exposure when compared
to other workers in their sections or organization. Interviews with
a craft foreman employed during the time frame of the concern found
there was an unawareness of any "management direction" regarding the
assignment of personnel to "hot work" based upon age. This
evaluation concurred with the findings of the NSRS report.

The third concern of this issue which alleged inadequate upper
management support to the Health Physics Department to enforce an
effective radiological safety program and the lack of disciplinary
action for personnel who intentionally bypass monitors was not
substantiated in an investigation performed by SQN line management.
Based on their findings, no actual incidents were identified where
employees did not receive disciplinary action for deliberately
bypassing radiation monitors. Additionally, interviews conducted
with HP personnel and reviews of plant procedures and records did
not indicate inadequate upper management support to enforce an
effective radiological safety program. It was determined through a
documentation review that RIRs were initiated and the incidents were
investigated for corrective and disciplinary actions as required.
The SQN line management made recommendations to upgrade the RIR
program based on their investigation. These included providing
feedback to HP technicians on the RTRs and ensuring prompt action by
management. CATD 3110'-SQN-01 was issued to address this problem.

BFN

Two concerns were evaluated at BFN for this issue. The first
concern which stated there was an emphasis for craftsmen to remain
in radiation/contamination areas regardless of the hold status was
substantiated, however, corrective action had already been
implemented by BFN. The problem of individuals staging in radiation
areas was identified by HP and brought to the attention of plant
management. As a result, the Plant Manager instructed (in writing)
that all sections were to halt the practice of allowing individuals
to loiter in radiation areas and to maintain ALARA policies.
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The second concern in regard to an individual being required to pass
through airborne contamination areas without, a respirator was
considered indeterminate without specific data on the location and
time of the incident. However, a review of procedures indicated
that controls were in place to prevent such an occurrence. RWPs
were required for entry into an airborne area. If levels are found
to be less than 25'L of the maximum permissible concentration (MPC)
in an airborne area, then respirators were not require'd. Therefore,it was possible to enter an airborne area without a respirator andstill comply with plant procedures and NRC regulations. If an
individual had entered an area where respirators were required, this
would have resulted in an RIR being written'o evidence was found
to indicate any incidents of this type. In addition, interviews
with HP personnel indicated that in the past individuals had been
allowed,to wear respirators if they wanted to, even though it was
not required. Due to problems associated with this practice, it has
since been stopped,

BLN

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

Conclusion

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

I
The issues that were not verified as factual were not required to be IR1
evaluated at other sites. The issue found factual at BFN was a l
specific practice at BFN which is not generic to other sites. I

Issue 311.04-3 - Polic on Hair Len th and Beards

WBN

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

The second concern which involved a situation where an employee wastold to shave his beard or be sent home was previously investigated
by line management in conjunction with QTC ( IN-85-642-002). That
investigation had determined that the concern could not be
substantiated without compromising the identity of the individuals
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A survey that was conducted of all Public Safety Supervisors did not
find any evidence of the referenced incident. Furthermore,
documentation that was reviewed stated that only personnel requiring
unescorted picture badge access into plant protected areas was
required to be clean shaven. Based on information provided by QTC,it was found that the individual in question was on a visitor's
badge; therefore, it was not necessary for him to shave. Visitor
badges were issued to personnel with beards who are on short-term
work assignments or are pending completion of badging requirements
and must be escorted. This evaluation concurred with the line
management/QTC report.

Conclusion

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

Issue 311.04.4 - Radiolo ical Controls Surve s Decontamination
and Emer enc Procedures

WBN

The WBN concern questioning the adequacy of radiological controls
and decontamination procedures was not substantiated. It was
determined that the limits and standards to which TVA adheres for
establishment of radiological controls during operation and
decontamination activities were adequate. 10CFR20 established the
general requirements for the protection of personnel against
exposure to radioactive material in restricted areas. Controls and
limits were also established in TVA's Radiation Protection Plan.
Radiological Control Instructions (RCIs) were the implementing
procedures and established limits and guidelines governing the
radiological control program. Additionally, HP instructions
implementing the RCIs provided details in the areas of
administration, dosimetry, and technician instruction letters.
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These procedures were reviewed and found to be in compliance with
the regulatory requirements for limits on airborne exposures. Since
there were no airborne areas at WBN during the -evaluation, the
implementation of these procedures/ programs were not readily
observable; however, controls at posted radiological areas were
observed and reviewed for adequacy. Decontamination activities were
also not observable since WBN has not begun operation at the time of
this evaluation; however, a review of procedures that had been
written, drafts of decontamination instructions, and interviews with
cognizant personnel indicated that adequate controls were being
developed at WBN.

~SN

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

The second concern which consisted of a request to implement a
procedure encompassing all aspects of possible emergency situations
in a C-zone, was not substantiated. The evaluation consisted of a
review of current HP procedures governing radiological safety in
contaminated areas and SQN emergency procedures, policies, and
guidelines to determine the adequacy of each to mitigate C-zone
emergency situations. No deficiencies were identified upon
examining general programmatic areas (i.e., training for
emergencies, scope of employee responsibilities, training for access
into radiologically controlled areas). Existing radiological
protection procedures, emergency procedures, and personnel training
programs were determined to adequately address the handling and
mitigation of any potential C-zone emergency situation based on
interviews with cognizant personnel and review of applicable
instructions and reports.
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Another concern which raised questions about the location of
friskers in regard to their proximity to contaminated area exits and
the probability of spreading contamination while searching for a

frisker was a statement of fact, however, it was not a problem.
According to procedure, individuals were required to frisk
immediately after or as soon as possible upon exiting a C-zone.
However, it was determined by field walkdowns that friskers were
placed throughout the plant in locations as convenient as possible
to existing C-zones with regard to background radiation
requirements. Some friskers were moved away from zoned areas due to
excessively high background levels and, consequently, could result
in contamination being spread to the area where the frisker was
located when individuals left those areas. Based on procedural
reviews, the movement of friskers and the possibility of spreading
contamination were in compliance with regulatory and plant
procedural requirements. Interviews with training personnel also
revealed that GET classes informed personnel that friskers may not
be readily available and discussed the actions that workers were
required to do in the event they had to search for a frisker (i.e.,
contact HP and stay in place). No evidence of programmatic
deficiencies were identified in this evaluation.

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

Conclusion

The issue at both SQN and WBN could not be verified as factual.
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Issue 311.04-5 - HP Res onses to Radiation/Contamination Alarms

~SN

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

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

Conclusion

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

WBN

0

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

A review of the NSRS Report I-84-012-SQN which investigated the
thimble tube ejection accident at SQN was determined not to be a

direct result of entry into containment while the reactor was at
power; therefore, this issue was not substantiated at WBN.

This issue of entering lower containment was reflected in three
concerns at SQN, The first concern which involved the transfer of
responsibility of HP from Muscle Shoals to Sequoyah resulting in
compromises to existing HP policies regarding'ersonnel access
during unit operation, was not substantiated at SQN. It was

determined by this evaluation that the concern only pertained to
containment entries. A review of applicable procedures, including
prior revisions, revealed no significant changes in entry .

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

Conclusion

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

Issue 311.04-7 - Im ro erl Com leted RWP Timesheets

WBN

The issue concerning the completion of RWP timesheets not being made
in accordance with procedure requirements was previously
investigated by NSRS for SQN Report I-85-514-SQN and was determined
not to be substantiated at WBN. The evaluation for SQN found that
the problems with the RWP timesheets centered on the improper.
correction of quality assurance records in regard to the
transcription of information (i.e., signatures) on RWP timesheets.
The evaluation for WBN was based on the findings of the SQN
investigation. No RWPs were available for review at WBN due to the
status of the plant; however, reviews of applicable procedures and
interviews with cognizant personnel were conducted to identify
similar problems at WBN. Since RWP timesheets were not used at WBN,
required changes and corrections to procedures identified for
deficiencies at SQN were not applicable to WBN. WBN was, however,
conducting training on dose cards to ensure workers were familiar
with the QA and other recordkeeping requirements.
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~SN

Two concerns were raised in regard to this issue at SQN. The first
concern identified a RWP sign-in sheet that contained falsified
signatures. This concern was previously investigated by NSRS Report
I-85-514-SQN and was not substantiated. The original sign-in sheet
had been transcribed to a new sign-in sheet without traceability to
the original. Therefore, the evaluation for verifying falsified
signatures was indeterminate. This evaluation concurs with the NSRS
findings,

0

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

In addition, issue 311.03-2 identified QA record deficiencies in SQN
RWP timesheets and noted corrective actions that were required to
define QA record requirements for RWP timesheets and handling RWPs
in the field in accocdance with QA cecocd requirements, These
findings were also applicable to the findings for this issue.. This
evaluation concurred with the findings of the NSRS repoc't.

BFN

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

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

Conclusion

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

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

Issue 311.04-8 - Inade uate Knowled e of S stem's Contents

I

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

The issue was not verified as factual.

Issue 311.04-9 - Ade uac of S N HP Pro ram (Miscellaneous)

~SN

This issue covered eight items of concern relating to the adequacy
of the SQN HP program. The issue involved the implementation of the
program, lost sources, monitor locations smears, and air samples.
One item involved charges of intimidation and harassment and was
referred to the office of the inspector general. None of the other
seven items were substantiated. Their findings are discussed below.

The item that TVA lacked the ability to run an HP operation was not
substantiated. It was determined by reviewing procedures and
audits/evaluations, observing implementation of the instructions,
reviewing program documentation, performing walkdowns, 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 in one of their evaluations.

Additionally, the HP program at SQN is under the direction of an
individual who meets the qualification criteria for the position of
Radiation Protection Manager as required by Regulatory Guide 1.8.

The item on an unreported loss of a radioactive source was also not
substantiated. It was found that procedures provided guidelines for
source inventory and control and that the sources were routinely
inventoried on a weekly basis and documented accordingly.
Inventories from 1985 and 1986, which was the time frame of the
alleged incident, were reviewed with no discrepancies being found.
In addition, 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 a missing source as described in the concern.

Radiation monitors not being located according to procedure ASIL-3
was also not substantiated. The attachment to ASIL-3 contained a

list of the radiation monitors and their location. Two HP

technicians who had completed performance .verification sheets within
the last year stated that all monitors were in the proper
locations. Additionally, a random verification was performed by
walkdown 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
smears 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 procedures. It was
determined that smears were handled on a designated countertop in
the counting room which is posted as a regulated area (i.e., no
eating, drinking, or smoking allowed), Other areas of the count
room were not regulated areas. The HP lab counting room and
regulated countertop were required to be surveyed daily. Any
contamination found in these areas were required to be immediately
deconned. Smears were required to be placed in a "contaminated
material" container and not in normal trash receptacles.

The item of concern about air samples being taken improperly (i.e.,
at floor level) and respirators not being worn in high contamination
areas was not substantiated. It was determined through interviews
with HP trainers and training supervisors that technicians were
instructed on the placement of air samples to achieve a
representative sample of the workers'reathing zone and in the
avoidance of contaminated surfaces. Random observations of
technicians pulling air samples revealed proper sampling practices.
All technicians observed were also knowledgeable of the required
task. In regard to the use of respirators in high contamination
areas, it was determined that guidelines have been established for
respirator usage in NUREG 0041 and were implemented at SQN.
Contamination levels which exceeded 10,000 dpm was the basis for the
use of respiratory protection. Randomly selected RWPs were reviewed
to verify technicians followed the guidelines provided in HP

procedures. All RWPs reviewed met these guidelines.

The last item of this issue dealt with HP technicians not covering
the air sampler heads before and after exiting areas that were
monitored. This item was not substantiated based on interviews with
an HP supervisor and reviewing applicable HP procedures. There were
no requirements for covering air sample heads before or after
sampling. Technicians were taught to avoid cross contamination of
the sample filters; however, the method of accomplishing this was
left to the discretion of the technicians'bservations of
technicians pulling air sample revealed proper sampling technique.
In the event cross contamination occurred, the resulting air data
would err in a conservative way and would. not compromise worker
safety.

Conclusion

This issue could not be verified as factual.
iR1
I
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3.5 Element 311.05- ALARA

Issue 311.05-1 - Winnin ALARA Su estions Not Im lemented

BFN

The concern in this issue sited three specific items where
modifications had not been implemented based on winning ALARA

suggestions. The first suggestion dealt with a piping modification
to drain to a sump/drain external to the area and was not
substantiated. No evidence was found in the ALARA files due to the
vagueness of the concern; however, the ALARA group had implemented a

program that addressed this type of problem site-wide through the
use of two methods of contamination control. These methods would
help eliminate the occurrences as described by this suggestion.

The second suggestion involved installing shielding between the Fuel
Pool Cooling Heat Exchanger and Reactor Water Cleanup (RWCU) precoat
area and was also not substantiated based on the findings of the
investigation performed by the ALARA staff which detailed a

cost-benefit analysis of the suggestion ~ The analysis had weighed
several factors which included average manhours spent in the area,
average exposure rates, initial cost of implementation of the
suggestion, and the time required to recover that cost. The results
had indicated that it would not be cost effective to implement the
suggestion at that time. This evaluation concurs with findings of
the ALARA staff.

The third suggestion was in regard to relocating the drywell control
air suction filter blowdown valve to outside the drywell and was

substantiated. Corrective actions are in the process of being,
evaluated at BFN. Based on a review of the ALARA files and case
histories and interviews with ALARA personnel, this suggestion had

been recommended to be implemented. However, due to the lack of a

response to several correspondences sent to the Electrical
Maintenance 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 implemented: The ALARA staff
had been developing several methods to track ALARA suggestions to
prevent problems of this nature in the future, which included the
development of a computerized tracking system and addressing
suggestions which show no progress of implementation in the ALARA

committee meetings. Suggestion lP3 has been scheduled as a review
topic in the next meeting for implementation and corrective action.
CATD 31105-BFN-01 and -02 were issued to address this problem.
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Conclusion

Concern II3 of this issue was factual and identified a problem for
which corrective action is being taken as a result of an employee
concern evaluation.

Issue 311.05-2 - Hazards Associated with Manwa Doors

The two concerns regarding personnel safety in opening the manway
door at the bottom of the steam generator was substantiated in a

previous investigation by NSRS (Report No. I-85-558-SQN) and an
ALARA review (No. 001-86); however, corrective actions had been
implemented by WBN. It was determined in the NSRS report that the
present method of removing bolts from the primary manway covers was
hazardous and increased radiation exposure time. The new tensioning
method designed by Westinghouse (WB-DCR-652) would require
considerably less time (20 manhours) to complete and would achieve
lower doses for the personnel involved. Additionally, it was
repor'ted that the problems associated with the removal of the manway
covers was compounded by working in cramped environments (i.e. steam
generator platforms). WB-DCR-629 was written to modify the
platforms to provide more space and allow equipment to be
transferred to other generators thereby minimizing the possibility
of equipment damage, personal injury, and reducing exposure time.
ECN-6115 was submitted for the installation of the new equipment for
the platforms. The ALARA review supported the fact that a
significant amount of radiation exposure time would be reduced with
the use of other methods to open and close the covers, This
evaluation concurs with findings of the NSRS and ALARA review. CATD
31105-WBN-01 which will implement modification of the steam
generator platform. CATD 30108-WBN-01 was issued to track the new
stud-tensioning device.

This evaluation also determined that Mechanical Maintenance was
revising MI-68.7 to caution personnel to stay clear of the swing arm
when the covers were being raised and lowered.
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~SN

The two concerns regarding personnel safety in opening the manway
door at the oottom of the steam generator were substantiated in a

previous investigation by NSRS (Report No. I-85-558-SQN) and
corrective actions have been implemented at SQN. It was determined
in their evaluation that personnel safety was a significant issue in
handling manway covers because of space constraints, weight of the
covers, and restrictive protection clothing. The investigation by
NSRS had referenced a schedule for implementing a stud and nut
configuration for securing the steam generator covers. This
substitution was expected to eliminate problems seen with the bolts
presently used and reduce the time required .to install the manway
covers. Site services at SQN had stated that contracts w'ould be
issued for this configuration in the immediate future. Furthermore,
SQN was investigating the use of electric hoists for handling the
manway covers. In addition to the proposed design changes, a new
manway shield was utilized which has been effective in reducing
exposure rates at the steam generator openings. Site Services also
had studies underway to explore other mechanisms that would enhance
the safety and reduce closure times. This evaluation also
determined that ALARA preplan reports 85-063 and 86-020 adequately
implemented the requirements of RCI-10 in regard to precautionary
actions taken to reduce personnel exposure. This evaluation concurs
with the findings of the NSRS.

Conclusion I

I

WBN, I

I

I

I

I

I R1

I

I

I

I

~ I

This issue is factual and identifies a problem at both SQN and
but corrective action for the problem was initiated before the
employee concerns evaluation of the issue was undertaken.

Generic A licabilit
This issue was evaluated at SQN and WBN 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 ECTG

evaluation. No other site evaluations are necessary, as the steam
generator design at BLN is different and BFN'as no steam generators
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Issue 311.05-3 - Time Re uired to Re air/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 in a potentially high, radiation
area was substantiated in an ALARA Review 86-X1016; however,
corrective actions have been implemented by WBN to correct the
problem. It was determined in the ALARA review and by observation
that the instrumentation mentioned in the concern was located in a
potentially high radiation area at WBN based on radiation data from
SQN and FSAR, Volume 12. The relocation of the panel was scheduled
to be discussed by the ALARA committee to determine the responsible
action party. This evaluation concurs with findings of the ALARA
review. CATD 31105-WBN-02 was written to obtain current status and IR1
schedule for moving panel O-L-14. I

The second concern involved the time required'o repair or calibrate
equipment in the Unit 1 raceway and was substantiated in a ALARA
Review 86-009; however, corrective actions have been implemented by
WBN. The findings of the ALARA review determined that by replacing
the transmitters mentioned in the concern with newer, more reliable
equipment as described in WB-DCR-597, 48 manhours would be saved per
calibration. The current equipment also had a high failure rate
which would have increased the exposure received due to repair
work. ECN-6005 was issued to install the new equipment which will
make calibration and repair work more efficient, thereby reducing
radiation exposure time. The current evaluation concurs with the
findings of the ALARA review. CATD 31105-WBN-03 was written to track (Rl
the closure of ECN-6005. I

~SN

Two concerns were also evaluated at SQN for this issue. The WBN
concern involving recalibration of the level transmitter located in
the Unit 1 raceway was not substantiated at SQN. It was determined
by visual inspection and reviewing survey data and RWP timesheets
that panel 0-L-14 was not located in a high-radiation area. There
was also no evidence of action levels established in RCI-10 being
exceeded which would warrant ALARA evaluation or constitute an ALARA
concern.
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The second WBN concern involved the time required to repair and'alibrate process monitoring instrumentation in a high radiation
area and was not substantiated based on the low exposures received
for maintenance and calibration of the level transmitters. It was
found that radiological survey data indicated that the referenced
activities involved personnel exposure levels too low to be
considered ALARA concerns. Therefore, no ALARA evaluation was
warranted.

Conclusion

This issue at WBN was factually accurate and identified a problem,
but corrective action for the problem was initiated before the
employee concerns evaluation of the issue was undertaken. This
issue at SQN could not be verified as factual.

Generic A licabilit
This concern was evaluated at SQN and WBN due to this similarity
of design and layout. No other site evaluations are necessary.

Issue 311.05-4 - Unrestricted Access to Hi h Radiation Areas

WBN

Two concerns address the issue of unrestricted access to potentially
high radiation areas at WBN. The. first concern involved the area of
the RCS loop penetration through the reactor shield wall and was
substantiated in the ALARA Review 86-005; however, no corrective
action was required. The ALARA review indicated that instructions
did exist concerning high radiation area posting and requirements
for entry inside the polar crane wall area. Instructions RCI-14 and
Technical Specification 6.12.2 both stated that for high radiation
areas (greater than 1,000mr/hr) accessible to personnel where no
enclosure could be reasonably constructed around an individual area,
then that area should be barricaded, conspicuously posted, and a
flashing light should be activated as a warning device when the
reactor is at power; the Plant Manager will also review and approve
any lower containment entry before an individual is allowed 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 containment entrances. This
evaluation concurred with the findings of this report.
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The other concern in regard 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 implemented to prevent unrestricted access. The ALARA
review determined that the return air ducts for the regenerative
heat exchangers could be reasonably barricaded with a grating in the
shape of a T-bar that could be positioned to satisfy requirements in
radiological control instruction RCI-14 and Technical Specification
6.12. Additionally, it was found that a locking device needed to be
installed on the grating that covers the opening in the floor of the
regenerative heat exchanger. However, the RC 5 loop penetrations in
the reactor shield wall could not reasonably be barricaded due to
possible movements caused by thermal expansions and confined space.It 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-WBN-04
was written to obtain the status and provide a schedule for the T-bar
installation.

Conclusion

This issue is factual and identified a potential problem but
corrective action for the problem was initiated before the employoe
concerns evaluation of the issue was under taken.

Generic A licabilit
This issue was discovered at WBN as an ALARA concern based on the
experience gained from SQN. BLN and BFN are not similar in design
and therefore evaluations were not necessary.

I

I Rl
I
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Issue 311 F 05-5 - Safet Hazards Associated With Access to Valve

WBN

The concern addressing the need of relocating valves on SIS
accumulators to reduce the safety hazard and exposure time was
substantiated in the WBN Access Survey; however, corrective actions
have been implemented. This evaluation concurs with the WBN Access
Survey. Additionally, a Hazard Assessment Worksheet IM-006-85 was
performed on this issue. Based on the Access Survey, it was
determined that before maintenance and calibration could be
performed on the SIS accumulator valves, carpenters and steamfitters
were required to perform their tasks in confined spaces in the upper
accumulator rooms. Instrument maintenance had suggested moving the
valves to a lower, more accessible location which reduced potential ~ I Rl
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scaffolding accidents and reduced exposure time. As a result, WB

DCR-633 was issued for new interfacing of the SIS accumulators which
would relocate the accumulator level instrumentation, reduce manhour
expenditure, and limit potential radiation exposure. By relocating
the valves and instrumentation to a more accessible area, the need
for scaffolding and the associated safety hazard would be eliminated.
CATD 31105-WBN-05 was written to track closure of DCR-633.

iR1
I

Conclusion I

I

a problem, but corrective action
the employee concerns'evaluation

I

I

I

I R1
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I

I

I

I

This issue is factual and identifies
for the problem was initiated before
of the issue was undertaken.

Generic A licabilit
This concern was evaluated at WBN only. However, the issue was also
evaluated at SQN under concern IN-85-189-001. This concern was not
evaluated at BFN or BLN due to the absence of valid, safety related
findings at WBN or SQN. Additionally, it was found at the
subcategory level that access problems are likely to exist at all
sites. Therefore, corporate action will address this possibility,
precluding specific. evaluations by Operations at BFN or BLN.

Issue 311.05-& - Generic - ALARA Pro ram

WBN

INPO', in May and June of 1985, conducted a Construction Project
Evaluation identifying that the TVA WBN's ALARA design review
program needed to be expanded (Finding DC-2-1). The INPO finding
stated "the radiation protection section is not reviewing all
appropriate project drawings to ensure that ALARA considerations are
addressed." As a result of incomplete reviews, some equipment was
being located unnecessarily in high radiation areas which violated
Safety Evaluation Reports commitments 12.002 and 12.005. TVA agreed
that improvement in this area was needed. As a result, an ALARA
Engineering walkdown of Unit 1 at WBN was performed to meet
commitment of the NRC Deviation which stated, "complete the review
of plant walkdown of Unit 1 to ensure that ALARA problems during
operations are minimized." WBN QA also performed the ALARA walkdown
in response to a Plant Compliance request .to verify adequate
completion of the HP walkdown. There were 182 ALARA concerns
identified. HP at WBN is currently reviewing the ALARA concerns to
determine their disposition. CATD 31105-WBN-06 was written to track
the closure of the NRC deviation

I Rl
I
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The NQAM emphasizes reviews of ALARA-related DCRs/ECNs, and FSAR

Vol. 12 commits the ALARA program to assure that specific
administrative documents and procedures "emphasize the importance of
ALARA through the design, testing, startup, operation, maintenance,
and decommissioning phases of TVA nuclear plants." = The ALARA

program adequately addresses these commitments in AI-2.7.1, 3.5,
RCI-1, and the Radiological Protection Plan (RPP), These procedures
emphasized ALARA-related reviews of DCRs, plant procedures, pre-job
planning, purchasing, contracting, construction, maintenance, and
operating activities.

~SN

A review of NRC and Nuclear Quality Audit and Evaluation (NQA S E)

Branch Reports was conducted regarding the SQN ALARA program. The

NRC reports indicated weaknesses in the SQN ALARA Committee reviews
of pre-and post-job assessments and the employee suggestions
program. These items will be reviewed by NRC in a follow-up
inspection; however, in regard to the ALARA program at SQN, no
violations or deviations were identified.

The NQA L E audit reports revealed four deviations in the ALARA

program at SQN. The first involved the lack of incentives and
encouragement for employees to participate in the employee
suggestion program.. In item I$2, it was found that annual ALARA

reports were not issued on time. Item I/3 related to the ALARA

Preplanning Reports requirements not adequately addressing,
Regulatory Guide 8.8 requirements, and the last deficiency dealt
with record retention of RWPs and ALARA reports. A CATD was written
on each of these deviations for line management response (31105-SQN-
01, -02, -03, and -04).

I

I R1

I

A1though NRC and NQA and E audits indicated several problems in the
SQN ALARA program, this evaluation concluded that within the scope of
the concerns assigned to this element, the ALARA program was effective
and adequate in identifying and minimizing radiological hazards.

Conclusion

This issue is factual and presents a problem for which corrective
action is being taken as a result of the employee concerns
evaluation.

I

I

I Rl
I

I
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3.6 Element 311.06 - Health Ph sics Clothin and Protective E ui ment

Issue 311-06-1 - Leave Site Without Monitorin

WBN

The SQN concern in regard to personnel leaving the site without a
final check for contamination was a statement of fact; however, it
was not a problem at WBN. Oue to the status of operation at WBN,
there were no contaminated areas in the plant. It was also
determined that there was no requirement for performing a final
check for contamination before leaving the site.

~SN

The concern stating that personnel can leave, the site without a
final check for contamination was not substantiated. SQN's HP
Department had provided instrumentation throughout the plant for
workers to monitor themselves for contamination in the form of
portal monitors and friskers. In addition, a permanently manned
control point was staffed with HP technicians to observe and control
personnel and equipment exiting the regulated area, Administrative
controls were also found to reasonably ensure personnel were
monitored. In the event an individual deliberately bypassed the
monitoring process, the individual was subject to having an
Radiological Inspection Report (RIR) written and corrective or
disciplinary action taken.

BFN

The concern in regard to leaving the site without monitoring
evaluated at WBN and SQN was not substantiated at BFN. It was
determined by a physical inspection of the plant that monitoring
systems were utilized to prevent the spread of contamination when
exiting C-zones and regulated areas. In addition, portal monitors
were located in the gatehouse exits to monitor personnel leaving the
controlled area. Based on an interview with HP personnel,
additional frisking systems are provided to ensure a final
contamination check at the gatehouse exits in the event portal
monitors were out of service.

BLN

The same concern was not substantiated in the evaluation for BLN.
There were no contamination areas at BLN due to the status of the
plant; therefore. there was no need or requirement for monitoring
before leaving the site.
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Conclusion

This issue could not be verified as factual at any site.

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

WBN

The SQN concern stating that no portal monitors exist at plant exits
was a statement of fact at WBN; however, it was not considered a

problem. It was determined that since WBN had no contaminated areas
because of its status, no requirements for monitoring at plant exits
existed.

~SN

The concern that no portal monitor exists at the plant exit was not
substantiated. It was determined by visual observation that there
was a portal monitor at the plant exit. However, the use of this
monitor was not mandatory and there were no regulatory, TVA, or SQN
procedural requirements for its usage. Portal monitors were placed
there for the benefit of concerned employees and to provide a
greater confidence in the radiation protection program.

BFN

The SQN concern evaluated at BFN in regard to lack of portal
monitors was not substantiated. A.portal monitoring system was
observed to be in place and operating at the plant exits in
accordance with FSAR-BFNP. Two identical portal monitors were
located in each plant gatehouse. In the event the monitors were out
of service, HP personnel stated that additional friskers would be
provided to ensure a final check.

BLN

The same SQN concern was evaluated at BLN and found not
substantiated. Portal monitors were not needed or required at BLN
due to the status of the plant (i.e., no radiation or contamination
areas).

Conclusion

This issue could not be verified as factual at any plant.
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Issue 311.06-3 - Method of Collectin Self-Readin Dosimeters

WBN

Two concerns were evaluated at WBN involving the use of metal boxes
being used to collect self-reading pocket dosimeters which could
cause the dosimeters to be knocked off-scale. Neither concern was
substantiated at WBN. It was found that the collection boxes at WBN

were lined on the bottom with a foam/sponge material and were
designed to allow dosimeters dropped into the box to roll down an
incline to the bottom. Examination of dosimeter reading records for
WBN showed no evidence of dosimeters being knocked off-scale.
Additionally, if the dosimeters were knocked off-scale and an
individual did not record his dose on his dose card, an individual's
TLD would still provide the official dose record.

~SN

The concern stating that self-reading pocket dosimeters were
collected in a metal box was factual as identified by a TVA
Radiological Health Staff Line Report. The line report also stated
that pocket dosimeters were no longer being collected in drop boxes
but were being stored in TLD dosimeter badge racks in a specific
slot identified by TLD number. In the past, off-scale readings were
reported in only ,018 percent of the total dosimeters dropped at
SQN. This evaluation concurred with the findings of line report.

BFN

The SQN concern regarding the collection of dosimeters in metal
collection boxes was a statement of fact at BFN but was not
considered a problem. It was found that collection boxes at BFN
were collected in a foam padded metal box which would reduce the
possibility of the dosimeter going off-scale. Although off-scale
dosimeters had been turned into Dosimetry, the actual number
attributed to being dropped in collection boxes could not be
determined. Off-scale dosimeter readings result in an investigation
and determination of an individual's. actual dose by reading the TLD
worn by the individual.

Conclusion

This issue was factually accurate, but what it describes is not a

problem.
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Issue 311.06-4 - Use of Face Masks

~SN

The concern noting that some personnel were required to wear face
masks while others in the same area (including HP) were not, was
substantiated as a statement of fact; however, no corrective actions
were required. The occurrences described in the concern had
occurred at SQN but were justifiable based on the conditions
detailed on the applicable RWPs.. Respirator usage was based on the
job assignment and not necessarily the area where the work was
performed. Based on interviews and review of procedure, audits, and
other documentation. no evidence was found to conclude that the SQN
Respiratory Protection Program was not properly and professionally
administered in accordance with all applicable requirements. In
addition, interviews with HP technicians revealed that they were
aware of protective equipment requirements and make adjustments to
respiratory usage in an area if required.

Conclusion

This issue was factually accurate, but what is describes is not a

problem.

Issue 311.06-5 - Unavailabilit of small-sized Gloves

WBN

The SQN concern regarding not having enough C-zone gloves in the
small-size was not substantiated at WBN. At the time of the
evaluation, the ordering process for C-zone gloves had not been
implemented. However, specifications for protective clothing had
been developed which included various sizes of gloves.

~SN

The concern regarding the lack of enough small-size gloves was
substantiated at SQN; however, corrective actions were implemented
after the problem resulted in an injury. It was determined that as
a result of the incident which involved the usage of gloves that
were too large, smaller gloves were utilized at the site. It had
been indicated in an interview that it was not practical to order
every size glove, so only the most common sizes were ordered. It
was found that SQN Power Stores now stock the smaller sizes and that
there have been no other safety incidents regarding the use of
gloves.



TVA EMPLOYEE CONCERNS
SPECIAL PROGRAM

REPORT NUMBER: 31100

REPORT TYPE: Subcategory REVISION NUMBER: 1

TITLE: Health Physics PAGE 50 OF 75

BFN

The SQN concern evaluated at BFN involving the lack of purchasing
smaller size gloves was not substantiated. It was determined that
the glove size ordered at BFN had been adequate and that no requests
for ordering additional sizes had been received by Building
Services. No complaints concerning insufficient quantities of
various size gloves were identified based on interviews with
cognizant personnel.

BLN

The same SQN concern was evaluated at BLN and determined not
substantiated. The delayed condition of the plant had dictated that
C-zone clothing items including gloves were not to be ordered at
this time. Therefore, the problem of not ordering smaller sized
gloves could not be evaluated.

Conclusion

At SQN, this issue was factual and identified a problem, but
corrective action for the problem was initiated before the employee
concerns evaluation of the issue was undertaken. At all other
sites, the issue could not be verified as factual.

Issue 311.06-6 - Reuse of Outer'loves

WBN

The SQN concern regarding the reuse of contaminated outer gloves was
previously investigated by NSRS (Report I-85-652-SQN). It was not
substantiated at WBN. There were no contaminated areas at WBN;

therefore, there were no contaminated clothing being generated or
laundered. Procedures for laundry operations and contamination
control at WBN were being developed at the time of this evaluation
and will establish contamination limits in accordance with NRC

guidelines and TVA procedures.

~SN

The concern regarding'he reuse of contaminated outer gloves was
substantiated as a statement of fact in a .previous investigation by
NSRS (Report I-85-652-SQN); however, it was not considered a

problem. The investigation determined that the level of fixed
contamination was within prescribed levels for cleaned protective
clothing as required by the RPP. This was based on a random sample
of C-zone gloves and shoe covers. It was also found that the reuse
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of such gloves with fixed contamination at established levels was
not found to represent "insufficient attention to detail" as
described in the concern. However, NSRS did recommend that GET

lesson plans be revised to better explain fixed contamination levels
to workers. It was determined by reviewing the applicable lesson
plans that Training had made revisions to the applicable GET HP

courses. This evaluation concurred with the findings of the NSRS

report.

BFN

The SQN concern in regard to the reuse of outer gloves was factual
but not considered a problem at BFN. It was determined through
interviews and review of applicable procedures and reports that
protective clothing was surveyed by the laundry monitoring system
and/or technicians before being released for reuse. Trip points
were set on monitors to ensure contamination levels on protective
clothing did not violate plant procedures. In addition, random
surveys of protective clothing were also performed on the stocked
shelves in the plant to ensure contamination levels yere within
acceptable limits.

/Rl
l

Conclusion

At SQN and BFN, the issue was factually accurate, but what it
describes is not a problem. At WBN, the issue could not
be verified as factual.

I

I R1

I

l

Issue 311.06-7 - Post Accident "Sam lin Room

WBN

The concern stating the post accident sample room was too small to
dressout was previously investigated by line management at WBN and
was not substantiated. It was determined that the Post Accident
Sampling Facility (PASF) was neither designed to dressout, nor wasit intended that dressout be accomplished there. 'It was also found
in this evaluation that training for PASF activities included
dressout in a designated area before entering the Auxiliary Building
which contained the PASF. This evaluation concurred with the
findings of the line management report.

I Rl
I

Conclusion

This issue could not be verified as factual.
iRl
I
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Issue 311.06-8 - Unavailabilit of C-zone Clothin

~SN

The concern over the availability of proper C-zone clothing for
entering the Condensate Demineralizer Waste Evaporator (CDWE)
Building was not substantiated. It was observed during a

walkthrough inspection that protective clothing was readily
available for entering the 'CDWE. Clothing bins were found at the
706-foot elevation entrance to the CDWE Building and were stocked.
An interview with a Building Services employee did reveal, however,
that they did not routinely stock the clothing bins at the 706-foot
elevation but were typically stocked by individuals for .their own
use.

Conclusion

This issue could not be verified as factual.

Issue 311.06-9 - Location of TLD Bad e Racks

WBN

The concern regarding the location of TLD badges near the main steam
lines was a statement of fact at WBN; however, it is not considered
a problem. TLD badge racks were found at the Dosimetry Issue
Building under the main steam lines. However, due to the status of
WBN, it was determined that there was no chance of a primary to
secondary leak that would affect TLD badges. Based on interviews
with HP and Dosimetry personnel, it was stated that an alternative
location for the badge racks and plans for separate Dosimetry
Building were being evaluated.

Conclusion

This issue could not be verified as factual.

Issue 311.06-10 - Unre aired C-zone Clothin

WBN

The SQN concern stating that C-zone clothing were not being patched
by the laundry was not substantiated. There were no contaminant
areas at WBN which required C-zone clothing, therefore, no C-zone
clothing was generated.



TVA EMPLOYEE CONCERNS
SPECIAL PROGRAM

REPORT NUMBER: 31100

REPORT TYPE: Subcategory REVISION NUHBER: 1

TITLE: Health Physics PAGE 53 OF 75

~SN

The concern noting C-zone clothing were not being patched by the
laundry was substantiated, and corrective action was required.
Visual inspections of C-zone 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 sample of 21
laundered C-zone clothing revealed that 8 were patched, ll had one
or more holes of less than 1/2 inch diameter. Based on the fact
that half of the items surveyed were found with unpatched holes,
this indicated that the plant's efforts to maintain serviceable
C-zone clothing were inadequate. However, it was stressed in
memorandums and training that each worker had the responsibility to
ensure the serviceability of his.protective equipment. CATD 31106-
SQN-Ol was written to identify this problem to line management.

I Rl
I

The SQN concern in regard to unrepaired C-zone clothing was not
substantiated at BFN. Based on interviews and review of NRC and
INPO inspection reports, it was determined that protective clothing
was surveyed and inspected in accordance with radiological control
instructions before being released for use. No sampling was done at
BFN because of the lack of violations (indications) at BFN. No

violations were identified in the use of protective clothing for the
past two years. For visible defects that were .detected, a heat
sealing machine was used for repairs.

I Rl
I

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
requirement for laundry operations existed.

Conclusion I

I

at SQN and presented a problem IR1
or is being taken as a result
ites, this issue could not be

I

This issue was identified as factual
for which corrective action has been
of employee concerns. At all other s
verified as factual.
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3.7 Element 311.07 - Radioactive Effluents/Uncontrolled Areas

Issue 311.07-1 - Inade uate Provisions to Protect Personnel from
Radiation Between Units

WBN

The three concerns that involved potential airborne radiation
releases from Unit 1 which could affect personnel in Unit 2 were not
substantiated. Due to the status of WBN, there were no known
sources of airborne radiation releases and no observations of
associated activities could take place.. However, it was determined
that Administrative Instruction, AI-1.6 established interface points
between Unit 1 and Unit 2 to ensure "the integrity of Unit 1
operation" and to "minimize potential radiological hazards to
personnel completing construction and testing of Unit 2." It was
observed that security barriers were in place to aid in the
identification and control of radiological hazards by limiting
access providing boundaries between areas requiring personal
monitoring and in limiting the spread of contamination. During
normal operation of Unit 1, it was found that routine radiation,
contamination, and airborne surveys would be taken at the fence
between Units 1 and 2 and in rooms and corridors containing common
system piping. In addition, continuous air monitors sample the air
at designated locations, The Radiation Emergency Plan (REP), GET,
and plant procedures also provided instructions to workers in the
event airborne radioactivity was detected above the established
limits.

Conclusion

This issue could not be verified as factual.

Issue 311.07-2 - Unre resentative Air ualit Checks

MBN

The concern regarding the number of air quality checks needing to be
more representative was not substantiated. It was determined by
reviewing survey results and applicable procedures and conducting
interviews with cognizant personnel that airborne radioactivity
surveys were made on a continuous routine and unscheduled basis.
Surveys were performed in both inside and outside potential
radiological areas. In addition, breathing air quality tests were
performed to ensure the breathing air met specifi,cations and
requirements of 29CFR1910. No violations of any regulatory
requirements or management policies were identified.
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Conclusion

This issue could not be,verif'ied as factual.

Issue 311.07-3 - Im act on Environment/Public

WBN

The concern in this issue questioned the impact 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 WBN line management and this evaluation. Line
management had determined that the WBN Environmental Statement (ES)
had addressed the impact during normal operation of WBN on the
surrounding, areas which involved land use, water use, fossil fuel
consumption, chemical effluents, and radioactive effluents. The ES
was prepared for the NRC and made available to the public and other
agencies in 1978. In addition, this evaluation reviewed the FSAR
and applicable plant procedures which expressed that during normal
operation of WBN, regular and constant monitoring of effluents would
be conducted to ensure effluent levels met Federal regulations and
TVA requirements for minimizing exposure to the public.

Conclusion

This issue could not be verified as factual.

Issue 311.07-4 - U take of Radioactive Substances Due to Similar
~Fittin s

WBN

The WBN concern in this issue identified the potential of
radioactive substances being introduced into other systems due to
similar connections being used for service air, demineralized water
(DW), and contaminated drain connections and was substantiated at
WBN; however, corrective actions have been implemented based on
ALARA Review 0291 and NRC Audit 50-390/85-20. Based on their
findings, two. possibilities for wrong hookup were identified: 1)
connecting a breathing air manifold to a DW line, and 2) using
contaminated hoses for connecting breathing air manifolds to Service
Air. The NRC audit recommended tagging all Service Air lines to
denote "Service Air Outlet." A random inspection confirmed that
they had been tagged and were inspected regularly for compliance.
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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
requirements for HP certification of manifold i.nstallation 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-WBN-Ol was written to obtain the status of the
procedures being revised.

I R1

IR1
I

Interviews with Respiratory Protection Supervisors at SQN and BFN

revealed that fittings on the hookup lines and manifold for breathing
air, demineralized water, and contaminated drains are not unique,
however, several precautions are performed prior to and during use IR1
to prevent wrong hookups such as hold orders, HP verification and
tagging. Hoses are clearly marked "Breathing Air Only." 'No l
incidents associated with wrong, hookups have occurred to date at I

WBN, SQN, or BFN. I

Conclusion

The issue was factually accurate at WBN, SQN, and BFN however,
and SQN precautions are taken to ensure this is'ot a problem.
Corrective action was taken for the problem at WBN before the
employee concerns evaluation of the issue was undertaken.

I

I

BFN I Rl
I

I

I

4.0 COLLECTIVE SIGNIFICANCE

A collective assessment of the element-level findings (Section 3.0) led
to the identification of two subcategory-level findings, one at WBN and
one at SQN. These findings were determined to reflect adversely on
management effectiveness at these two sites and dealt with ALARA and with
management accountability as follows:

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

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

timesheets.
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4.1 Insufficient Attention to ALARA Considerations WBN

With respect to the first finding„ Design Change Requests .have had
to be initiated to move process instrumentation and valves in order
to locate them out of potentially high radiation areas. Barricades
or other engineering controls have also had to be added to prevent
access into potentially high radiation areas. Also, an ALARA
Engineering walkdown of Unit 1 performed by WBN QA resulted in 182
ALARA deficiencies being identified. All of these findings seem to
point to a lack of understanding of ALARA regulatory requirements
during initial design. This subcategory level finding regarding
ALARA is similar to the subcategory level finding presented in
Subcategory Report 30500, "Accessibility." In that report, it is
stated that there has been a lack of corporate control over initial
design activities and over modification activities relative to
accessibility consideration for equipment operation and maintenance
and for ALARA situations.

4.2 Lack of Mana ement Accountabilit (S N)

.With respect to the second finding, there is a lack of clear
definition of QA record requirements for RWP timesheets at SQN.
Personnel are trained in GET that RWP timesheets must be treated as
QA records, However, this evaluation found instances where
personnel in the field do not handle RWPs in accordance with QA
record requirements and it is endorsed by line management.
Management is not being held accountable for deciding proper policy
and for enforcing it. Also, personnel are being given training
which conflicts with what they see put into actual practice. This„
negative reinforcement of training could be sending a subtle message
to employees that training is primarily a formality conducted to
meet 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 PRELIMINARY ANALYSIS

Sections 3 ' and 4.0 discussed the specific findings for each of the
element evaluations of this subcategory and their collective
significance. This section presents the results of an independent review
and analysis done on these specific element-level findings to identify
the most frequently occurring and widespread root causes at the
subcategory level. Patterns of recurring findings called symptoms were
derived from the elements, These symptoms were tested for root causes,
and the root causes for all elements were then analyzed collectively to
identify which occurred most frequently and at the most sites. Details
of the symptom and root causes derived for each element are presented in
Attachment D, "Summary of Symptoms and Root Causes."

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

Various HP procedures were incomplete or fail to incorporate all
technical requirements (WBN, SQN, BFN).

There have been errors in judgement made by qualified individuals
(WBN, SQN, BFN).

There have been inadequate prerequisites defined to ensure
satisfactory completion of various tasks related to HP (WBN, SQN, and
BFN).

These three root causes derived from root cause analysis are supported by
various element-level findings at WBN, SQN, and BFN. The first root
cause is supported 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 Office Training
Committee, and the QA audit at SQN was performed against Reg. Guide 8.8.
With respect to the third 'root cause, no prerequisites were in place for
any of the three sites to ensure training evaluations that allowed
individuals to be hired with previous experience without having OJT at a

plant that had achieved power operation, and the QA audit task at SQN had
incorrect prerequisites.



TVA EMPLOYEE CONCERNS
SPECIAL PROGRAM

REPORT NUMBER: 31100

REPORT TYPE: Subcategory REVISION NUMBER: 1

TITLE: Health Physics PAGE 59 OF 75

6.0 CORRECTIVE ACTION

6.1 Corrective Action at Element Level

WBN

A CATD (OP 31100-WBN-01) was issued to WBN line management regarding
disjointed paragraphs and missing text from the WBN FSAR. An
applicable response to this CATD received from WBN line management
was as follows:

"The individual resolution of immediate n fo 1-00311 will be
accomplished by Final Safety Anal ' ort (FSAR revision which
will be submitted to the Nu y Commi s s on (NRC) by
March 16, 1987. Num 1 Watts ar FSAR have
been documente er n ndi por ( CR) GEN NEB

8602 an
'

,
r re~ e sve FSAR

v 'c 'Q g%'he obgjectiv of erification is both
an ~, tl chi ve ac ac evelopment of an interface
wit c a ~Q Pol r or design and operations. This
wil i provid \ ba" nance of FSAR accuracy. That plan is
part'of the si seline and Licensing Verification Program which
is c arl 'tified on the Watts Bar Integrated Schedule and is a

prere isite to fuel loading."

6.1.1 Element 311.01 - Health Ph sics Staff Trainin

WBN

One CATD (OP 31101-WBN-01) was issued to WBN line management
to identify the failure of the HP Department not returning
biennial feedback questionnaires supplie y PO C in
accordance with applicable procedur

WBN line management respon t ~ D in the llowing

1manner:

"No ect n- requ r F ack forms
et om -12 equi s 'tober 1986.

19 ck submitted because Watts
r tr 985 '

Co ence 4 z was based on a review of TCT-12 on
Oct er 27, M 6 his review determined that the
eval tions training by supervisors was not deleted. The
evalu t method and process was revised which deleted the
feedback form and instituted the requirement for a Training
Evaluation Report. This revision also limited evaluation to
those sites to which trainees are assigned.



TVA EMPLOYEE CONCERNS
SPECIAL PROGRAM

REPORT TYPE: Subcategory

REPORT NUMBER: 31100

REVISION NUMBER: 1

TITLE: Health Physics PAGE 60 OF 75

~SN

One CATD (31101-SQN-Ol) identifying deficiencies in the
resolution of feedback questionnaires was issu SQN, The
acceptable response to this CATD rece'm SQN line
management was as follows:

"No
ev'

i upon rec t
e inst~ ns as 1 ows:'in (NonQIE ce 202. 12

6; Divisi
Pr 8T 1

at," N ng Standard
and Safety Training

etter T6, R2, 3/86."

In e nse, an example of a recent evaluation report of
HP technicians'ob performance was provided. The report
showed that the in-plant phase of training and impact of
retraining requirements is being adequately addressed.

BFN (NPS)

A CATD (31101-NPS-01) was issued to POTC based on the BFN

evaluation identifying that the requirement for the Office
Training Committee to review and approve a bypass of the
basic phase of training, was not being implemented.

The acceptance response to this CATD received from BFN line
management was as follows:

"The objective of PMP 0202.12 is to produce and
maintain technically competent health physics
technicians, including technicians qualified in
accordance with ANSI N18.1-1971. Personnel hired
into TVA as fully ANSI-qualified by definition meet
requirements. ANSI N18.1 requires that technicians
in responsible positions have two years of
experience in their 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
eventually become ANSI-qualified but does not apply
to individuals hired from outside 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'MP 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, in coordination with site RADCON

organizations and the Division of Nuclear Training
(DNS), standards on selection, qualification, and
training of RADCON personnel within the Office of
Nuclear Power (ONP). These standards will be
developed 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 remove, any residual ambiguity in
interpretation of requirements for education,
training, and experience for health physics
technicians. PMP 0202.12 is being reviewed in
conjunction with development of the standards and
will be revised as necessary to be consistent with
the standards."

6.1.2 Element 311.02 - Radioact,ive Material Control

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

6.1.3 Element 311.03 - Exposure Limits and Records

SgN

A CATD (31103 -SQN-01) was issued to SQN line management
concerning the handling of RWP timesheets and c recting QA

'ocuments. Part of the acceptable respo t is CATD

received from SQN line management s follows:

"The QA rec e s RW times eets are
diss ' el + zing t

es en~a gyp~ x 'GET)cd'0 .2,+eyel/ ]cs Training.
uli% the prac i@i o rtion of the class,

a11 el u
' the RWP timesheet and are

eA 5n r timesheet sign -in and sign-out.
T~ a so instructed in the required method for

ng corrections to a QA document."
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Health Physics management response regarding RWP timesheet
requirements are included in the SQN response to the CATD
issued for 311.04.

6.1,4 Element 311.04 - HP Polic Practices and Mana ement Control

A CATD (31104-SQN-01) was issued to SQN line management in
conjunction with the 311.03 element report. The CATD covers
the case of RWP's not being handled as a QA document in the
field and RIR's not coming to the attention of HP Supervisors
or SQN operations management. The acceptable responses to

'hisCATD and the CATD issued for 311.03 regarding RWP

timesheet requirements, received from SQN line management,
were as follows:

"Pertinent procedures have bee revised to reflect
the current status of determ' /classifying
RWP-timesheets as QA or no QA; h ever, all
RWP-timesheets are retai d as life 'me records."

"AI-7 Revision 39 inc
Attachment 2 beside
that said "(only e~
records)." Dat op~.
40 dated 8/8/

%avis'ot

change s rma4io

ted info son in
Wor P emit Timesheets

0 history
6 Note: Revision

4 dated 10/9/86 did

"RCI-14 v i i 5 d /1/86 under Section III.0

states " P
' record when completed and

auth t b ure and date of the HP Shift
Su r~ ." Ql ction V.A.5 states-that "RWP

mes]hgts +f assessment of MPC hours and
gas se are QA documents." Section VII
y ce (QA) restates and emphasizes the

e QA rds.

IL-4 evision ll dated 5/29/86 added a
cia 'f'cation to Table I "QA Records Lifetime
Reten ion Period" which stated beside the RWP

timesheets; "(per AI-7)." But this is under the
column titled "Record Title."
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HPSIL-7 Revision 15 dated 5/15/86 states:

"IV. UALITY ASSURANCE

A. "Completed Radiatio ork Pe its (RWP's) and
RWP Timesheets us 'to track a'rborne exposure
(MPC hours and i exposure) a QA documents
and are to b in acco e with
requireme But and

B. "All e e a . t QA documents. To
e r tgoM eets that are used to

rac 'vp~ o res are identified as QA
m +1 1 be stamped as "QA Records"
r to ent to the Data Processors.

~C~ "+ cuments will be listed and transferred
~Q z' a QA document/record transmittal sheet.

ommendat o to distribute RIR summaries to HP staff has
bee incorp ated (first communications'ailed for review
9/29 ) d will be issued each quarter. In the future the
summar shout will be mailed to the plant manager as a
possible agenda item for his weekly meeting."

6.1.5 Element 311.05 - ALARA

Six CATD's were sent to WBN line management regarding the
status and schedule for modifications to the SG platforms,
removal of a panel from a high radiation area, implementation
of an ECN which will provide more reliable equipment in a
high, radiation area, installation of T-bar barricades, new
interfacing of SlS accumulator instrumentatinn, and the
disposition of each deficiency identified in an ALARA
walkdown.

WBN line management's response to the CATD
(OP 31105-WBN-01) issued in regard to tracking the
modifications to the SG platforms was as follows:

"Closure of ECN 6115 will adequately address the
concern in ECSP Report Number 311.05-WBN."
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In response to the CATD (OP 31105-WBN-02) requesting
status and schedule for the relocation of Panel
0-L-14 from a potentially high radiation area, WBN's
line management replied with the following:

."The following represents the status of
relocation of PNL-0-L-14:

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

2. Change Control Board will review DCR upon
submittal.

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

4. Plant will implement EGA

'he

tracking document which should be used is
the ACR. In order to minimize future simi lar
occurrences, RAD CON performs ALARA reviews of
all designs and modifications per AI-2.75 and
AT-8. 10."

The response from WBN line management in regard to
the placement of more reliable equipment to reduce
exposure during calibration/maintenance activities
(CATD OP 31105-WBN-03) was as follows:

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

The acceptable response to the CATD (OP
31L05-WBN-04) from WBN line management 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 following represents the status schedule
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
equivalent barricade at penetration to
regenerative letdown HX room, units 1 and 2.
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2. DCR to be submitted for approval by 2-19-87.

3. This condition is limited in scope 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
accumulation instrumentation, WBN line management
repl ied with the following:

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

The acceptable response from WBN line management to
the CATD (OP 31105-WBN-06) regarding the tracking of
the closure of the disposition of each deficiency in
the ALARA walkdown was as follows:

"Closure 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."

SQN

SQN line management was issued four CATDs
(31105-SQN-01, 02, 03, 04) based on the findings of
NQA6 E Branch Reports concerning the ALARA suggestion
program, annual ALARA reports, ALARA program
preplanning report requirements, and radiological
safety-related act.ivities documentation. Although
SQN 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 accept le
response. Their response was as fo

ATION BRA CH

-8 fQQl@p46
e i '. - - -602

S

qy58
TmR n program is not being
irl@X% accordance with standard practice
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"Deviation Details

A. Only one of four ALARA suggestions submitted in
1986 has been responded to. The remaining three
(submitted in February, May, and June) remain
incomplete.

SQN-145, "As Low As Reasonably Achievable (ALARA)
Suggestion Program," Revision 0, Section III
states, "...the ALARA engineer will evaluate the
suggestion and should provide a written response
within two

weeks'�

.."

Ch

Luga.+

~ Lai

"S N Res onse 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 a written response for the ALARA suggestions
within a two week time period. Experience indicates
some ALARA suggestions require significant
investigation before an adequate response can be
given. Therefore, SQN-145 was revised on August 14,
1986, the day of the audit finding, to remove
reference to response time limitations. Even though
the response time limitations have been removed from
SQA-145, the ALARA staff will make every effort to
respond to the suggestions in a timely manner.

"Deviation Details

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

SQA-145, Section III also states, "...the response
will be recorded on Part B of the ALARA suggestion
form..." (the suggestion form is Attachment 1).

"~Res esse

SQN agrees with the deviation. In this particular
case, the suggestion response was made on a separate
sheet due to inadequate space for a proper response on
Attachment l.
This has been an approved method for response in the
past. In the event additional space is required for
an adequate response, Attachment 1 of SQA-145 will be
labeled "see attached sheet." As of August 22, 1986,
all 1986 ALARA suggestions received contain a properly
documented response as required by SQA-145.
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"Deviation No ~ SS-A-86-0022-D03

Contrary to the Radiation Protection Plan (RPP), SQN
Annual ALARA Reports are not being submitted to the
Manager .of Nuclear Power within 90 days after the
beginning of the new calendar year.

"Deviation Details

Lag

Sg
~ ~

F

A. Site QA staff in survey 9-85-P-007 (September 13,
1985) identified that the annual ALARA reports for
1983 and 1984 were submitted after the 90-day
limit.

B. The 1985 report was also submitted late.

Radiation Protection Plan, Revision 2 states in
Section 4.5:

Each site director shall submit an annual
ALARA report, within 90 days after, the
beginning of the new calendar year...

"Re~s esse

SQN agrees with this deviation. For the purpose of
this audit, no response is provided in reference to
the 1983 and 1984 annual ALARA reports since they were
addressed as a result of survey 9-8S-P-007.

The 1985 Annual ALARA Report was initially prepared in
early March 1986 and submitted to the plant manager
for review in mid-March. The plant manager requested
a format change for the report which resulted in
further delay.'he final report was submitted to the
plant manager on March 28, 1986, for approval. The
RIM's tracking number was assigned on April 2, 1986;
however, the report was not submitted to the manager
of the Office 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 submittal of the Annual ALARA Report from the
Radiological Control Section to the Site Director
within 60 days after the beginning of the new calendar
year. This commitment should allow ample time for
management review and approval to meet the April 1
deadline.
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"Deviation No. SS-A-86-0022-D04

SQN's ALARA program does not incorporate all the
requirements of Regulatory Guide 8.8.

"Deviation Details

A. When plant groups exceed ALARA goals, no
corrective action is documented. Currently there
are six groups in excess of their goal. No

documentation of the reason or any corrective
action taken was available for review by the audit
team.

Regulatory Guide 8.8-1978, Section C.l.b.l.c
states that "Corrective actions are taken when
attainment of the specific objectives appear to be
jeopardized."

"Re~s esse

8$

F

SQN disagrees with the deviation. Regulatory Guide
8.8 is a SQN reference document as defined in the
Radiation Protection Plan, Rev. 3, and as such no
commitments have been made concerning the entire
implementation of this document.

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 a monthly basis using the Plant
Performance Report. Additionally, a meeting is held
at the end of the fiscal year to review the overall
performance. A meeting was held with the plant
managers on October 28, 1986. One of the activity
items resulting from that meeting was a request to the
Health Physics supervisor to provide a summary report
on work activities that had resulted in unanticipated
exposures.

"Deviation Details
s

B, SQN's RCI-10 does not include Regulatory Guide 8.8
requirements for decontamination, lighting, prejob
briefing, or review of previous jobs as a part of
the prejob report.
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Regulatory Guide 8.8, Section C.3.a states that,
"...Preparations and plans should reflect thefollowing cons iderati ons:

(5) ..decontamination...

(6) ..preoperational briefing...

(13)..auxiliary lighting..."
"~Res ense

SQN disagrees with the deviation. Regulatory Guide
8.8 is a SQN reference document as defined in the
Radiation Protection Plan, Revision 3, and is not
required for full implementation,

8$
~ ~

RCI-10, Section IV, states that the responsible work
supervisor shall ensure that all workers are briefed
on the work, procedure, RWP protective requirements
and special instructions, radiological conditions, and
ALARA considerations prior to the start of the work.
RCI-10, Attachment 1, provides a flow chart for uso in
completing an ALARA Planning Report (APR)'. Included
in the flow chart is the block to "Brief Workers."
RCI-10, Section IV also states that "ALARA"
considerations which have been proven effective for
repetitive tasks should be incorporated into the
controlling procedures."

The Radiological Control Branch will issue specific
guidance regarding the application of ALARA
considerations for work activities. While SQN
believes that our present ALARA planning is achievingits purposes, any further detailed criteria issued by
Radiological Control will be implemented when it is
issued.

"Deviation No. SS-A-86-0022-D05

SQN is not maintaining documentation of radiological
safety-related activities as required by American
Nuclear Insurers (ANI).
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"Deviation Details

RWP timesheets and ALARA planning reports are not
maintained as QA records. ANI/MAELU Information
Bulletin 80-1A, "Records ntion and Documentation
of Radiological Safety-Re ate ctices" (L99 821201
001) states in Section V I, title ork Assignments
(Radiation Work Permits) ';

...It is the intent of t 'ecti n to set forth the
records which are nec s e blish where and
when an individual w 1 radiation
controlled area, wha a there, the
radiological enviro m~n n c he was working, the
radiological contr ~ ey tions where they were
applied to his wor i n~ r ation controlled area,
and any special r q ed& o conditions which may
have existed at e.y d itionally, the records
must show that ~ a h 'tion and control of an
individual's r i tion e re was exercised by
responsible pl n agem n individuals.

"~Res onse ~» ~4at

SQN disagre s
'

d viation. ANI/MAELU
Informatio t 0 1A is an information notice
and not a ement ferenced in any SQN

procedur ephone onversation with ANI personnel
further con ' tha maintaining RWP timesheets and
ALARA planning r s as lifetime records is a
recommendation and whether or not they are designated
as "QA" records is immaterial. It should be noted
that standard practice at SQN is to maintain all
dose-related records including RWP's and ALARA
planning reports for lifetime of the plant."

BFN

Two CATDs were issued to BFN line management. One

CATD (31105-BFN-001) identified the lack of a

formalized ALARA suggestion tracking system. The
acceptable response to this first CATD received from
BFN line management was as follows:

"A computerized tracking system has been developed to
identify the status of each ALARA suggestion.
However, procedure development and personnel training
will be completed by the end of January 1987.
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Existing ALARA suggestion information will be loaded
into the program by the end of March 1987. The new
ALARA suggestion tracking system will be fully
operational by April 1, 1987."

The other CATD (31105-BFN-002) identified problems
associated with Electrical Maintenance's
correspondence control. The acc table response to
this second CATD received from ine management was
as follows:

"l. Electrical Technical ection respon to the one
ALARA suggestion i ~ed as r 'ring a
response.

2. Electrical Te c o s already
implemented ng s e for items requir ing
response. t Zuj r esponse are given an
assignme s ent date, due date, and
descrip o icg x des references). This
infor t'on gag 0'nitials of the
res n erg(n are entered into the
co roars t acking log. A printout is

n~ d th. The printout is reviewed
a u+a ughout the month by the section

v

efer to morandum from T. F. Ziegler to A. W.
orrell ated November 24, 1986, "Browns Ferry

N ea Plant - ALARA Suggestion for Relocating
Dry 1 Control Air Filter Blowdown Valve - CATD
No. 31105-BFN-002 (R39 861124 892) ~

"

6.1.6 Element 311.06 - HP Facilities Clothin and Protective
~Eni ment

SgN

One CATD (31106-SQN-001) was issued to SQN line
management concerning the number of damaged C-zone
clothing articles issued for reuse which reflects on
the lack of attention given .to their maintenance and
serviceability. The acceptable response to the CATD
received from SQN line management was as follows;
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"As described in reference (memoran m from R. Prince
to P. R. Wallace, "SQN-E oyee Exit In rview
Concerns" 8-11-86), th r sibilit f ensuring
the, workers do not w r or dam e protective
clothing lies wit ea 'dua . n any event, the
Radiological Co r ntly taken over the
operation of e y. 's ill allow for tighter
controls to e he working level.

"On No g~ , , ndom inspection of 50 C-zone
cove perf e . Two of these coveralls were
fo d~ v gma alf inch) holes in them. Again,

tlap g veralls are inspected by laundry
nel he laundering cycle a small

nt still get through, which is why
rkers its inspect the clothing themselves. A large

umber of -zone clothing (principally white
c era s) was recently disposed of for this and other
rea s. I believe this action eliminated a major
portion of the tom articles and should resolve this
issue."

6.1.7 Element 311.07 - Radioactive Effluents/Uncontrolled Areas

WBN

One CATD (31107-WBN-01) was issued to WBN line management
over the current status for updating procedures which
includes requirements for manifold install on, hold
orders and designated air lines, The epta le response
to this CATD from WBN line managem was as llows:

"Historical Problem Descri o o sed Sol tion

Problem:

Possibili f
Brest

gV
1 ami te s for connecting MSA
fo d o/S c ir.
5 S

P ical C s:

1. se gnated air lines for MSA Breathing, Air
refolds.
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2. Change MSA Breathing Air Manifold input couplings from
Chicago type to a different type, unique within the
plant,

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

Breathing Air Manifolds.

Administrative Changes:

1. Revise RCI-a and HP-TSIL-19.

2. 'Have HP certify manifold installation.

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

C5
K Q

~ 4Q

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

5. Have HP control the adapter.

"Current Plant Situation

WBN is a preoperational power plant. At present, there is
no. possibility of radioactive fission and/or corrosion
product contamination of Service Air, Service Air valves,
or air lines. Fuel load is estimated to be at least two
years'way.

"Necessar Action

Corrective action to, preclude the use of contaminated air
hoses for connecting the MSA Breathing Air Manifolds to
Service Air are warranted and must be in place prior to
initial criticality. Until then, there is no hazard.

Upon further investigation of the previously proposed
corrective action, WBN Radiological Control (Rad Con) has
concluded that a slight modification of the previously
proposed solution will provide acceptable corrective
action. Specifically, WBN Rad Con concludes that an
adapter from Service Air to the inlet hose of the MSA

Breathing Air Manifold is unnecessary. WBN Rad Con plans
to use special designated air lines under the 'control of
Rad Con to connect Service Air to MSA Breathing Air
Manifolds. 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 (for connection to
the MSA 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 MSA Breathi 'r Manifold has not been
settled. Discussions e un ay with MSA at this time.
If the solution can b used, no ter is necessary to
ensure that an uncon inated ai ine will be used.

Administratively. RCI-4 will require
revision and are c e f he second and third quarter
of 1987 respecti e e a corrective action does not
require immedi e e on, we propose to maintain
the present s e Joy ruction review/rewrite. When

revised, the n c4fgn . 11 reflect RAD CON control of
designated r fo A Breathing Air Manifolds which
are identi a y c'al sleeving and a unique fitting
on one en . i r athing Air Manifold will be changed
accordin Ad i ' lly, RAD CON personnel will certify
correct z latio rior to use of the MSA Breathing Air
Manifo d

'
n the inadvertent disconnection of a

MSA B e
' nifold from Service Air, RCI-4 will

also stip a a hold order be placed on Service Air
val e u ~+o supplying air to the,manifolds.

o ion Da s

Assume cha ing the coupling on the MSA Breathing Air
Manifold ermissible and a suitable coupling is obtained
before April 30, 1987, HP-TSIL-19 and RCI-4 will be revised
before September 30, 1987, At this point, all action
should be completed."

6.2 Corrective Action at Subcate or Level
Ol seJ 0 ~ ~~pf S/7/87

CATD 30500-NPS W being sent to TVA corporate management under
Report 30500, "Accessibility," adequately addresses the first
finding of this subcategory as presented in section 4.0 of this
report, i,e,, lack of corp'orate guidance and design input criteria
with respect to ALARA consideration. The problem of management
accountability as cited in the second subcategory-level finding is
discussed in the Operation Category Report as one of the root causes
found throughout the category's major findings. Because of this
higher-level treatment of the topic of management accountability, no
subcategory-level CATD is being, issued under this report.
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7.0 ATTACHMENTS

Attachment A - Subcategory Summary Table

Attachment B - Listing of Concerns by Element/Xssue

Attachment C - Checklist for Root Cause Analysis

Attachment D - Summary of Symptoms and Root Causes

Attachment E - Graph of Symptoms Versus Root Cause

Attachment F - Bar Charts of Symptoms

Attachment G - Bar Charts of Root Causes

Attachment H - CATDs

Attachment I — List of Evaluators by Element/Plant
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CATEGORY: OP PLANT OPER. SUPPORT

TEtINESS EE VALLEY AUTHORITY
OFFICE OF tlUCLEAR POHER

ENPLOYEE COtlCERtl PROGRAN SYSTEN (ECPS)
ENPLOYEE COtlCERtl IWFORNATIOtl BY CATEGORY/SUBCATEGORY
SUBCATEGORY: 311 — ALARA

PAGE — 1
RUtl TINE — 13a36)39
RUW DATE - 01/2'/87

S
H

SUB R PLT
CONCERN WUNBER CAT CAT D LOC

3Ftt"85-002-00101 OP 31105 N BFN

1 REPORT APPL
2 SAF RELATED

BF BL SQ HB

1 Y N N N
2 NO tlA NA NA

HISTORICAL CONCERN
REPORT ORIGIN

WSRS

CONCERN DESCRIPT ION

DURING THE EXIT ItlTERVIEN THE CI GAV
E THREE EXAt1PLES llHERE tlODIFICATIOtlS

HAVE ttOI BEEtl PERFORNED TO AGREE IlI
TH HItlllIIIGALARA SUGGESTIONS.

1. tlODIFY PIPING TO DRAIN TO
A SUNP/DRAIN EXTERNAL TO AREA.

2. INSTALL SHIELDING
BETHEEW FUEL POOL HEAT EXCHANGER AW

D RttCt) PRECOAT AREA.3. RELOCATE DRY
lIELL COWlROL AIR SUCTION FILTER BLOW
DOlltl VALVE TO OUTSIDE DRYllELL.

REF. SECTION
CAT - OP
SUBCAg " )ll
SECTION/ISSUE

3.5
311.05-1

BFtl-85"017-00101 OP 31103 N BFN 1 Y N N tl
2 SR NA WA WA

BF!l-85-019-00201 OP 31106 N BFtl 1 Y N tl N
2 SR NA WA NA

BFN-85-020-00101 OP 31104 W BFW 1 Y N N W

2 SR WA NA NA

tlSRS

WSRS

NSRS

DURItlG ItlE EXIT ItlTERVIEll THE CI STA
TED THAT ttlS tlAtlE llAS RENOVED FROW T
HE HP CotlPUTERIZED EXPOSURE DATA BAS
E AtlD IlhS LATER ADDED. HE IS COtlCER
WED THAT SOtlE OF HIS EXPOSURE DATA N
AY HAVE BCftt ONITTED.

DURING AW EXIT IlITERVIEN THE CI STAT
ED THAT HE HAD BEEN REQUIRED TO PASS

THRU AIRBORtlE COtlTAflIWATIOtlAREAS (
HHERE RESPIRATORS htlD AIR PACKS llERE

REQUIRED) llITHOUT llEARItlG RESPIRATO
RY EQUIPllEWT. HE IS CotICERWED ABOUT

EXPOSURE IW SUCH CASES.

DURItlG THE EXIT ItlTERVIEH THE CI STA
TED THAT THERE IS AW EtlPHASIS FOR CR
AFTNEtl TO REttAIW "IN THE HOLE" (IN R
ADIATIOtl/COtlTAtlItlATIOtlAREAS) REGARD
LESS OF THE HOLD STATUS. THIS IS WO

T Itl KEEPItlG IlITH HP TRAINIWG TO NItl
INIZE RADIATIOtl EXPOSURE.

3.3
311.03-4

3.4
311.04-2

3.4
311.04-2

BFP-85-001-00101
T50233

02

IH 60300 S BFN 1 Y N N N
2 WO NA WA WA

OP 31102 S BFtl 1 Y N N N
2 WO WA WA WA

QTC THF. FIRE HOSES USED TO CONTROL THE B
ROHtlS FERRY FIRE 8-10 YEARS AGO IIERE

TAKEtl Oft SITE BY Atl EtlPLOYEE-(tlANE
KWOIIW) FOR PERSOtlAL USE. THESE COtl

TAtlItlATED tlOSES tlAY STILL BE STORED
IN THEIR COtlTAItlERS POSItlG A HEALTH
HAZARD. CI lIAS tl0 FURTHER ItlFORtlATI
Otl. WO I ULLOll UP REQUIRED.

3.2
311.02-5

COtlCERtlS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY ttUt4BER
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PAGE
RUN TINE - 13:36~39
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S
H

SUB R PLT
COtlCERtl IIUtlBER CAT CAT D LOC

EX -85-091-00101 OP 31102 N WBtl
T50192

1 REPORT APPL
2 SAF RELATED

BF BL SQ WB

1 tl tl tl Y
2 WA NA WA WO

HISTORICAL CONCERN
REPORT ORIGIN

QTC

COWCERW DESCRIPTIOW

CI SAW A GROUP OF LABORERS PULLING A
BARREL DO)IW THE HALL Itl THE HACHINE
SHOP BLDG.r ELEV 729'i AtlD THE BARR

EL WAS tlhl KED "COtlTAHINATED tlATERIAL
THERt tlEEDS TO BE A BETTER HEAtlS

OF SAFEGUARD OR HEALTH PHYSICS PERS
OWtlEL HAWI)LItlG SUCH MATERIAL. TINE
Of OCCURREtlCE WAS AROUIID JULY OR AUG
UST 1985. CI HAS WOT SEEN THIS TYPE

OF IIICIDEWT HAPPEN SINCE. COIISTRUC
TIOW DEPT. CONCERN. CI HAS IIO. ADDIT
IOWAL INFORMATION.

REF. SECTION
CAT — OP
SUBCAT — 311

flan'l'. /
SECTION/ISSU'.2

311.02-4

EX -85-091-00201 OP 31102 N WBN 1 N N N Y
T50192 2 NA NA WA WO

EX -85-117 "00301 OP 31104 N WBII 1 N N tl Y
T50200 2 WA NA WA NO

HLA-85-001 01 OP 31106 N SQN 1 Y Y Y Y
2 WO WO WO tlo

I 86235SQW 01 OP 31106 N SQN 1 N tl Y N
2 WA NA NO WA

1

QTC

QTC

OECP

WSRS

A PIECE OF HETAL WAS Itl A SPECIFIC B
REAK AREA A!ID A HEALTH PHYSICS TECHW
ICIAW I)AS CHECKItlG THE METAL AWD SAI
D IT HAD A READItlG OF 200. IT LAID
III THE SHOP ABOUT 2 WEEKS WITHOUT AN
Y RESTRICIIOIISp WARIIIWGSp OR COtlTROL

ItlCIDEWI OCCURRED It) SEPT. 1985.
COIISTRU(:IIOII DEPT. COWCERtl. CI HAS
WO ADDI I I OWAL INFORIIATIOW. DETAILS
KIIOHtl TO QIC AtlD WITHHELD TO HAItlTA

IW COIIFIOLitrlALITY.

SOME HEAI IH PHYSICS TECHtlICIAWS HAVE
EXTREIW I Y LONG HAIR. NUCLEAR POWER
COtlCERW. Cl HAS WO ADDITIOtlAL ItlFO

RNATIOtl. " GEIIERIC COWCERW-

PERSOtltlCI CAtl LEAVE THE SITE WITHOUT
A FINAL CHECK FOR COtlTAHItlATIOtl.

AW AIIOW'<)'Ol)S ItlDIVIDUALMAILED Itl A
SAFETY I '.."I: LRW TO WSRS STATING THAT
THE PROI'-' C-ZOtlE CLOTHItlG FOR EtlTER
IIIG THE I l)OHS AT THE COtlDEtlSATE DEMI
tlERALIZCI! IIASTE EVAPORATOR BUILDItlG
IS tlOT Ri .":OI LY AVAILABLE. PREVIOUS
ATTEMPTS )0 PLACE SOTRAGE CABIIIETS S
TOCKED I!I IH C-ZONE CLOTHItlG Itl THE A
REA HAVI I'I LW TURtlED DOHII.

3.2
311.02-3

3.4
311.04-3

3.6
.311.06-1

3.6
311.06-8

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY IIUNBER.
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EMPLOYEE CotlCERtl ItlFORtlATIOW BY CATEGORY/SUBCATEGORY
SUBCATEGORY> 311 HP POLICY, PRACTICES AtlD MAWAGEflENT CONTROL

PAGE - 3
RUN TIME — 13 c 36 ) 39
RUN DATE — 04/24/87

S
H

SUB R PLT
CotlCERtl NUMBER CAT CAT D LOC

I-86-238-SQW Ol OP 31104 N SQN

1 REPORT APPL
2 SAF RELATED

BF BL SQ HB

I

1 N N Y N
2 WA NA SR NA

I

HISTORICAL CotlCERtl
REPORT ORIGIN

HSRS

CotlCFRW DESCRIPTIOW

AN ANOttYttOltS It(DIVIDUAL MAILED IN A
SAFETY C<:tlat 'RN To WSRS REQUESTING TH
AT EthEI<".: WCY PROCEDURES BE IIRITTEtl T
0 EWCottt'h S ALL ASPECTS OF POSSIBLE
EMERGEttC> SfTUATIotlS Itl A C-ZoltE. P
ROCEDURL'.i:itlOULD COVER SPECIFIC AREA
S, SUCH:.1. SPREAD OF CONTAMINATION

POSSIBll I 1Y OF IltJURYi POSSIBILITY
OF A FI I.: ~ POSSIBILITY OF POOR BREA

THItlG A I llJSI'HERE, ETC.

REF. SECTION
'AT— OP

SUBCAT — 311Iv.i
SECTION/ISSUE

3.4
311.D4-4

IW -85-OCE9" 0020j OP 31102 N HBN 1 H tl W Y
T50050 2 HA tlA tlA tlo

Itl -85"049-00601 OP 31102 N HBN 1 N tl N Y
T50050 2 HA NA HA NO

QTC

QTC

RADIOACT I VE CotlTAMItlATED HATER FROM
SEQUOYAH t.'AS BROUGHT To HATTS BAR AN
D DUMPED 0'l THE GROUtlD BELOH THE HAT
TS BAR ".:::it'YARD. (APPROX. 275,000
GALLOWS Ol'ADIOACTIVE COtITAMIWATED
HATER) TIIIS TOOK PLACE APPROX. 5 YEA
RS AGO DURItlG 1980. AFTER CotlTAMIWA
TED HATER DRIED, THE SOIL lthS HAULED

DOHN To TIIE INTAKE PUtlPIHG STATION
HHERE IT lthS COMPACTED AtlD USED FOR
THE IttTAKf: PUtlPItlG STATIotl BASE. CI

HAS No I UPTHER INFORMATION.

OPERATOR (NAME WOT KWOIIN) OF BULLDOZ
ER HHICll PICKED UP THE RADIOACTIVE C
OtlTAMIWht ED SOIL (REFEREtlCE COWCERtl
I Itl-85-049-002) IIAS tloT GIVEtt AtlY P
ROTECTIVF CLOTHItlG (ANTI-C'S) HHEtl T
HE CotlThl'l HATED DIRT IthS LOADING OtlT
O DutlP lt:UCKS Attn HAULED DOWN TO THE

INTAKE I'UMPING STATION. THIS TOOK
PLACE API'POX. 5 YEARS AGO DURItlG 198
0. CI CUIILD WOT PROVIDE AWY ADDITIO
tlAL IWFORtlhTIotl.

3.2
311.02-1

3.2
311.02-1

IH -85"092-00101
T50001

OP 31106 tl HBtl 1 N H N Y Itl-85-092-001
2 WA HA WA WO

QTC POST AcclDE1IT SAMPLE ROOM To SMALL.
llEW CAWWUI DRESSOUT IW THIS AREA.

3.6
311.06-7

CotlCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUMBER.
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PAGE
RUH TIt1E - 13:36<39
Rutl DATE - ohr24r87-

S
H

SUB R PLT
CONCERN HUNBER CAT CAT D LOC

It( "85-114-00101 OP 31107 N WBN
T50024

1 REPORT APPL
2 SAF RELATED

BF BL SQ ICB

1 N H H Y
2 NA NA NA SR

HISTORICAL CONCERN
REPORT ORIGIH

QTC

COIICI.Rtl DESCRIPT IOtl

IHADEQUAIC PROVISIONS EXIST TO PROTE
CT PERSOtlWt'.L IN UtlIT 2 FROt1 AIRBORNE

PARTICLE". AtID LOCAL RADIATIOtl SOURC
ES. PROI ECTIOW IS LIMITED TO A CHAI
H ANCHOR FENCE

REF. SECTION
CAT - OP

SQUCA7
- 311

SECTION/ISSUI

3.7
311.07-1

IN -85-126-00101
T50089

OP 31107 N WBN 1 H N N Y
2 HA tlA WA NO

IN-85"126-001 QTC IMPACT Ol'lhTTS BAR PLANT OPERATION
OW SURROUWDItlG AREA AND EFFECI'F RA
DIATIOtl 10 PEOPLE IH SURROUIIDItIG ARE
A. CI Hhl) WO FURTHER IWFORMATIOtl.

3.7
311.07-3

IN -85-ICI2-00201
T50087

OP 31106 N IIBN 1 N H tl Y
2 HA NA tlA tIO

IN-85"162-002 QTC SEI.F REAI)IWG POCKET DOSINETERS ARE C
OLLECTEU 1tl A METAL BOX LOCATED OW E
LEV. 708'. EIITRY PORTAL IH TURBINE B
UILDItIG I)Y THROIIItlG DOSINETERS Itl BO
X. THEY ('OULD BE KtlOCKED OFF SCALE.

WO ADDI )10WAL INFORMATION AVAILABL
E FROM CI .

3.6
311.06-3

IN -85-219-00101 OP 31104 N HBN 1 H H N Y
T50008 2 HA NA WA NO

QTC QUESTIOWS I Hf ADEQUACY OF RADIOLOGIC
AL CONTR')LS AtlD Df-COtlTANINATIOtlPRO
CEDURES iW VIEII OF THE AIRBORtlE COtIT
ANItlATIOW PROBLEIIS IIHICH OCCURRED AT

SEQUOYAH. QUESTIONS THE ALLOIIABLf
RADIATIOW LEVELS COtlSIDERED ACCEPTAB
LE

3.4
311.04-4

IW "85-301-00601
T50177

OP 31103 N HBtI 1H N tl Y
2 NA tIA tIA NO

Itl"85-301-006 QTC HILL THE DAILY LIMITS OF ACCEPTABLE
RADIATIOW EXPOSURE AT HATTS BAR BE T
HE SAMf AS SEQUOYAHT CotlST. DEPT. C
OtICERtl. WO FOLLOW UP REQUIRED.

3.3
311.03-1

Itl -85-463-00901 OP 31107 N HBN 1 H tl N Y
T50036 2 tIA HA tIA NO

IN -85-499-00201 OP 31107 N HBN 1 H H H Y
T50031 2 WA WA HA NO

QTC

QTC

AIRBORNE RADIATIOtl FRON UIIIT Sl SIDE
HILL AI'fl.'CT PERSOWWEL OW UIIIT $ 2 SI

DE AS tlO I'ROTECTIOtl IS Itl PLACE.

THERf IS WO I'IECHAtlISN IN PLACE TO DO
CUIIEtlT A I ".A~)RWE EXPOSURE RECEIVED BY

EtIPLOYI:I;. !)II UWIT II2 COtlSTRUCTIOW I
tl THE EV)!'I OF UNIT Ol AIRBORtlE COtlT
ANItlATI 0:! I ~ 'IPL OYEES LEAVE BEFORE tlAN
ES CAtl 01 RECORDED.

3.7
311.07-1

3.7
311.07-1

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY tIUMBER.



REFERENCE — ECPS132J-ECPS132C
FREQUENCY " REQUEST
OtlP — ISSS —-RHM

:ATEGORY OP PLANT OPER. SUPPORT

TENtlESSEE VALLEY AUTHORITY
OFFICE OF IIUCLEAR POINTER

EMPLOYEE COtlCERH PROGRAt1 SYSTEM (ECPS)
EMPLOYEE COtlCERtl IWFORIIATIOtl BY CATEGORY/SUBCATEGORY
SUBCATEGORY: 311 HP POLICY, PRACTICES AtlD IIAWAGEt1EtlT CONTROL

PAGE — 5
RUN TIME — 13)36:39
RUtl DATE — 04/24/87

CONCERN NUMBER CAT

S
H

SUB R PLT
CAT D LOC

1 REPORT APPL
2 SAF RELATED

BF BL SQ HB
HISTORICAL

REPORT
CONCERN
ORIGIN CONCERN DESCRIPTIOH

REF. SECTION
CAT — OP
SUBCAT — 311gE!//
SECTION/ISSUE

It) "85-499"00301
T50031

OP 3ll04 tl HBN 1 H H N Y
2 NA HA tlA NO

IW-85-CI99-003 QTC AUTHORITY IS WOT GIVEN TO ENFORCE HE
ALTH PHYSICS PROCEDURES FOR MOtlITORI
tlG RADIAItoi! EXPOSURE IF THEY ARE IN
TEtlTIOtlALLY VIOLATED BY EMPLOYEES.

3.4
3'l 3 . 04-1

IH "85"6CI2"00201
T50062

OP 31104 tl IIBN 1 H H H Y
2 tIA HA HA NO

IN -85"720-00201 OP 31102 N WBII 1 tl tl N Y
T50099 2 NA HA IIA SR

IN-85-642-002 QTC

QTC

EMPLOYEF. TOLD TO SHAVE HIS BEARD OR
BE SEtlT Ii0!ll:. EMPLOYEE IIORKIIIG BEHI
HD SECURI1Y OH A VISTORS PASS AWD HA
D 3 DAYS LEFT BEFORE LEAVING THE SEC
URITY ARL'A. SAFETY OFFICER (LT.) VE
RIFIED TO THE SUPERVISOP THAT THE EM

'LOYEEDID HAVE TO SHAVE HIS BEARD.
EtlPLOYEE TOOK VACATIOtl TII1E TO AVOI

D A COHFROHIATIOH MITH SUPERVISOR OV
ER THIS ISSUE. t1AY 1985 (tlAI1ES/DETA
ILS KIIOIIH TO QTC) .

tlUCLEAR IlASTE FROM SEQUOYAH IIAS DUMP
ED Oll I!A I IS BAR SITE It( JULY 1984.
DELIHE 10 BE CONTACTED FOR ADDITIOWA
L IWFORt1ATIOtl. FOLLOII UP tlOT REQUIR
ED.

3.4
311.04-3

3.2
311.02-1

Itl -85-869-00101
T50155

OP 30108 S HBN

02 OP 31105 S HBN

I tl tl Y Y
2 NA HA SR SR

1 N N Y Y
2 HA NA SR SR

Itl-85-869-001 QTC tlAWHAY DOOR AT THE BOTTOM STEAM GEtlE
RATOR TAKES APPROX. 20 !1IWUTES TO OP
EH AtlD 3-4 IIOURS TO CLOSE DUE TO A C
011PLICATED PROCESS NECESSITATED BY P
OOR DESIGN. IF THE COMEALOtlG

SLIPS'T

IS MOST LIKELY THAT PERSONNEL HO
ULD BE PItltlED BETWEEN THE SIDItlG ARM

AWD HatlD RAIL. THERE ARE 5 REtls/HO
UP. EXCAPItlG IIHILE THIS DOOR IS OPEtl.

A IIAY TO OPEN/CLOSE TttIS DOOR MUST
BE FOUtlD THAT IIOULD TAKE OIILY 20 MI

IIUTES TOIAL. COHSTR. DEPT. CONCERN.
UtlITS 1 htlD 2. CI HAS tlO FURTHER

INFORMATION. WO FOLLOIIUP REQUIR

3.5
311.05-2

IN -85-991-00201
T50100

OP 31103 N HBH 1 tl tl N Y
2 HA NA IIA HO

IN-85"991"002 QTC EMPLOYEE DOES tIOT UHDERSTAIID HOW DOS
It1ETRY CARD" ARE TO BE MAIHTAItlED OU
TSIDE THE lloRK AREA NITHOUT BEItlG Lo
ST OR DhtlAGED. CI HAS tlO FURTHER IN
FORMATION. WO FOLLOW UP REQUIRED.

3.3
311.03-6

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUMBER.



I:FFEPEW — ECPS132J-ECPS132C
I.REQUEtlCY - PEQUEST
UtlP - ISSS - Rill'I

.'TEGORY: OP PLANT OPER. SUPPORT

TEIWIESSEE LEY AUTHORITY
OFFICE OF tlUCLEAR POIIER

EMPLOYEE COWCEPW PROGRAM SYSTEM (ECPS)
EMPLOYEE COtlCERtl Itlf'ORtlATIOtl BY CATEGORY/SUBCATEGORY
SUBCATEGORY'11 EXPOSURE LItlITS AIID RECORDS

PAGE
RUII
RUW

TIME — 13~36:39
DATE — Ohi'26i87

CONCERtl tlUHBER

IW -86-025-00101
T50109

CAT

S
H

SUB R PLT
CAT D LOC

OP 31103 W HBW

1 REPORT APPL
2 SAF PELATED

BF BL SQ HB

1 W W W Y
2 WA WA WA WO

HISTORICAL CONCERN
REPORT ORIGIN

QTC

CONCERN DESCRIPTIOW

HEALTH PtlYSICS HAS ItlITIATED A PROGR
AN NHERE EACH ItlDIVIDUALIIILL KEEP T
RACK OF HIS DOSIttETER READItlG BY ISS
UItlG CARDS FOR THE EMPLOYEES TO CARR
Y HHILE MORKIWG OW A JOB REQUIRIWG A
W RUP: II CARD IS LOST OR DAI'IAGED T
HE ItlDIVIDUAL HAS OtlLY OWE OTHER t)EA
tlS OF DEIERNIWIIIG RAD DOSEi BY TLD B
ADGE. CI HAS WO FURTHER INFORMATION

WO FOLL011 UP REQUIRED.

REF. SECTION
CAT - OP
SUBCAT — 311

gee /
SEC.ION/ZSSV

3.3
311.03-6

Itl -86-006-00101
T50177

IN -86-105-00101
T50119

OP 31105 tl IIBN

OP 31106 tl NBN

1 W W Y Y
2 WA WA WO NO

1 N N N Y
2 NA WA WA WO

IN-86-060-001

IN-86-105"001

QTC

QTC

PROCESS HOIIITORIWG IWSRUHEWTATION (0
-P I-77-197, 0-PI-77 "176, 0-P I-77-36 )
IS LOCATED IW A HIGH RADIATIOW AREA.

BECAUSE THESE ItlSTRUMEtlTS HAVE REQ
UIRED EXCESSIVE At10UtlTS OF TItlE TO R
EPAIR AtlD RECALIBRATE, THE ALARA COW
CEPT IIOU(D Bf BETTER SERVED BY I'10VItl
G THE PANEL (0-L"lh) TO A LOllER RADI
AT ION AREA. ELEVATION 676 WUC. POIIE
R COIICERW. UtlIT. 1. CI HAS tlO ADDI
TIOWAL IWFOR11ATIOW. WO FOLLOH UP RE
QUIRED.

TLD BADGE RACKS, LOCATED AT THE DOSI
tlETRY ISSUE BLDG., ARE UNDER THE HAI
tl STEAtl LINES (708'LEV.TURBItlE BLD
G.,UtlIT Cl ) . Itl THE EVEtlT Of A PRIM
ARY TO SECONDARY LEAK, THE BADGES IN

THE RACK COULD PICK UP SIGWIFICAIIT
DOSE. THERE SHOULD BE A BETTER LOCA
TIOW FOR THE TLD RACKS AIID THE TLD I
SSUE BUILDING. IF THE TLD ISSUE BUI
LDItlG HAD TO- BE EVACUATED'LD PROCE
SSItlG l!OULD BE SUSPEtlDED BECAUSE THE

TLD READERS FOR llBtlP ARE Itl THIS BU
ILDIWG. NUCLEAR POl!ER. CI HAS tl0 N
ORE IWFORIIAI ION.

3.5
311.05-3

3.6
311.06-9

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUMBER.



REFEREtlCE - ECPS132J-ECPS132C
FREQUEtlCY — REQUEST
OWP — ISSS - RIIM

*ATEGORYE OP PLANT OPER. SUPPORT

TENNESSEE VALLEY AUTHORITY
OFFICE OF NUCLEAR POMER

EMPLOYEE CotlCERtl PROGRAM SYSTEM (ECPS)
EMPLOYEE CotlCERII IWFORMATIotl BY CATEGORY/SUBCATEGORY
SUBCATEGORY: 311 RADIOACTIVE IIATERIAL CONTROL

PAGE - 7
RUN TIME — 13i36c39
RUtl DATE — 04r24r87

S
H

SUB R PLT
CONCERN NUMBER CAT CAT D LOC

1 REPORT APPL
2 SAF RELATED

BF BL SQ HB

IW -86-287-00101 IH 60400 S NBH
T50178

02 OP 31102 S HBN

1N N tl Y
2 WA HA WA Ho

1 N N N Y
2 HA HA NA SR

JAM-86-001 Ol OP 31102 H SQtl 1 tl tl Y N
2 WA NA SR WA

JLH-86-003 01 OP 31104 N SQH 1 N N Y H
2 WA HA SR WA

JMA"85-001 01 OP 31104 N SQN 1 H N Y N
2 tlA NA SS HA

IIRS-85-002 01 OP 31106 H SQH 1 Y Y Y Y
2 No No WO HO

HISTORICAL CONCERN
REPORT ORIGIN

Itl-86-287-001 QTC

OECP

OECP

OECP

OECP

CONCERN DESCRIPTION

WASTE IIAS DROUGHT TO HBtIP FROM SEQUO
YAH BY TAIIK TRUCKS Itl APRIL ~84. CI

IS CotIC[MIIED ABOUT THE DUMPItlG PRAC
TICES Allo AUTHORIZATIotl AtlD TYPE OF
IIASTE BEING DUtlPED. DETAILS KWOlltl T
0 QTC, III It(IIELD DUE To COWFIDEWTIALI
TY. CotlS I I'.UCT Iotl DfPT. CotlCERtl. CI
HAS tlo FURIHER INFORtIATIOW.

RADIOLOGICAL HYGIENE PROBLEM OF CONT
AMIHATEO IIIIERIAL STORED IW LOCKERS
AWD CABIN(:TS WHICH ARE WOT PPOPERLY
LABLED. tlATERIAL STORED Itl AUX. BUIL
DIIIG.

PER TVA'S GET CLASS AtlD PLANT PROCED
URES, EIIPLOYEES ARE TO FRISK AS SOON

AS EXTTItIG A "C-ZotlE". CURREtlTLY,
Atl EtIPLOYEE HAS TO SEARCH FOR A FRIS
KER. IW lWE PROCESS OF LOOKIIIG FOR
A FRISKER, AW EIIPLOYEE CAW COWTAMIHA
TE DOORS AIIDroR THE FLOOR. OWE OF T
VA'S OBJECTIVES IS To KEEP Dolltl CotlT
AMItlATIOtl, AtlD THE CURREtlT PROCESS D

OES WOT ADI'.QUATELY CONTROL THE SPREA
DItIG OF (:OWTAMIWATIOW.

A HIGH RI."K POSSIBILITY OF WOT SECUR
IWG ABSCC TYPE BREACHES. IF A VALID

HIGtt RariIArlOII COtlDITION OCCURRS Itl
THE AUX. BUILDING OR DURING AH AWWO

UCED EVAI'.L~AIIOtl OR EVACUATIOtl ALARM
SOUNDED IIAY CAUSE PERSotl TO LEAVE AU
X. DUILDIIIG PRIOR TO SEALItlG PEHETRA
TIOW.

Ho PORTAL t10tlITOR EXISTS AT PLANT EX
IT

REF. SECT I Otl
CAT " OP
SUBCAT " 3114'v./
SECTION/ISSUE

3.2
311.02-1

3.2
311.02-3

3.4
311.04-4

3.4
311.04-4

3.6
311.06-2

MRS-85-003 01 OP 31102 H SQH 1 tl N Y H
2 WA HA WO WA

OECP GREEtl Tf«: IS tlo LotlGER REQUIRED AT T
HE CLEAW IOOL ROOM

3.2
311.02-6

~
CO)ICERtlS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY tlUMBER.



REFERENCE — ECPS132J-ECPS132C
I REQUCIICY - REQUEST
(IWI' ISSS - RWII

ATEGORY: OP PLAtlT OPER. SUPPORT

TENtlESSEE V EY AUTHORITY
OFFICE OF tlUCLEAR POI'ILR

EMPLOYEE COtlCCRtl PROGRAM SYSI CH (ECPS)
EMPLOYEE CONCERN IIIFORt1ATIOtl BY CA I EGORY/SUBCATEGORY
SUBCATEGORY: 311 HP FACILIT1ES, CLOfllItlG 8 PROI CCTIVE EQUIPMENT

PAGE 8
RUtl T It'IE - 13 i 36 i 39
RUtl DATE - 04/24/87

SUB
COIICERW NUMBER CAT CAT

S
H 1 REPORT APPL
R PLT 2 SAF RELATED
D LOC BF BL SQ WB

I!RS-85-004 01 OP 31106 W SQN 1 Y Y Y Y
2 NO NO WO NO

00 -85-005-01101 IH 60cioo S WBN 1 N N Y Y
T50263 2 NA NA NO NO

02 OP 31102 S WBN 1 N N Y Y
2 NA NA SS SS

HISTORICAL CONCERN
REPORT ORIGIN

OECP

QTC

COIICFRW DESCRIPTIOW

C-ZOIIE Cl OfHES ARE WOT BEItlG PATCHED
BY THE LAUIIDRY

CI STATED 'fHAT TVA DUMPED RADIOACTIV
E HATERlnL (WATER), CARRIED Itl TAIIKE
R TRUCKS FROH SEQUOYAH, IW OtlE OF TH
E FIELDS Otl THE OTHER SIDE OF WATTS
BAR PROJU:T. THIS OCCURRED ABOUT TH
REE YEARS AGO. CI HAS WO ADDITIONAL

DETAILS. CONSTRUCTION DEPARTMENT C
OtlCERW.

REF. SECTION
CAT — OP

Sj BCA)' 311

SECTION/ISSUE
3.6

311.06-10

3.2
311.02-1

RII-85-A-0064 Ol OP 31104 N SQN 1 N N Y tl
2 NA NA SR WA

SQN-85-001-00101 OP 31106 W SQW 1 N N Y N
2 NA tlA NO NA

NRC

WSRS

THIS ALLEGATIOW EXPRESSED CONCERN AB
OUT THE SEOUOYAH HEALTH PHYSICS PROG
RAN. THE ESSEIICES OF THE COIICERWS A
RE PROVIDI:0 BELOIIc1. TVA DOES tlOT HA
VE THE ABILITY TO RUtl Atl HP OPERATIO
W. 2. AW INDIVIDUAL LOST A RADIOACTI
VE SOURCf AT THE SITE AIID tlEVER REPO
RTED THC LOSS TO MANAGEMENT. 3. THE
LOCATION OF RADIATIOW HOWITORS ARE N

OT AS ItlDICATED ON THE ASIL-3 PROCED
URE. 4. St1EARS ARE TAKEtl ItlTO THE HE
ALTH PHYSICS OFFICE TO COUNT AWD ARE

THEtl THI<OIIII INTO THE TRASH. 5. THE
SHEAR CGUIITIIIG AREA Itl THF HP (See At
PI'Orm rOr Continnatlon or concern
DURING OUf AGES SOME PERSONNEL IN AN
AREA HAVE. BEEtl REQUIRED TO IIEAR FACE

HASKS I!IIILE OTHERS IN THE SAtlE AREA
HAVE W01. AT TIthES HP DIDW'T WEAR

OWE. LOIIFR COIITAItlllEWT, HAY 1985 TI
tIEFRAHE.

3.4
311.04-9

tached
3.6

311.06-4

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUMBER.



REFERENCE — ECPS132J-ECPS132C
FREQUENCY - REQUEST
OWP — ISSS — RIIM

.ATEGORYc OP PLAtlT OPER. SUPPORT

TENNESSEE VALLEY AUTHORITY
OFFICE OF NUCLEAR POHER

EMPLOYEE CONCERN PROGRAM SYSTEM (ECPS)
EMPLOYEE COtlCERN ItlFORMATIOtl BY CATEGORY/SUBCATEGORY
SUBCATEGORY'11 HP POLICY. PRACTICES AND MAWAGEMEttT CONTROL

PAGE — 9
RUti TINE — 13:36i39
RUti DATE - 04/24/87

S
H

SUB R PLT
CONCERN NUMBER CAT CAT D LOC

SQP-86"009-00101 OP 31104 W SQtl
T50273

1 REPORT APPL
2 SAF RELATED

BF BL SQ HB

1 N N Y N
2 WA WA SR WA

HISTORICAL CONCERN
REPORT ORIGIN

QTC

COWCI'.RW DESCRIPTIOW

AN INCIDEIIT AT SEQUOYAH, HHICH RESUL
TED IN OII'LOYEES BEItlG RADIOACTIVELY

COIITAHIIli I CD, COULD HAVE BEEN PREVE
NTEDp Atll! REFLECTS NAIIAGENEWT S ATTI
TUDE TOII;.!:I) RADIATION SAFETY AtlD PER
SotlAL SAI I.IY OF THE EMPLOYEES. DETA
ILS KWOI!I> 10 QTC, HITHHELD DUE TO CO
IIFIDEIII1 ALI IY. IIO FURTHER ItlFORtiATI
ON t1AY BI RELEASED. NUCLEAR POHER D
EPARTtIEWI CONCERN.

REF. SECTION:
CAT " OP
SUBCAT — 311
aav. j

SECTION/ISSUE

3.4
311.04-2

SQP-86-009-00201 OP 3110c4 W SQN 1 N N Y N
T50273 2 NA NA tlO NA

QTC THE TRAN.f LR OF RESPOtlSIBILITY FOR H
EALTH I'll'c".iICS FROM MUSCLE SHOALS TO
SEQUOYhll I'LACES THE IIIDIVIDUAL RESPO
tlSIBLE F!IR IIEALTH PHYSICS IW A POSIT
IOtl IIHERL IIUCH PRESSURE FROM PLAtlT N
AWAGEtIEIII CAtl, BE EXERTED, AtlD HAS CA
USED COtif'I:011ISES OF PREVIOUSLY ESTAB
LISHED III.ALTH PHYSICS POLICY REGARDI
tlG PERSOtlIIEL ACCESS DURING UtlIT OPER
ATIOtl. tIUCLEAR POllER DEPARTMENT CON
CERtl. CI HAS tlO FURTHER ItlFORMATIOW

3.4
311.04-6

IIBW-0065

HBN-0186

IIBW-0291

Ol OP 31105 N HBtl 1 N N Y Y
2 NA NA SR SR

01 OP 31105 N HBN 1 W N N Y
2 NA NA NA SR

01 OP 30105 S HBN 1 tl N N Y
2 NA NA tlA SR

02 OP 31107 S HBN 1 N N N Y
2 WA NA NA SR

OECP

OECP

OECP

THE TINE REQUIRED TO CALIBRATE OR RE
PAIR I L I 77 125'26t410s41 I i I'IHICH
ARE LOCAIFD IW THE RACEIIAY ON UNIT 1

IS A I'OlftlTIAL ALARA COtlCERW

BARRICADI'S SHOULD BE It(STALLED TO PR
EVENT Utt~'ESTRICTED ACCESS ItlTO REGEN
TLY ROOM VIA CRAtlE HALL PEtlETRATIOtlS

TO RCS LOOP PEIIETRATIOtlS ItlTO REACT
OR HALL. THESE AREAS HILL BE HIGH R
ADIATIOtl AREAS - POSSIBLY >I R/HR AR
EAS.

POTEtlTIAL "UPTAKE" OF RADIOACTIVE SU
BSTAtlCES DUE TO SIMILAR FITTINGS BEI
tlG USED fOR AIR, HATER & COtiTANIIIATE
D DRAIN LOWIIECTIOtl.

3.5
311.05-3

3.5
311.05-4

3.7
311.07-4

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY tlUNBER.



REFEREtlCE — ECPS132J-ECPS132CfREQUEllCY — REQUEST
OIIP — ISSS — RtN

ATEGORY: OP PLANT OPER. SUPPORT

t
TElINESSEE VALLEY AUTHORITY

OFFICE OF NUCLEAR POHER
EHPLOYEE COtlCERtl PROGRAH SYSTEH (ECPS)

EHPLOYEE CONCERN INFORHATIOtl BY CATEGORY/SUBCATEGORY
SUBCATEGORY: 311 RADIOACTIVE EFFLUENTS/UNCOtlTROLLED AREAS

PAGE — 10
RUtl TINE - 13:36:39 ~

RUtl DATE — 04/24/87

lIBN-0292 01 OP 31107 N HBN

S
H

SUB R PLT
CONCERN NUHBER CAT CAT D LOC

1 REPORT APPL
2 SAF RELATED

BF BL SQ HB

1tl N N Y
2 NA NA tlA SR

HISTORICAL CONCERN
REPORT ORIGIN COtlCERtl DESCRIPTION

OECP AIR QUALITY CHECKS SHOULD BE NORE RE
PRESENTATIVE. SHOULD CHECK 6 ALTERN
ATING LOCATIONS QUARTERLY.

REF. SECTION
CAT " OP
SUBCAT - 311
P4'V. /
SECTION/ISSUE
3.7
311.07-2

I tBtt-0294

l.lBtl-225

01 OP 31105 N HBN 1 N N N Y
2 NA NA NA SR

Ol OP 30501 S HBN 1 N N N Y
2 tlA tlA tlA SR

02 OP 31105 S HBN 1 N N N Y
2 NA NA NA SR

OECP UNRESTRICTED ACCESS TO HIGH RADIATIO
N AREAS (DURItlG OPERATION 8 OUTAGES)

— RCS LCG PENETRATIONS FROf1 IPCH TO
RX VESSEL - NEED TO PROVIDE BARRICA

DE RESTRICTING ACCESS.

OECP NEED SCAFFOLDS BUILT TO GAIN ACCESS
TO VALVES Otl SIS ACCUt'IULATORS. THES
E VALVES ARE DIFFICULT TO GET TO HHE
tl ItlDIVIDUAL IS DRESSED OUT. CI REC
OHHENDS RFLOCATItlG VALVES TO DECREAS
E SAFETY HAZARD AND REDUCE RADIATION

EXPOSURE (ALARA)

3.5
311.05-4

3.5
311.05-5

HI -85-038-00101 OP 31104 N HBN 1 N N Y Y
2 NA tlA SR SR

QTC HATTS BAR~ THE PRACTICE OF PERSONS E
NTERING I HE LONER CottTAIttttEtIT AREA 0
F THE RFACTOR CotITAINtlENT FOR Nott"EH
ERGEtlCY REPAIRS) llHILE THE REACTOR I
S OPERATIllG. SHOULD BE RE-EVALUATED.

RECEttt STUDIES INDICATE THE BIOLOG
ICAL Eff'F.C)S OF PERSOtltlEL EXPOSURE T
0 NEUTROll t'L UX ARE NORE SERIOUS THAN

PREVIOU:rLY BEL I EYED THIS PRACTICE
IS IN El FECT AT SEQUOYAH AtlD RESULT

ED IN Atl ACCIDEtlT AROUtlD 1983/1984 A
ND IS Pl AUttED TO BE IHPLEHEttTED AT H
ATTS BAR.

3.4.
311.04-6

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NvttBER.



REFERENCE — ECPS132 J-ECPS132C
FREQUENCY — REQUEST
OWP - ISSS — RIIN

ATEGORY: OP PLANT OPER. SUPPORT

TEtltlESSEE VALLEY AUTHORITY
OFFICE OF IIUCLEAR PONER

EMPLOYEE CotlCERH PROGRht'I SYSTEM (ECPS)
EMPLOYEE CotlCERtl ItlFORtIATIOW BY CATEGORY/SUBCATEGORY
SUBCATEGORY: 311 EXPOSURE LIMITS AWD RECORDS

PAGE — 11
RUN TINE - 13:36:39
RUN DATE — Oli2 ti87

CONCERN NUMBER

Ili -85-067-00201
T50118

CAT

S
H

SUB R PLT
CAT D LOC

OP 31103 N HBH

1 REPORT APPL
2 SAF RELATED

BF BL SQ NB

1 H N N Y
2 NA tlA NA Wo

HISTORICAL CotlCERN
REPORT ORIGIN

QTC

CONCERN DESCRIPTION

OTHER TVA NUCLEAR PLANTS USE A HEALT
H PHYSICS S>IGtl IW/OUT SHEET FOR EVER
YotlE, IIHICH HAtlGS AT THE EWTRAtlCE OF

HOT (RhttIOACTIVE) IIORK AREAS. AT II
BtlP, THI'IORKERS ARE PROVIDED IIITH C
ARDS IIHIIH IIILL ACCOMPLISH THE SAtlE
TASK. I It!. CARDS HOIIEVER, GET DOG-EA
RRED S I >'> ItlED AtlD LOST BY BEItlG CARR
I ED BY till: EMPLOYEES. CI fEELS IIBWP

SHOULD t.':>E THE EXISTItlG SYSTEM OF 0
THER 1VA PLAtlTS. CI HAS tlo ADDITION
AL IWFORIIAIION. tlUC PIIR CotlCERtl, UN
IT Sl

REF. SECTION:
CAT - OP
SUBCAT - 311Mv:/
SECTION/ISSUE

3.3
311.03-6

XX -85-002-00101
T50003

OP 31103 N BFN 1 Y N H H XX-85-002-001
2 WO NA HA HA

QTC PROCEDl!R(.> AT BROI'Itl S FERRY tlOT BEIN
G FOLLO!II.O DY NhtlAGENEtlT. SPECIFICA
LLY, PRt'C!.'DURES — STAtlDARD PRACTICE
5.5 htlD I.! I-1 IIHICH STATE "ALL EIIPLO
YEES IIIfltltl A SECTlotl RECEIVE APPROX
ItlATELY IHE SAME EXPOSUPE DOSE." HO
RKERS IW RADIOLOGICALLY CONTROLLED A
REAS ARE IIOT RECEIVIWG APPROXIMATE S
ANE 'DO"AGES. OtlE IIORKER HAS RECEIVE
D HIGH DOSAGE IIITHItl SPECIFIED LItlIT
S NHILE OIHER HORKERS I.IITH THE SANE
JOB TITLE HAVE RECEIVED WO ~ DOSE.

3.3
311.03-5

XX -85"005-00101 OP 31102 N SQN I H N Y tl
2 NA HA SR HA

QTC SEQUOYAH PLAtlT; CotlTAMItlATED IIATER D
UHPED IWIO RIVER (REF IW-85-0>19) 3.2

311.02-1

XX -85-007-00101
T50086

OP 31103 N SQH 1 N H Y Y XX-85-007-001
2 NA NA NO No

QTC QUESTION 11AILY LIMITS OF ACCEPTABLE
RADIATIO!I EXPOSURE AT SEQUOYAH AtlD H
OtlDERS Il THEY IIILL BE SAME HERE AT
IIATTS Bht;I TVA DOES NOT HAVE DAILY
DOSAGE LIN>ITS; IT HAS QUARTERLY AtlD
YEARLY Dt!SAGE LItlITS. THERE IIERE tlU
MEROUS Ch.>ES OF OVER EXPOSURE ABOUT
2-3 YEA!'oo. IIHEW OVER-EXPOSURED

EIIPLOYEI'IILL bE LAID OFF. THIS IS
THE CORt.LCTIVE ACTIOtl TVA USES fOR

OVER-Exl'0"..URE AT SEQUOYAH. CI HAS N
0 FURTHER ItlFORIIATIOtl

3.3
311.03-1

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUMBER



l'.fFEREtlCE ECPS132J-ECPS132C
FRCQUEttCY — REQUEST
OIIP — ISSS — Rt IH

WTEGORYi OP PLANT OPER. SUPPORT

TEtHlESSEE V Y AUTHORITY
OFFICE OF NUCLEAR POHER

EHPLOYEE CONCERN PROGRAtt SYSTEN (ECPS)
EHPLOYEE CO!lCERtt ItlFORt'1ATIOtl BY CATEGORY/SUBCATEGORY
SUBCATEGORY s 311 HP POLICY, PRACTICES AtlD tlhtlAGEtlEtlT COtlTROL

PAGE
RUtl
RUW

„
TItlE - 13:36:39
DATE " 04/24/87 ~

CONCERtl tlUHBER CAT
SUB
CAT

S
H
R PLT
D LOC

XX -85-009-00201
T50193

IH 60200 S SQN

02 OP 3ll04 S SQtl

1 REPORT APPL
2 SAF RELATED

BF BL SQ tlB
I
I

1 N N Y
2 NA WA WO WA

1N tl Y N
2 NA NA SR WA

I-85-513-SQtl QTC

HISTORICAL - CONCERN
REPORT ORIGIN COWCERW DESCRIPTIOtl

SEQUOYAH: THERE IS WO REGARD FOR PER
SOtlAL SAFETY AT OPERATItlG PLAtlTS. H
AtlAGEt'IEtl( (KtlOtltl) DIRECTED THAT THE
OLDEST EttrLOYEES BE ASSIGtlED To HOT" HORK Itl ORDER FOR-THEN TO REACH TH
EIR RADIAIIOtl EXPOSURE LEVELS FIRST.

A SUPCRVISOR (Ktl0lltl) HADE THE STAT
EHEttT Tlthl "OLDER FOLKS HOW'T BE LON
G AROUttD". DETAILS KtlOHtl TO QTCi HI
THltELD DUE TO COtlFIDEtlTIALITY. COtlS
TRUCTION DEPT. CONCERN. CI HAS WO F
URTHER IWFORNATIOW.

REF. SECTION
CAT — OP
SUBCAT - 311

ESt/o /
SECTION/ISSUI

3 ~ 4
311.04-2

XX "85"015-00101.
T50078

OP 31106 N SQN 1 tl N Y Y
2 NA NA SR SR

XX-85-015-001 QTC SEQUOYAH: THE PRACTICE OF PERSOWtIEL
ENTERING THE LolIER COWTAIWttEWT AREA
OF THE RCAC10R COttTAIttHEttT FOR tl0tl-E
HERGEttCY REPAIRS HHILE THE REACTOR I
S OPERA[lttG SHOULD BE RE-EVALUATED S
IWCE RECFIlT STUDIES ItIDICATE THE BIO
LOGICAL FFFECTS OF PERSOWtIEL EXPOSUR
E TO WEUTROW FLUX ARE ttORE SERIOUS T
HAll PREVIOUSLY BELIEVED. THIS PRACT
ICE CAUSED Atl ACCIDEtlT IN THE It(CORE

IWSTRUtlEWT PROBE ROON AT SEQUOYAH I
W 1984 AIID IS STILL CotITIWUED. C/I
HAS tl0 FUR1HER ItlFOR(1ATIOtl.

3.4
311.04-6

XX -85-02CI-00101 OP 31101 N SQW 1 N N Y N
T50208 2 NA NA SR NA

QTC SEQUOYAH: HEALTH PltYSICS PERSOtltlEL N
OT AHAR('. OF PROTECTIVE EQUIPtlEtlT REQ
UIRED FOR IlORK AREA. EXAHPLEa HP AT

EtlTRAtlCF TO RADIATIOtl AREA IIIFORtlED
CRAFT TIIAT PARTICULATE NASKS llERE tl

OT REQUIRED. HHILE HORKItlG, ltP TOLD
CRAFT TO STOP 1IORK AtID LEAVE'AREA B

ECAUSE Tt(EY DID lIOT HAVE PARTICULATE
ttASKS. THIS HAPPEtlED Itl 1983 AtlD 1

984. tlUCLEAR POllER COtlCERtl. UNITS
1 8 2.

3.1
311.01-1

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUHBER.



REFERENCE — ECPS132d-ECPSI32C
FREQUENCY — REQUEST
OtlP — ISSS " RttN

-ATEGORYc OP PLANT OPER. SUPPORT

TEWtIESSEE VALLEY AUTHORITY
OFFICE OF tlUCLEAR POWER

EMPLOYEE COtlCERtl PROGRAM SYSTEM (ECPS)
Et'IPLOYEE COtlCERW ItlFORNATIOW BY CATEGORYiSUBCATEGORY
SUBCATEGORY 311 HP POLICY, PRACTICES AtlD MAWAGEtiEttT CONTROL

PAGE " 13
'RUtl TINE — 13s36c39
RUN DATE — 04/24/87

CONCERN NUMBER.

XX -85-025"00101
T50028

CAT

S
H

SUB R PLT
CAT D LOC

OP 31104 N BLN

1 REPORT APPL
2 SAF RELATED

BF BL SQ WB

1 W Y N N
2 WA WO NA WA

HISTORICAL
REPORT

CONCERN
ORIGIN

XX-85-025-001 QTC

CONCERN DESCRIPTION

BELLEFOtlTI:: ItlADEQUATE UPPER MAWAGEN
EtlT SUf'I'Ottf PROVIDED THE HEALTH PHYS
ICS DEPT. 10 ENFORCE.Atl EFFECTIVE RA
DIOLOGICAI. SAFETY PROGRAM. tlO DISCI
PLItlARY r CrIOtl IS TAKEtl WHEtl EtiPLOYE
ES IWTOlT IollALLY BY-PASS NotlITORS.

REF. SECTION:
CAT — OP
SUBCAT — 311A'8'V.'
SECTION/ISSUE

3.4
311.04-2

XX -85-026-00101
T50028

OP 31104 N SQtl 1 N N Y N
2 NA NA SS NA

XX-85"026-001 QTC SEQUOYAH: INADEQUATE UPPER MAtlAGEtiEtl
T SUPPORl PROVIDED THE HEALTH PHYSIC
S DEPT. TO EtlFORCE Atl EFFECTIVE RAD
IOLOGICAL SAFETY PROGRAM. NO DISCIP
LItlhRY ACf IOtl IS TAKEtl HHEtl EfiPLOYEE
S INTEtlllOtlALLYBY-PASS MOttITORS.

3.4
311.04-2

XX -85-028-X0201
T50148

IH 60300 S SQN

02 OP 31104 S SQN

1 N W Y W

2 WA WA NO WA

1 W N Y tl
2 NA NA NO NA

I-85-51i4-SQW QTC SEQUOYAH- RADIATIOW HORK PERMIT 02-2
-00214 (SIGtl"IW SHEET) CotITAIWS FALS
IFIED SIGlIATURES. WO FOLLOHUP REQUI
RED

3.4
311.04-7

XX -85"028-X0301
T50148

02

XX -85-028"00101
T50036

IH 60400 S SQN 1 N tl Y N I"85-514-SQtt
2 NA NA NO tlA

OP 3110CI S SQN 1 Y Y Y Y
2 NO WO NO NO

OP 31103 N SQN 1 N N Y N XX-85-028-001
2 WA NA SR NA

QTC

QTC

SEQUOYAH- RADIATIOtl WORK PERMITS ARE
tlOT BEI!lG COMPLETED PER PROCEDURE R

EQUIREtiEW f S. RADIATIOtl WORK PERMIT
02-2-00214 IS Atl EXAMPLE. tlO FOLLOW
UP REQUIRED

,
WHILE AT ANOTHER TVA FACILITY IWDIVI
DUAL HAS EXPOSED TO THE MAXIMUM Al'iOU
WT OF RADIATIOW. RHP HAS AOaUSTED B
Y HEALTH PHYSICS TO REFLECT AN IWCRE
ASE IN RADlATIOtl ALLOHAtlCE. (NAME A
ND DETAILS KtlOHtl BY QTC)

3.4
311.04-7

3.3
311.03-2

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUMBER.



REF ER ENCE — ECP S132 J-ECPS132C
FREQUENCY " REQUEST

'WP— ISSS — RHN

ATEGORY: OP PLAtIT OPER. SUPPORT

TEttWESSEE ALLEY AUTHORITY
OFFICE OF tlUCLEAR POllER

ENPLOYEE COWCERtl PROGRAII SYSTEN (ECPS)
ENPLOYEE COHCERtl IIIFOR11ATIOII BY CATEGORY/SUBCATEGORY
SUBCATEGORY: 311 HP FACILITIES, CLOTHItlG 8 PROTECTIVE EQUIPNEtIT

PAGE — 16
RUH TItlE — 13:36 c39
RUtl DATE — 00/26/87

SUB
CONCERN HUNBER CAT CAT

S
H 1 REPORT APPL
R PLT 2 SAF RELATED
D LOC BF BL SQ HB

HISTORICAL CONCERN
REPORT ORIGItt CONCERN DESCRIPTION

REF. SECTI OI
CAT — OP
SUBCAT - 311
g4'Yo l

SECTION/ISSL
XX -85-036-00101 OP 31106 N SQH

T50007
1 Y Y Y Y
2 NO NO NO NO

QTC THIS COtlCERtl RELATES TO SEQUOYAH, BU
T NAY tlOII BE OR NAY BECONE ~ A CONGE
RN AT Hhl I'S BAR IIHOEVER ORDERS +C-
ZOtlE" GLOVES (REUSEABLE GLOVES FOR P
ROTECTIHG IIORKERS FRON PARTICULAR RA
DIATIOtl SOURCES) DOES. tIOT ORDER EtlOU
Gtl StlALL SIZES. LARGE GLOVES NUST B
E NADE 10 FIT BY EXTEtlSIVE TaPE I<RAP
PING, Slit THEY STILL DOtl'T FIT. THI
S IS Atl IISllh TYPE SAFETY PROBLEN FOR

PERSOtlS llllO'NUST CLItlB OR I<HO.HAWDL
E CERTAIN 100LS THAT REQUIRE A SURE
GRIP. THIS IS A NUCH IIORE SERIOUS/C
OIINOtt PROBLEN FOR THE HONEN HHO

3.6
311.06-5

XX "85-068-00301
T50073

XX -85-052-00101
T50153

02

OP 31103 N SQN 1 N N Y N
2 HA NA SR NA

OP 30108 S SQH 1 N tl Y Y
2 NA HA SR SR

OP 31105 S SQN 1 tl N Y Y
2 HA HA SR SR

XX-85-068-003

I-85-558-SQN

QTC

QTC

AT SEQUOYAHi C/I I<AS EXPOSED TO RADI
ATIOW DURING X-RAY OF PIPE HELD. SI
tlCE IIEITIIER TLD'S WOR OTHER TYPES OF

DOSINETERS HERE REQUIRED TO BE HORN
DURING fHIS TItlE PERIOD 1978-EARLY
1979, C/I IS COWCERtlED OVER DOSAGES
C/I, OR htlY OTHER EIIPLOYEES THERE N

AY HAVE RI.CEIVED DURING R T OF PIPE
HELDS. tlO FOLLOI<-UP REQUIRED.

SEQUOYAH-NhtlllAY DOOR AT THE BOTTON 0
F-STEhtl GLWERATOR TAKES APPROX. 20
NIIIUTES 10 OPEtl AIID 3-0 HOURS TO CLO
SE DUE 10 COtlPLICATED PROCESS NECESS
ITATED BY POOR DESIGtl. IF A COtIEALO
WG SLIPS. I I IS IIOST LIKELY THAT PER
SOtWIEL !."«II.D BE PIWtlED BETHEEtl THE S
HING-ARII htID HAtlD RAIL. THERE ARE 5

REIIS/Ill)".':SCAPItlG IIHILE THIS DOOR
IS OPEN. h IIAY TO OPEtl/CLOSE THIS D
OOR tIUSI I'I'OUtlD THAT HOULD TAKE ON
LY 20 Nll«ll(S TOTAL. UtlITS 1 AtlD 2.

CI Hh'.. IIO FURTHER ItlFORNATIOW. HO
FOLLOI0« I:EQUIRED.

3.3
311.03-3

3.5
311.05-2

CONCERNS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUNBER.



REFERENCE — ECPS132 J-ECPS132C
FREQUEIICY — REQUEST
OWP — ISSS — RIII!

ATEGORYc OP PLAtlT OPER. SUPPORT

TEN II ESSE E VALL EY AUTHOR I TY
OFFICE OF tlUCLEAR POllER

EI'IPLOYEE CONCERN PROGRAM SYSTEM (ECPS)
EMPLOYEE CONCERN ItlFORtlATIOtl BY CATEGORY/SUBCATEGORY
SUBCATEGORY: 311 HP FACILITIES. CLOTHING 8 PROTECTIVE EQUIPMENT

PAGE — 15
RUW TIME — 13: 36: 39
RUtt DATE - Oli'24/'87

COtlCERtl IIUMBER

XX -85-055-00101
T50091

CAT

S
H

SUB R PLT
CAT D LOC

OP 31106 W SQN

1 REPORT APPL
2 SAF RELATED

BF BL SQ WB

1 Y N Y Y
2 NO NA NO NO

HISTORICAL
REPORT

CONCERN
ORIGIN

IN-85"055-001 QTC

CONCERN DESCRIPTIOW

SELF READ!WG POCKET DOSIMETERS ARE C
OLLECTED IW A IIETAL BOX AT THE EtlTRY

PORTAL !!I IHE TURBINE BUILDING. BY
THROWIWO DOSIMETERS IN A BOX THEY C

OULD BE KNOCKED OFF SCALE.

REF. SfCTI Otl
CAT — OP
SUBCAT — 311
harv. /

SECTION/ISSUE

3.6
311.06-3

XX -85-063-00101
T50 175

OP 31104 N SQW 1N N Y tl
2 IIA NA SR WA

I-85-513"SQII QTC SEQUOYl'll !"!PATORS AWD HEALTH PHYSIC
S: Fhll!:!: ! TO KWON At!D VERIFY THE C
OtlTEIITS O'YSTEM. EXAMPLE) HEALTH
PHYSICS "!I GO AHEAD TO OPEtl A LItlE
Itl TU!:n:::., BUILDING, UtlIT 2, SAYItlG
EVERY1!>!'! 'AS O.K. AWD CLEAII. AFT

ER OPEltt! .: IHE LItlE, THE t!EXT IIIGHT,
THE EWI'll:I- AREA HAS ROPED OFF FOR C

OWTAMIIIAIIOW. THIS OCCURRED Itl
JAIL'EB

84. Cii HAS WO FURTHER IWFORt!AT
IOtt. tlOC. POWER COtlCERW.

3.4
311.04-8

XX 85 066 00101
T 50134

OP 31104 tl SQtl 1 N N Y N
2 WA WA SR WA

XX-85-066-001 QTC SEQUOYAII . 3 YEARS AGO, HEALTH PHYSI
CS AT SL'IOOYAH I!AS tlOTIFIED OF HIGHE
R TWAtt Fi!'LCTED RADIATIOtl LEVELS IN
THE REACIOR BUILDItlG. HHEII tlOTIFIED

BY TEL U I!OIIE, HP PERSOtlNEL SPECULAT
ED Otl Till. REASOIIS FOR THE HIGH RADIA
TIOtl LEV! I. ~ AIID DID tlOT RESPOtlD IMIIE
DIATELY IO IIIVESTIGATE. CI FEELS TH
AT I!AS I IWG TItlE SPECULATItlG OW CAUSE

AWD WOI RESPONDIIIG IMMEDIATELY IS A
CONCERN TOR SAFETY. NUCLEAR POWER
DEPT COWCERtl. CI HAS tlO FURTHER Itl

FORtiATIOW. NO FOLLOW UP REQUIRED

3.4
311.04-5

XX -85-084"00101
T50181

OP 3110CI N SQW 1 N N Y N
2 NA NA SR NA

I-85-806-SQN QTC QUESTIONABLE PRACTICES BY HEALTH PHY
SICS 3 SEQUOYAH Itl 1982 LEAD TO POSS
IBL E OVLP. EXPOSURE. H. P. WOULD RESPO
IID TO RAD!AlIOW ALARMS AtlD UtlPLUG Utl
ITS. DFIAILS KWON!I TO QTC, lllTHHELD

DUE TO CONFIDENTIALITY. CONST. DEP
T. COtlC!!:O. C/I HAS NO FURTHER INFO
RMATIOW.

3.4
311.04-5

COWCERIIS ARE GROUPED BY FIRST 3 DIGITS OF SUBCATEGORY NUMBER.



REFERENCE — ECPS132J-ECPS132C
FREQUEtlCY — REQUEST
OWP - ISSS — RHM

ATEGORY: OP PLAtlT OPER. SUPPORT

TENNESSEE VALLEY AUTHORITY
OFFICE OF tlUCLEAR POHER

EMPLOYEE COtlCERtl PROGRAt1 SYSTEM (ECPS)
EMPLOYEE COtlCERtl ItlFORllATIOtl BY CATEGORYiSUBCATFGORY
SUBCATEGORY: 311 HP POL ICY, PRACTICES AND Mhtlht>LMEHT COtlTROL

PAGE
RUtl TIME — 13:36:39
RUtl DATE —

04/24/87'ONCERN

NUMBER CAT

S
H

SUB R PLT
CAT D LOC

1 REPORT APPL
2 SAF RELATED

BF BL SQ llB
HISTORICAL

REPORT
CONCERN
ORIGIN COWLFRW DESCRIPTIOH

REF. SECT IOtI
CAT - OP
SUBCAT - 311

ggv. I
SECTION/ISSU

XX "85-098-00201
T50152

XX -85-101-00301
T 50162

XX -85-101-00401
T50162

OP 31104 N SQN

OP 31102 N SQtl

OP 31106 N SQN

1 N N Y H
2 WA HA SR HA

1 N Y Y Y
2 NA SR SR SR

1 Y N Y Y
2 SR HA SR SR

I"85-615"SQN

I-85-543-SQtl

I-85"652-SQN

QTC

QTC

QTC

SEQUOYAH - RADIATIOtl AREAS ARE tlOT M
OtlITORFD IIl'TEtl EtlOUGH. tlU LEAR PONE
R COtICLRii. CI HAS NO ADDITIOtlAL IHF
ORMATIOW. 110 FOLLOHUP REQUIRED.

,SEQUOYAII 1980, THERF HAS AW UWK!lOHtl
QUAtlTI I Y OF RADIOACTIVE HATER SPILL

ED INTO 1HE UNCONTROLLED DRAIN SYSTE
M DUE TO A VALVE ON A HATER SAMPLING

STATIOW IW THE TURBINE BUILDING BEI
WG LEFT OPEN. COWSTRUCTIOtl DEPT CON
CERtl. CI tlAS tlO FURTHER ItlFORtlATIOH.

tlO FOLLOHUP REQUIRED.

SEQUOYAH CI EXPRESSED THAT ItlSUFFIC
IEtlT ATTFWTIOtl TO DETAIL IS GIVEN IW

REGARlI.'i fO MINIHIZItIGRADIATIOtl EXP
OSURE. 1IIII'. TO TtlE POLICY OF REFUSItl
G OUTER GLOVES Itl RADIATIOtl AREAS. C
I HAS OBSERVED USED GLOVES, AVAILABL
E FOR RFUSE, HHICH HERE COOtlTAt'lINATE
D TO A LFVCL 5 TIMES THAT OF THE ARE
A IW HHII.II 1HE E11PLOYEE HAS HORKIIIG.

COWSTRIII 1 IOtl DEPT COIICERtl. CI HAS
tlO FURIIILR ItlFORl'1ATIOtl. tlO FOLLOHU

P REQUIRl.l).

3.4
311.04-4

3.2
211.02-2

3.6
311.06-6

XX -85-102-01201
T50172

OP 31101 N SQH 1 H N Y H
~ 2 WA NA SR HA

72 CONCERNS FOR CATEGORY OP SUBCATEGORY 311

XX -85-102-00901 OP 31101 tl BFN 1 Y N Y Y
T50172- 2 SR HA SR SR

I-85-734-SQH

QTC

QTC

BROHN'S I'ERRY: THE PERMANEtlT PLANT H
EALTH PHY": 1CS PEOPLE ARE POORLY TRAI
tlED. Ct DOES tlOT FEEL THE PRESEtlT
HP STAFF IIAS AN ADEQUATE KWOHLEDGE 0
F 1'lORKI WI> l W RADIATED AREAS ~ tlUCLL E
AR POHER l)OPT. COtlCERtl. CI HAS tl0 A
DDITIOWAI tlIFORMATIOW. HO FOLLOH UP

REQUIRED.

SEQUOYAII: THE PERMAtlEtlT PLAtlT HEALTH
PHYSIC.'i I'I'.RSOtltIEL ARE POORLY TRAItlE

D. CI III:I S> tlOT FEEL THE PRESENT HP
STAFF II::i Atl ADEQUATE KtlOHLEDGE OF

HORKItlG 1>l RADIATED AREAS. tlUCLEAR
POHER Dl'I' . CONCERN. CI HAS WO ADDI
TIOWAL II>i OI,'t1ATIOtl. tl0 FOLLOH UP RE
QUIRED.

3.1
311.01-1

3.1
311.01-1





Subcategory
31100

Revision 1

ATTACHMFNT B

HEALTH PHYSICS

Listing of Concerns by Element/Issue

The Health Physics Subcategory (31100) is comprised of 72 concerns grouped
into 7 elements addressing a total of 42 issues.

Element 311.01 - Health Ph sics Staff Trainin

Issue 311.01-1 - HP Personnel Lack an Ade uate Workin Knowled e

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

Element 311.02 - Radioactive Material Control

Issue 311.02-1 - Im ro er Dum in of Contaminated Material

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

Issue 311.02-2 - Radioactive S ill Into Uncontrolled Drain S stem

XX-85-101-003

Issue 311.02-3 - Radioactive Material in Uncontrolled Area

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

Issue 311.02-4 - Safe uardin Contaminated Material

EX-85-091-001

Issue 311.02-5 - Contaminated Fire Hoses

BFP-85-001-001

Issue 311.02-6 — Green Ta Re uirement

MRS-85-003

O
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Subcategory
31100

Revision 1

ATTACHMENT B (continued)

Element 311.03 - Ex osure Limits and Records

Issue 311.03-1 - Dail Radiation Ex osure Limits

IN-85-301-006
XX-85-007-001

Issue 311.03-2 - Chan in Ex osure Allowances on RWPs

XX-85-028-001

Issue 311.03-3 - Ex osure Durin Radio ra hic 0 erations

XX-85-048-003

Issue 311 '3-4 - Omission of Ex osure Data

BFN-85-017-001

Issue 311.03-5 - Workers Not Receivin Similar Ex osures

XX-85-002-001

Issue 311.03-6 — Use of Dosimetr Cards

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

Element 311.04 - HP Polic Practices and Mana ement Control

Issue 311.04-1 - Authorit to Enforce HP Procedures

IN-85-499-003

Issue 311.04-2 - Mana ement's Attitude Toward Radiolo ical Control

SQP-86-009-001
XX-85-025-001
XX-85-026-001
XX-85-009-002
BFN-85-019-002
BFN-85-020-001

Issue 311.04-3 - Polic on Hair Len th and Beards

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

Page 2 of 5



ATTACHMENT B (continued)

Subcategory
31100

Revision 1

Issue 311.04-4 - Radiolo ical Controls Surve s Decontamination and
Emer enc Procedures

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

Issue 311.04-5 - HP Res onse to Radiation/Contamination Alarms

XX-85-084-001
XX-85-066-001

Issue 311.04-6 - Lower Containment Entries

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

Issue 311.04-7 - Im ro erl Com leted RWP Timesheets

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

XX-85-063-001

Issue 311.04-9 - Ade uac of S N HP Pro ram (Miscellaneous)

RII-85-A-0064

Element 311.05 - ALARA

Issue 311.05-1 - Winnin ALARA Su estions Not Im lomented

BFN-85-002-001

Issue 311.05-2 - Hazards Associated With Manwa Doors

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

Issue 311.05-3 - Time Re uired to Re air/Recalibrate. Instrumentation

IN-86-044-001
WBN-0065

Page 3 of 5
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Revision 1

ATTACHMENT B (continued)

Issue 311.05-4 - Unrestricted Access to Hi h Radiation Areas

WBN-0186
WBN-0294

Issue 311.05-5 — Safet Hazards Associated With Access to Valve

WBN-225

Issue 311.05-6 - ALARA Pro ram

Not Applicable

Element 311.06 - HP Facilities Clothin and Protective E ui ment

Issue 311.06-1 - Leave Site Without Monitorin

HLA-85-001

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

MRS-85-002

Issue 311.06-3 - Method of Collectin Self-Readin Dosimeters

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

Issue 311.06-4 - Use of Face Masks

SQN-85-001-001

Issue 311.06-5 - Unavailabilit of Small-Sized Gloves

XX-85-036-001

Issue 311.06-6 - Reuse of Outer Gloves

XX-85-101-004

Issue 311.06-7 — Post Accident Sam lin Room

IN-85-092-001

Issue 311.06-8 - Unavailabilit of C-zone Clothin

I-86-235-SQN

Page 4 of 5



ATTACHMENT B (continued)

Subcategory
31100

Revision 1

Issue 311.06-9 - Location of. TLD Bad e Racks

IN-86-105-001

Issue 311.06-10 - Unre aired C-zone Clothin

MRS-85-004

Element 311.07 - Radioactive Effluents/Uncontrolled Areas

Issue 311.07-1 - Inade uate Provisions and Documentation to Protect Personnel
From Radiatio'n Between Units

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

Issue 311.07-2 - Unre resentative Air ualit Checks

WBN-0292

Issue 311.07-3 - Im act on Environment/Public

IN-85-126-001

Issue 311.07-4 - U take of Radioactive Substances Due to Similar Fittin s

WBN-0291

Page 5 of 5
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4/I
ATTACHMENT C

Checklist for Root Cause Analysis

Procedure lacks specifics to perform task.

Personnel lack sufficient training in the applicability/use of procedure.

3. Lack of understanding regulatory requirements or commi tments.

Lack of adequate system, process, or administrative controls to ensure
commitments are reflected in procedures or processes.

Inadequate communication within functional group.

Inadequate communication between functional groups.

7. Management Assumed Risk.

8, Procedures incomplete or failed to incorporate all technical requirements.

9. Error in judgmeht by qualified individuals.

10. Unqualified individuals performing the task.

11. Insufficient time to perform task.

12. Inadequate prerequisites defined to ensure satisfactory completion of
task.

13. Personnel performed task knowingly in violation of procedure/process.
II

14. Personnel error in following procedures.

15. Failed to identify root cause of previous deficiencies.

16. Failed to take appropriate action to preclude reoccurrence.

17. Inadequate process to detect adverse trends.

18. Inadequate acceptance criteria defined to ensure satisfactory task
completion.

19. Management attentiveness to trends.

20. Lack of accessibility to documentation.

21. Inadequate controls for review of results to ensure compliance with
commi tmen ts.

22. Time'iness of changes to commitments or changes to licensing/regulatory
requirements.

23. Isolated incident.

24. Random error.

25. Other - i.e., equipment related failure.
Page 1 of 1





ATTACHMENT D

SUMMARY OF SYMPTOMS AND ROOT CAUSES

Subcategory
31100

Revision 1

Sections 3, 4, and 5 discussed the specific findings for each of the element
evaluations and provided a collective significance and root causes for those
findings. This attachment presents the independent review and analysis done
on the specific element-level findings to identify overall root causes at the
subcategory level as presented in Section 5.0.

For, Element 311.01, Health Ph sics Staff Trainin , the potential for negative
findings at the subcategory level was exhibited by the following symptom-
procedural noncompliance. The symptom appeared in the evaluations for WBN and
BFN.. As this symptom was tested for root causes, the appropriate root causes
and applicable plant sites were judged to be as follows:

a) Inadequate communication between functional groups (POTC and site,
POTC and Office Training Committee) (WBN,BFN)

b) Error in judgement by qualified individuals (not submitting
training evaluations to Office Training Committee) (WBN, BFN)

c) Inadequate prerequisites defined to ensure satisfactory completion
of task (WBN,BFN)t These root causes and symptoms are also associated with the other TVA sites

due to the involvement of the'POTC and Office Training Committee.

For Element 311.03, Ex osure Limits and Records, there was a potential for a
negative finding at the subcategory level exhibited by the following
symptom--inadequate management accountability (RWP timesheet records). This
symptom was identified for SQN. As this symptom was tested for root causes,
the appropriate root causes and applicable plant sites were judged to be as
follows:

a)

b)

Personnel performed task knowingly in violation of
procedure/process (SQN)

Failed to take appropriate action to preclude recurrences (SQN)

c) Inadequate controls for review of results to ensure compliance with
commitments (SQN)

0
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Subcategory
31100

Revision 1

ATTACHMENT D, (Cont'd.)

For Element 311.05, ALARA, there were potential negative findings at the
subcategory level exhibited by the following symptoms: (a) inadequate initial
design (ALARA consideration), (b) QA audits to Reg. Guide 8.8 at SQN, and (c)
failure to comply with commitments (ALARA time commitments). The first
symptom was identi'fied for WBN, and the last two were identified for SQN, As

these symptoms were tested for root causes, the appropriate root causes and
applicable plant sites were judged to be as follows:

a) Lack of understanding regulatory requirements or commitments (WBN)

b)

c)

Procedures incomplete or failed to incorporate all technical
requirements (WBN and SQN)

Inadequate acceptance criteria defined to ensure satisfactory task
completion (no quantitative acceptance criteria; no design checklist
item for ALARA) (WBN)

d) Insufficient time to per form task (SQN)

e) Inadequate controls for review of results to ensure compliance with
commitments (SQN)

f) Error in judgment by qualified individual (audits) (SQN)

g) Inadequate prerequisites defined to ensure satisfactory completion of
task (QA audit task) (SQN)

h) Lack of accessibility to documentation (what is committed to and how
it is implemented) (SQN)

For Element 311.07, Radioactive Effluents/Uncontrolled Areas, the potential
for negative findings at the subcategory level was exhibited by the following
symptom - inadequate design control. The symptom appeared only in the
evaluations for WBN. As this symptom was tested for root causes, the
appropriate root causes were judged to be as follows:

a) Procedures incomplete or failed to incorporate all technical
requirements (WBN)

b) Inadequate acceptance criteria defined to ensure s'atisfactory task
completion (WBN)

No analyses for root cause were required in the remaining elements of the
subcategory because no symptoms of problems were readily apparent.
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Subcategory
31100

Revision 1

ATTACHMENT D, (Cont'd.)

The analysis of the symptoms and root causes of the subcategory is depicted
graphically in Attachments E, F, and G. Attachment E is a plot of each
element's symptoms versus the root cause pointed out by the symptom. Root
cause numbers on the horizontal axis correspond to the 25 items on the
"Checklist for Root Cause Analysis" found in Attachment C. Attachment F
contains bar graphs showing the number of times each of the symptoms
identified for the subcategory occurs for the various plants. Symptoms as
listed in attachment E. Attachment G contains bar graphs showing the number
of times each root cause appears in the subcategory for the various plants.

Several observations can be made in studying these attachments. It can be
seen in Attachments E and F that WBN and BFN share one symptom dealing with
procedural noncompliance. 'wo symptoms were found specifically for
WBN--inadequate initial design with respect to ALARA considerations and
inadequate design control dealing with breathing air manifold hookups. Throe
symptoms were identified for SQN: inadequate management accountability with
RWP timesheet records, QA audits to Reg. Guide 8.8, and failure to comply with
commitments in regard to meeting ALARA time requirements. In Attachments E

and G, there were three root causes that occurred at WBN, SQN, and BFN: (a)
. procedures incomplete or failed to incorporate all technical requirements, (b)

error in judgment by qualified individual, and (c) inadequate prerequisites
defined to ensure satisfactory completion of task.
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Subcategory
31100

Revision 1

ATTACHMFNT E

SYMPTOMS VS ROOT CAUSES
SUBCATEGORY 311

1. Procedural noncompliance.

~Sm toms

2. Inadequate design control (breathing air manifolds hookups)

3. Inadequate management accountability (RWP timesheet records)

Inadequate initial design (ALARA consideration)

5. QA audits to Reg. Guide 8.8 at SQN

6. Failure to comply with commitments (ALARA time commitments)

I I

I'KEY: W = WBN

I S = SQN I

I B = BFN
L = BLN

I I

6 I S S S

Element I

311.05 5 I S S S

I

W W

I

Element I S S S

311.03 3 I

I

Sl I

Y I Element I

M I 311. 07 2 I

Pl I

TI I W W

OI I

MI I

Sl Element I

311 01 1 I B B B

I W W W

1 2 3 4 5 6 7 8 9 10 ll 12 13 14 15 16 17 18 19 20 21 22 23 24 25
I

Root Causes
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Revision 1

ATTACHMENT H

CORRECTIVE ACTION TRACKING DOCUMENTS (CATDs)

CATD Number
Corrective Action Plan

Received/A roved

31100-WBN-01

31101-WBN-01

31101-SQN-01

31101-NPS-01

31103-SQN-01

31104-SQN-01

31105-WBN-01

31105-WBN-02

31105-WBN-03

31105-WBN-04

31105-WBN-05

31105-WBN-06

31105-SQN-01

31105-SQN-02

31105-SQN-03

31105-SQN-04

31105-BFN-01

31105-BFN-02

31106-SQN-01

31107-WBN-Ol

Yes

Yes

Yes

Yes

Yes

,Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes



ECTG C.3
Attachment A
Page 1 of 1
Revision 2

ECSP Corrective
Action Trackin Document

(CATD

'NITIATION

1-
2.
3 ~

5 ~

6.

h licable ECSP Re ort No.: 311.00-N3N

Immediate Corrective Action Required: Q Yes K No
Stop Vork Recommended: C3 Yes g No
CATD No. OP 31100-MBN-Ol IAR 1-OP311 4. INITIATION DATE 01/27/87
RESPONSIBLE ORGANIZATION: VBN Site Director
PROBLEM DESCRIPTION: Q QR lKNQR MBNP - FSAR a e 12.1-4

ara ra h 4 starts in the middle of a thou ht'.e. the first
art ara ra hs 1-3) are dis oint to the other ara ra hs on

the. a e. There a ears to be a section of text missin
s ecificall ara ra h 84 discusses "These ata" of which onl C>4

is iven on the a e.
C) ATTACHMENTS

7.
8.
9.

CORRECTIVE

10.

PREPARED BY: NAME Llalt Stradl
CONCURRENCE: CEG-H gr/~M
APPROVAL: ECTG PROGRAM MGR.

ACTION

PROPOSED CORRECTTVE ECTT hl
immediate action for 0

DATE: 01/27/87

/ E ~

vidual resolution of
m lished bv Final Safet

Anal sis Re ort (FS )

Nuclear Re ul a tor
1 on ill be submitted to the

i '
N ) March 16 1987. Numer ous

h b d
Si nificantll
The ob' 'i
achiev

n R or .) GEN NEB 8602 and vill be
d h FSAR f l

rification is both an u datin toth
Y develo ent of an interface with the

chan e c l ro for desi n and o erations. This vill
rovide fo the mai enance of FSAR accuracv. That lan is art cf

the Desi n seli and Licens n Verification Pro ram cchich is
clearl ident d on the watts Bar Intecreted Schedule and is a

11.
12

'ereauisite to fuel loadin
PROPOSED BX: DIRECTOR/MGR:
CONCURRENCE: CEG-H:

SRP:

ECTG PROGRAM MGR:

T20 861217-963
C) ATTACHMENTS

DATE:
DATE:
DATE:
DATE
DATE:
DATE:
DATE:

VERIFICATION AND CLOSEOUT

13. Approved corrective actions have been verified as satisfactorily
implemen ed,

3411T
SIGNATURE TITLE



EGIN E.. y
httachaent h
Pale 1 of 1
Revision 2

RCSP Corrective
hction Trackin Document

CATD

1 KITIhTION

1.
2.
3.
5.
6.

h licable ECSP Re ort No.: 311.01-MEN

Iaaedi ate Corrective hction Reguir ed: 0 Yes pR Xo
Stop Vork Recoeended: 0 Yes Xo
CATD No. OP 31101-MEN-01 4. IWITIhTIMbhTE
RESPONSIBLE ORGhKILLTION: HP MBN

PROBLEM DESCRIPTION: 0 QR g NQR Biannual feedback
uestionnaire su lied b POTC in accorcance with NTB Standard

Practice TCT-12 has not been returned b watts Bar Health
Ph sics De artment. This CATD re laces IAN 6-OP311 issued 6-25-86.

7. PREPhRED BT'. NAME Mike Mur
8. CONCURRENCE: CEG-H

S. hPPROVhL: ECTO PROGRAM MGR.

CORRECTIVE ACTION

ATTACHMENTS
~p

DATE: /'- 3d - 7

10. PROPOSED CORRECTIVE I
sr s. /

Np
1 l ~7~ /wl - - ~ c:rl': l 'r /.:,(/./ /" C~~

0
~ w r / '/fl

I ~irriy
r

11. PROPOSED BX: DIRECTOR/MgR: 4 W
12. CONCURRENCE: CEG-H:

SRP:

ECTG PROGRAM MGR:

-/'i~PsDATE
DATE:
DATE:
DATE ~

DATE:
DATE:

.

DATE'j

g7

> A:ihCiDiENTS

VERIF'ICATION hND CLOSEOUT x

13. hpproved corrective actions have. been verified as satisfactorily
implemented.

0673T
TITLE DATE



ECTG C.3
httacbment h
Page 1 of 1
Revision 2

ECSP Corrective
hction Trackin Document

INITIhTION h licab)e ECSP Re ort No: 311.01-S N-Revision 2

l.
2 ~

3 ~

5.
6.

Immediate Corrective hction Required: 0 Yes Qf No

Stop York Recossaended: 0 Yes g No
ChTD No. 31101-S N-ol 4. INITIhTION DhTE 10-31-86
RESPONSIBLE ORGdNIZdTION: POTC

PROBLEM DESCRIPTION: 0 QR 8 NQR Deficiencies vere identified
in the resolution of su ervisor feedback uestionnaires. The
resolution did not address tbe in- lant base of trainin or im act
to retrainin re uirements:

7. PREPhRED BY: NhNE H. V. Nur h

8. CONCURRENCE: CEG-H

9. dPPROVdL: ECTG PROGRhN NGR.

CORRECTIVE dCTION

10. PROPOSED CORRECTIVE

hTTdCHNENTS
hTE: 10-31-86

TE: o
dTE:

ClF'A>smrW~ ,

ll. PROPOSED BY: DIRECTOR/gN R:
2. CONCURRENCE: CEG-H

SRP:

ECTG PROGRhN NGR:

0 '.:dCHKENTS'":i~
DhTE:
DdTE:
DdTE:
DdTE:
DhTE:

VERIFICdTION hND CLOSEOUT

l3. hpproved corrective actions have been verified as satisfactorilY
implemented.

1312T

SIGNhTURE TITLE DdTE



ECSP Correcti ve
Action Trackin Document

(CA D)

Attuchment h
Pat,e 1 of 1

Revision 2

1.
2.
3 ~

5.
6.

P. 1 i cub]e ECSP Rc nort No.: 311.01-A."-N

Immediate Correcti ve hction Reguired: D Yes Pf No
Stop Work, Recommended: 0 Yes g No
CLTD 'No. 31101-NPS-01 4. INITIATIONDETE November 24
RESPONSIBLE ORGhHIZLTIONr POTC

PROBLEM DESCRIPTION: C3 QR 8'QR h comnarison of the reouire-
ments of EST TSIL-3 and 6 to PMP 0202.12 revealed no deficiencies.
Ho~ever in the review of the imolementation of the above reauire-

1. 986

ments it was found that ersonnel hired as fullv oualified b
~SI-18.1 b ass the basic hase of trainin and this b ass is not

evjeved or an roved bv the Office T"ainin Committee as required
b PMP 0202. 12

7. KZSRED BY': HATE Mi ke Mu. hv
8. CONCURRENCE: CEG-H . rV~—....-:;:-:= ' 9. -'ZPROVLL-'CTG PROGLLM MGR. Lb'au

S ~

' =.:"- '- COPXE~iT|t XCTION '-.'

10.,—.. PSOPOS:-D CORPSC ZVS SC ZOM PUN:

Ply S x~SCHMENTS
ATE: 11-25-86

r ~@~~+

~4 + ZSI ~ ~ L 4< ~ w+ aiC

.1.
12.

PROPOSED BZ: DI~""CTORS.'f
COHCUiMCE: CEG-H:

SRP:

EC G PROGR~'1 MGR:

Q i:S.CHMB:S

hZE: 5 -i Z.-37
l I DE TE:

DLTE:
DE.TE:
DQ-
DETE:

=V:-RI. TQ IOH 8$ CLOSEOUT

~P

13. approved corrective actions have been verified as satisfactorily
impl emen ted.

SIGHzsTURE Wla s E



ECTG C.3
Attachment A

Page 1 of 1
Revision 2

ECSP Corrective
Action Trackin Document

~CkTD

INITIATION h licable ECSP Re ort No: 311.03 S N Revision 0

l.
2..

3 ~

5.
6.

Isaaediate Corrective Action Required: 0 Yes S No

Stop 'cwork Recosinended: 0 Yes 8 No
CATD No. 311.03-S N-01 4. INITIATION DhTE 10-10-86
RESPONSIBLE ORGANIZATION:
PROBLEM DESCRIPTION: 0 QR S NQR h Record re uirements for RMP

timesheets is not clear. That should be cover d in GET.

7.
8.
9.

CORRECTIVE

10.

0 ATTACHNENTS
PREPARED BY: NATE T. U.
CONCURRENCE: CEG-H

DATE: 10-10-86

DATE:

Pro osed corrective action is

APPROVAL: ECTG PROGRA /
ACTION

PROPOSED CO C V T
acce tab tte

lg~ fp

ll. PROPOSED BT: DIRECTOR/gG~ S03 860905 802
12. CONCURRENCE: CEG-H: 6 k. 5

SRP:

ECTG PROGRAN NGR'

ATTACHNENTS
DATE: 09/09/86
DATE: >o «
DATE'ATE:

DATE:
DATE:
DATE:

VERIPICATION AND CLOSEOUT

13. Approved corrective actions have been verified as satisfactorily
implemented.

2054T

SIGNATURE TITLE DATE



ECTG C.3
Attachment, A

Page 1 of 1
Revision 2

ECSP 'Corrective
Action Trackin Document

(CITD)

INITIATION

1 ~

2 ~

3 ~

5.
6.

A licable ECSP Re ort No: 311.04 S N and 311.03 S N

Immediate Cortective Action Reguired: 0 Yes 0 No
Stop Mork Recommended: 0 Yes 0 No
CATD No. 31104 S N 01 4. INITIATION DATE 10-17-86
RESPONSIBLE ORGANIZATION: S N

PROBLEM DESCRIPTION: 0 QR 0 NQR 1) RIR do not come to the
attention of HP su ervisors or S N o erations mana ement. 2) RWP

are not bein handled as a A document b ersonnel in the field.

7 ~

8.
9.

PREPARED BY: NAME Tom tire
CONCURRENCE: CEG-H
APPROVAL: ECTG PROGRAM MG

TACHMENTS
10-17-86

DATE'ORRECTIVE

ACTION

10. PROPOSED CORRECT
Procedures ha bee

PLAN: - -028-X03: Pertinent
is to e ect the current status of

deterr:irin 1 vi . tn eets as OA or non- A: however
all RVP-t a" as lifetime records.

XX-8-5-026-0 : Recomm dation to dist"ibute RIR su~aries to HP

staff has bee i incor . ated tfirst communications mailed or rev'.ew
9/29/86) end wi issued each ouarter. In the future the sugar
sheet w 11 be ma ed to the olant manager as e ossible asenda ite...

o his weekl meetin

0 A:ACHMENTSll. PROPOSED BY: DIRECTOR(MP:(",S03 861007 804
12. CDNCURRENCE: CEG-N:

SRP:

ECTG PROGRAM MGR:

DATE:
DAT~
DATE:
DATE:

DATE'ATE:

DATE:

10-14-86
r8 ~ 'c -Y'(,

VERIPICATION AND CLOSEOUT

E

13. Approved corrective actions have been verified as satisfactorilY
implemented.

SIGNATURE ~ TITLE DATE
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httachment h
Page 1 of 1
Revision 2

ECSP Corrective
hction Trackin Document

ChTD

INITIhTION

l.
2.
3 ~

5.
6.

h licable ECSP Re ort No.: 311.05-MBN

Imnediate Corrective hction Required: 0 Yes I No

Stop Mort Recoaxnended: 0 Yes 5- No
ChTD Ho. OP 31105-MBN-01 4. INITIhTIOH DhTE 01-22-87
RESPONSIBLE ORGhNIZhTIOH: Nodifications En ineer Su erv. Section C

PROBLEM DESCRIPTION: 0 QR S.NQR This ChTD vas initiated
to track the closure of ECN 6115 to modif the SG latforms.

7. PREPhRED BY: NhKE J. H. P.'r ds
8. CONCURRENCE: CEG»H

9. hPPROVhL: ECTG PROGRhH GR.

6L hTIhCHNENTS
DhTE: 01-22-87~ DhTE: c2

F'hTE:

CORRECTIVE hCTION

10. PROPOSED CORRECTIVE hCTION PLhN: Closure of ECN 6115 vill
ade uatelv address the concern in ECSP Re ort Number 311.05-MBH.

0 hTThCHNENTS
11. PROPOSED BY: DIRECTOR/NG
12. CONCURRENCE: CEG-H:

SRP:

ECTG PROGENY MGR:

VERIFIChTION hÃD CLOSEOUT

~Ac.fiug 0>l DhTE:
DhTE:
DhTE:
DhTE:
DhTE:
DhTE:
DhTE:

f7

13. hpproved corrective actions have been verified as satisfactorily
implemented.

2310T

SIGNhTURE TITLE DhTE



ECSP Corrective
Action Traci;in Document

(CATD>

eeoc e te 'v ~

Attachment A

Page 1 of 1

Revision 2

INITIATION A licable ECSP Re ort No: 311. 05-MBN

1 ~

2.
3.
5.
6.

Immediate Corrective Action Required: 0 Yes ~No
Stop Work Recommended: tS Yee ~No
CATD No. OP 31105-MBN-02 4. INITIATION DATE 01-22-87
RESPONSIBLE ORGANIZATION: ALARA/HP Section Su erintendent -k4~
PROBLEM DESCRIPTION: 0 QR NQR
Panel 0-L-14 Mill be moved from a otentiall hi h radiation area
to the outside corridor anel 0-L-316 an area of low radiation.
Please rovide the current status and the schedule and traci;in
document for im lementin this corrective action.

H ATTACHMENTS
7 ~

8.
9.

PREPARED BY: NAME J. M. Ri chards DATE:
CONCURRENCE: CEG-H r'1A: - 'li-'e'~A~...m g~ Y-'iL t- DATE:
APPROVAL: ECTG PROGRAM MGR. 'Z ~pc~ DATE:

01-22-87
~/? /S'r

CORRECTIVE ACTION

'l.
'2.

oRO CSED Bv ~ DIREC-OR/tgF
CONCURRENCE: "E"-H:

SRP:

ECTG PRO~::TM:'RGR:

DATE:
DATE:
DATE:
DATE:
DATE:
DATE:
DATE:

c>' .i 1 .

VERIFICATION AND CLOSEOU:

13., Approved corrective actions have been ve"ified as sat sfactorily
implemented.

2310T
SIGNATURE TITLE DATE



ECSP Corrective
hction Trackin Document

ECTG C.3
httachment h
Page 1 oC 1
Revision 2

INITIhTION

1.
2.
3.
5.
6.

h licable ECSP Re ort No: 311.05-VBN

Immediate Corrective hction Required: 0 Yes tR No

Stop York Recosmended: 0 Yes No
ChTD No. OP 31105-MBN-03 4. INITIhTION DhTE 01-22-87
RESPONSIBLE ORGhNIZhTION: Nodifications En ineer Su v. Section B

PROBLEM DESCRIPTION: 0 QR 8. NQR'his ChTD was initiated to track the closure of ECN 6005 vhich
will rovide never more reliable e ui ment in order to reduce
man-hours and radiation ez osure durin calibration or maintenance.

7.
8.
9.

PREPhRED BX: NhNE J. N. Ric ards
CONCURRENCE: CEG-H Pf
hPPROVhL: ECTG PROGRhH NGR.

K hTThCHHENTS
DhTE: 01-22-87
DhTE: < a <7
DhTE:

CORRECTIVE hCTION

10. PROPOSED CORRECTIVE hCTION PLhN: Closure oC ECN 6005 will
adeouatelv address the concern in ECSP Be ort Number 311.05-MBN.

11. PROPOSED BY: DIRECTOR/NGP chic& 0~I
12. CONCURRENCE: CEG-H

SRP:

ECTG PROGP~ MGR:

VERIFIChTION hND CLOSEOUT

0 hTThCHNENTS
DhTE X/~ /6'7
DhTE: ~ 3 J 7
DhTE:
DhTE:
DhTE:
DhTE:
DhTE;

13. hpproved corrective actions have been verified as satisfactorily
implemented.

2310T

SIGNhTURE TITLE DhTE



col v
Attachment h
Page 1 of 1

Revision 2

ECSP Corrective
Action Trackin Document

, ~<ChTD

INITIATION

1,
2.
3.
5.
6.

A 1 icable ECSP Re ort No: 311. 05-MBN

Immediate Corrective Action Required: 0 Yes No

Stop Mork Recommended: 0 Yes No
CATD No. OP 31105-MBN-04 . 4. INITIATION DATE 01-22-87
RESPONSIBLE ORGANIZATION: ALA /HP Section Su erintendent - 4t
PROBLEM DESCRIPTION: 0 QR NQR
Please rovide the current status and the schedule and trackin
document for installin T-bar barricades on the return air ducts
for the re enerative heat exchan ers in unit 1 at WBN.

Qt ATTACHMENTS
7.
8.
9.

CQPRECT VE

PREPARED BY: NAME J. M. Richards
CONCURRENCE: CEG H f'sr'i

APPROVAL: ECTG PROGRAM MGR i~~ch~w

ACTION

DATE:
., r.ec DATE:/ / . DATE:

01-22-87
9/

, ~ P~AQQC ~ + CORQE~ ~>,E sPTIOhf

Q ETTAll. PROPOSED BY: DIRECTOR/ GQ
12. CONCURRENCE: CEG-H:

SRP:

ECTG PROGRAM MGR:

- DATE:
DATE:
DATE:
DATE:
DATE:
DATE:
DATE:

'>v I

VERIFICATION AND CLOSEOUT

13. Approved corrective actions have been verified as satisfactorily
implemented.

233 OT
SIGNATURE TITLE DATE



ECSP Corrective
hction Trackin Document

CLTD

ECTG C.3
Lttachment h
Page 1 of 1
Revision 2

INITILTION

1.
2.
3 ~

5.
6.

h licable, ECSP Re ort No: 311.05-MBN

Immediate Corrective hction Required: 0 Yes I No
Stop Mork Recommended: 0 Yes H. No
CLTD No. OP 31105-MBN-05 4. INITILTION DdTE 01-22-87
RESPONSIBLE ORGLNIZLTION: DNE Knozvjlle
PROBLEM DESCRIPTION: 0 QR Q. NQR
d nev interfacin of SIS accumulator instrumentation bein desi ned
b Westin house vill reduce safet hazards save man«hours and
reduce ex osure as described in MB-DCR 633. This CLTD +as
initiated to track the closure of DCR 633.

7 ~

8.
9.

PREPLRED BY: NLNE J. N. Richards
CONCURRENCE:, CEG-H
LPPROVLL: ECTG PROGRESS NGR.

R LTTLCHNENTS
DLTE: 01-22-87
DdTE' J f 7

DLTE:

CORRECTIVE LCTION

10. PROPOSED CORRECTIVE dCTION PLLN: Closure of DCR 633 vill
ade uatel address the concern in ECSP Re ort Number 311.0S-VBN.

0 LTTLCN~ENTS
11. 'ROPOSED

BT'IRECTOR/~'2.

CONCURRENCE: CEG-H:
SRP:

ECTG PROGRAM NGR:

VERIPICdTION LND CLOSEOUT

clear DLTE:
DL.TE:
DLTE:
DdTE:
DLTE:
DLTE
DLTE:

n-/) 7

13. Lpproved corrective actions have been verified as satisfactorily
implemented.

SIGNLTURE TITLE DLTE

2310T



ECTG C.3
httachxaent h
Page 1 of 1
Revision 2

ECSP Corrective
dction Trackin Document,

(ChTD

INITIATION

1.
2.
3 ~

5 ~

6.

h licable ECSP Re ort No: 311.05-VBN

Inanediate Corrective hction Required: 0 Yes Ek, No

Stop cwork Reconsaended: 0 Tes 5 No

ChTD No. OP 31105-MBN-06. 4. INITIhTION DhTE 01-22-87
RESPONSIBLE ORGdNIZhTION: Health Ph sics Section
PROBLEM DESCRIPTION: 0 QR Q NQR This ChTD vas initiated
to track the closure of the dis osition of each deficienc in
the dLhRd valkdovn (CCTS No. NCO-85-0257-009) .

7. PREPhRED BT: NdNE J. K. Ri chards
8. CONCURRENCE: CEG-H

9. hPPROVhL: ECTG PROGRhN NGR.

hTTdCHNENTS
DhTE: 01-22-87

DhTE:

10. PROPOSED CORRECTIVE dCTION PLdN: Closure of NRC Deviation
390/85-33-01 and CCTS No. NCO-85-0257-009 vill adeouatel
address the concern in LCSP Re ort Number 311.05-VBN.

0 hTTdCHNENTS
11. PROPOSED BT: DIRECTOR/NGR:; r Ac 4

re'~'v'2.

CONCURRENCE: CEG-H:
SRP:

ECTG PROGRhN NGR:

DdTE:
DdTE:
Dd.TE:
DhTE:
DhTE:
DhTE:
DhTE:

2-A r'7>

VERIPIChTION dND CLOSEOUT

13. hpproved corrective actions have been verified as satisfactorily
implemented.

SIGNdTURE ~%~LE DhTE

2310T



ECTG C.3
At:.=haent A
Page 1 of 1
Revision 2

ECSP Corrective
hction Trackin Document

CATD

INITIATION

1.
2 ~

3 ~

5.
6.

h licable ECSP Re ort No: 311.05 S

Iassediate Corrective hction Required: 0 Yes 8 No

Stop York. Reconsaended: 0 Yes S No
CATD Xo. 31105 S N 01 4. INITIATION DATE 10-17-86
RESPONSIBLE ORGANIZATION: Health Ph sics-
PROBLEM DESCRIPTIOM: 0 QR 8 MQR Based on I dEJ? Branch Ro ort

S-h-86-0022-D02 the hLARA su cation ro ram is not bein
im lemented in accordance with Standard P ctice S h-145. The RPP

and the referenced Standard Practice re ir that incentives and
encoura ement for em lo ees to artie ate in e su estion ro ram
be rovided. NRC re orts also indi ted weaknes s in the em lo ees
su estion ro ram (50-327/86-04 0-328/86-04 5 328/86-36 and

/86 36
0 ATTACHMENTS

7.
8.
9.

PREPARED BY: NAME B ends
CONCURRENCE: CEG-H
hPPROVhL: ECTG PROGRAN R

DATE: 10-17-86
J

CORRECTIVE

10.

hCTION

PROPOSED CORRECTI N P

E/o / o3 M /KZ /0

"Il:. tROPOSEO: OT! -DIRECTOR/
' 12i'." CONQMCE!'EG-8

ECTG PROGRAM NGR:

0 hTThCHHENTS
~ DhTE '// A~

444
5'�''DA.TE".

DATE:
DATE:
DATE:
DATE:

VERIPICATION hND CLOSEOUT

13. hpproved corrective actions have been verified as satisfactorily
implemented.

2110T

SIGNATURE TITLE DATE



ECSP Corrective
hction Trackin Document

~CRT D

ECTG C.3
httachtaent A

Page 1 of 1
Revision 2

IXITILTION h licable ECSP Re ort Xo: 311.05 S N

1.
2 ~

3.
5.
6.

Imaediate Corrective hction Required: 0 Yes 8 No

Stop Work Recoasaonded: 0 Yes 8 No
CLTD Mo. 31105 S N 02 4. INITIhTION DhTE 10-17-86
RESPONSIBLE ORGhNIZhTION: Health Ph sics —5
PROBLEM DESCRIPTION: 0 QR Q NQR Based on M LLZ Branch Re ort

S-h-86-0022-D03 the annual LIJlRi re orts are not submitted as
re uired b the RPB within 90 da s to the Nana er of Nuclear Po~r.
S N +as late in rovidin re orts in 1983 19 and 1985.

7.
8.
9.

CORRECTIVE

10.

PREPhRED BY: NdNE Brenda
CONCURRENCE: CEG«H

hPPROYhL: ECTG PROGRhN I
hCTION

N PkPROPOSED CORRE Y

dTThCHNENTS
dTE: 10-17-86

DATE: e - S3 -4

0 8>/z 3 gfO

11.' PROPOSED BY'. DIRECTOR R''
1R '" CONCURRENCE-. %86-'8."." '-

"
SR&:

ECTG PROGRdK KGR:

I' ~

0 d~~hCM'.ENTS
~

' g.ICE
M.6' BQE'., fL

+'h~"
DhTE:
DATE:

DhTE'hTE:

YEPDFICdTION hND CLOSEOUT
II

13. hpproved corrective actions have been verified as satisfactorily
iaplcauented.

2110T

SIGNhTURE TITLE DA.TE



Revision 2

ECSP Corrective
hction Trackin Document,

(CLTD)

INITIATION

l.
2 ~

3.
5.
6.

h licable ECSP Re ort No: 311.05 S N

Immediate Corrective Action Required: 0 Yes 8 No

Stop York Recommended: 0 Yes 8 No

CATD No. 31105 S N 03 INITIATION DATE 10-17-86
RESPONSIBLE ORGANIZATION: Health Ph sics - 5 A/
PROBLEM DESCRIPTION: 0 QR 8 NQR Based on N AS,E Re ort

SS-d-86-0022-D04 the ALARA ro ram re lannin re ort re uirements
do not ade uatel address Re ulation Guide 8.8 r uirements for
decontamination auxiliar li htin re- 'ob bri n and ost- 'ob
review. NRC re orts also indicates weakness n the N ALARA
committee reviews of re and ost 'ob asse ments.
(Be orts 50-327/86-04 50-328/86-04 50- 7/86-36 and -328/86-36)

7, PREPARED BY: NAME Brenda . Sou e

8. CONCURRENCE: CEG-H

9. APPROVAL: ECTG PROGRAM MGR.

CORRECTIVE ACTION

10. PROPOSED CORRECTIVE

/0 Yca ( 03

ATTACHMENTS
TE: 10-17-86

DATE: lo "Zi - fL
DATE: Id -23- f&

/ZWn&4vb L/W

/0

PROPOSED BY: DIRECTOR/.'i~R
12. CONCURRENCE: CEG-H:

SRP:

ECTG PROGRAM MGR:

0 ATTACHMENTS

DATE:
DATE:
DATE:
DdTE
DdTE:

VERIFICATION 4%) CLOSLOUT

13. dpproved corrective actions have been verified as satisfactorily
implemented.

SIGNATURE ,. TITLE



ECTG C. 3
Attachment h
Page 1 of 1
Revision 2

ECSP Corrective
hction Trackin Document

(CLTD)

INITIATION

l.
2.
3 ~

5.
e.

h licable ECSP Re ort Mo: 311.05 S N

Inssediate Corrective hction Required: 0 Yes 8 No

Stop Mort. Reconsaended: 0 Yes 8 No

CATD No. 31105 S N oa INITIATION DATE 10-17-86
RESPONSIBLE ORGANIZATION: Health Ph sics " 5'8

PROBLEN DESCRIPTIOM: 0 QR 0 NQR Based on the X K&X Branch Re ort
S-h-86-0022-D05 radiolo ical safet -rilated activities

documentation is not maintained in accordance v hmerican Nuclear
Insurer ANI re uirements. S N rocedures ate hat RMP's with no

air data and all ALARh re orts have a one ar rete ion eriod.,
This is contrar to ANI re uirements wh'e uire li time retention
of. radiolo ical safet -related docume a . N hGE in r rets the
RWP's with no air'ata and hLARA r o radiol

7.
8.
9.

CORRECTIVE

10.

safet -related documents.
PREPARED BY: RLKE Br enda
CONCURRENCE: CEG-H

h PPROVhL: ECTG PROGRAN R

hCTION

PROPOSED CO ~ i E 0

ATTACHMENTS
DATE: 10-17-86'o

"-'ATE:/c -"8 -fb

~~a~~)ZAA b VZ~i

Os //RP Z 0

,
11." 'PROPOSED BY'" 'IRECTOR/l9pR: '-

': l2" '- CORRRRESCE'' CEG-H"'
SRP.

ECTG PROGRhÃ NGR:
\

VERIFICATION hND CLOSEOUT

0 A ihCHNENTS
'kTE: Al-~~4.
.MTE:'~4~.

P''ATE.

DATE:
DATE:
DATE:
DATE:

13.'pproved corrective actions have been verified as satisfactorily
implemented.

2110T

SIGNATURE TITLE DATE



ECTG C.3
Attachment A
Page 1 of 1
Revision 2

ECSP Corrackive
Action Trackin Document

~cATD )

INITIATION

1 e

2 ~

3 ~

5.
6.

A licabla ECSP Report No: 311.05-BFN

Immediate Corrective Action Required: 0 Tes H No
Stop cwork Recommended: 0 Tas H No
CATO No. 31105-BFN-001 4. INITIATION DATE 10-24-86
RESPONSIBLE ORGANIZATION: Health Ph sics - ALARA
PROBLEM DESCRIPTION: 0 QR 6 NQR A winnin ALARA su cation
became a ion -term o an item with no action taken. No formalisad
ALARA su sation trackin s stem was in lace to identif the status
of this su sation in a timel fashion. The ALARA'epartment should
investi ata im lamentin an official formalized ALARA su sation
trackin ro ram. This ro ram should rovida a method of ensurin
the ro er evaluations and anal sis of the su estions are
conducted.

IRI ATTACNKMTS
7.
8.
9.

PREPARED BT: NAME Mark Zachar
CONCURRENCE: CEG-H S& 43 K '<
APPROVAL: ECTQ PROGRAM MGR.

DATE: 10-08-86
DATE: to-

CORRECTIVE ACTION

10. PROPOSEO CORRFCTIUE ACTION PLAN: A computerized tracking system
hes bean developed to tdentdsy the s s us o est . ouphe~stun.
owever, proce ure eve opment an personne tra n ng w

comp e e y t e en o . anuary . st ng suggest on
n ormat on w e oa ed into t e program y t e en o . rc 7.

e new
y prx

suggestion trac ng system w e .u y operat ona
3 3 0 +30

ll. PROPOSED BY: DIRECTOR/ R; 'I 3> Y~
12. CONCURRENCE: CEG-H:

SRP'CTG

PROGRAM MGR:

0 3o
0 ATTACHMENTS

DATE: l >
ss'ATE:

DATE:
DATE:
DATE:
DATE:
DATE:

VERIFICATION AND CLOSEOUT

Approved corrective actions have bean verified as satisfactorily
implemented.

SIGNATURE TITLE DATE



ECTG C.3
Attachment A
Page 1 of 1
Revision 2

ECSP Corrective
Action Trackin Document

~CATD

h licahle ECSP Re ort No: 311.05-BFN

1.
2 ~

3 ~

5.
6.

Immediate Corrective Action Required: 0 Yes 6 No
Stop York Recommended: 0 Yes H No
CATD No. 31105-BFN-002 4. INITIATIONDATE 10/24/86
RESPONSIBLE ORGANIZATION: Electrical Maintenance
PROBLEM DESCRIPTION: Q QR S HQR The Electrical Maintenance
De artment did not res ond to four written ALARA transmittals and
their eorres ondance lo s shoM no record of receivin the
transmittals. The E1eetrical Maintenance Qe attment should revieM
their roeess of reeeivin and acknovled in comin
corres ondanees'o reclude further incide s o the t e
addressed in this re ort.

7. PREPARED BY: NAME Mark Zaehar
8. CONCURRENCE: CEG-H lr' .'c..
9. APPROVAL: ECTG PROGRAM MGR.

E: 10-OSW6
ATE: -th- $ a

CORRECTIVE hCTION

10. PROPOSED CORRECTIVE ACT
l. Elec Tech Section s n

as reouirin a r o
to e ALARA su estion identified

2. Elec Tech Sect n read lemented a tzackin svstem for
items re uir
assi nment

I s ze uirin res onse aze iven an
date due date and desczi tion which

includes e e information alon with initials of the
resoons nee entered into corn uter ro ram tzackin lop.
A rintou '. enerat each month. The zintout is reviewed and
u dated thr hout e month bv the section su ervisor,

See Attachment
11. PROPOSED BY: DIRECTOR/MGR~
12. CONCURRFNCE: CEG-8:

SRP:

ECTO PROGRAM MGR:

6I l
6 ATTACHMENXS

DATE:
DATE:
DATE:
DATE:
DATE:
DATE:
DATE:

VERIFICATION hND CLOSEOUT
l~

Approved corrective actions have been verified as satisfactorily
implemented.

SIGNATURE DATE

Q»

- naca.7%S6--



ChTD No. 31105-8FN-002

CORRECTIVE hCTION (cont.)

10. PROPOSED CORRECTIVE hCTION P
3 Refer to
Noreeber 24 1986 Br
Cor Belocatin Dr
31105-BFN-002" 86

r e

orre dated
hLARh Sa estiea

oem Valve - ChTD So.



ECSP Corrective
hction Trackin Document

(CdTD

ECTG C.3
Attachment d
Page 1 of 1
Revision 2

INITIETION

l.
2 ~

3 ~

5.
6.

h 1 icable ECSP Re or t No: 311. 06-S N

Immediate Corrective hction Required: 0 Yes Q No
Stop Vork Recomnended: 0 Yes H No
CdTD 'No. 31106-S N-001 4. INITIdTION DATE 10-17-86
RESPONSIBLE ORGhNIZhTION: Health Ph sics - 5
PROBLEM DESCRIPTION: 0 QR S NQR S N Plant should evaluate a
means to reduce the number of dama ed C-Zone clothin articles
issued for reuse. Lar e numbers of unre aired coveralls found in the
ins ection erformed b a ECTG evaluator indicated that the lant is
not devotin enou h attention to ensure its ro er maintenance and
serviceabilit

7. PREPARED BY: NhNE Brenda Southerlan
8. CONCURRENCE: CEG-H IN ) ~

9. APPROVhL: ECTG PROGRh?f NGR.

0 A. dCHNENTS
DATE: -17-86
Dd . o-zr-V'(

8-ZS-S(n

10. PROPOSED CORRECTIVE h 0

R SSO C i d ~)W CAP

11. PROPOSED BY: DIRECT /gG~,
12. CONCURRENCE: CEG-H: ~ .Lc.

SRP:

ECTG PROGRAM ?fGR:

0 dTTdC... ENTS
DATE: i/ iS W~

DATE:
DA,IE:
DdTK:
DdTE:
DATE:

VERIFICdTION AND CLOSEOUT

13. dpproved corrective actions have been verified as sa isfactorily
implemented.

SIGNhTURE IITLE



ECTG C.3
Attachment A

Page 1 of 1

Revision 2

ECSP Corrective
Action Treckin Document

(CATD)

INITIATION A licable ECSP Re or t No: 311. 07-WBN

No

IATION DATo 2/> 9/86
s - WBN

MSA Breethina

l. Immediate Corrective Action Required: C3 Ye
2. Stop Work Recommended: 0 Yes g No

3. CATD No. 311. 07-WBN-01 4.
5. RESPONSIBLE ORGANIZATION: Healt h

6. PROBLEM DESCRIPTION: D QR 3K[ NQR

Possibilit of'sin contamin d n

completion date for rev'
should include re ui en

d e -19 and RCI-4 whicht' ion of manifold install-
ation before use 0 on Service Air valves
bein used -for' i ai ani and desicnated eir lines for
hookuo. Th eir ' w' b o oiled bv HP. Fi ttin s on the.
hookuo 1 es m 1 e unioue within the olant. In
additio r. r ed bv HP would be reouired for hookuo

7.
8.
9.

to the S x' Air
PREPAPED 8 r NAME . M. Richards
CONCURREt'C . CEG-'i ~
APPROVAL: E G OGRAM MG?,. ''E x ~> DATE

DATE
12/19/86
/-rV ->'7

K ATTACHMENTS
DATE: 12/10/86

COJoP~. TV ACT ON

10. PROPOSED CORRECTIVE ACTION PLAN:

rT; F T-F CHMElITS
11

12.
PRO. OSED BY: DIR CTOR/MGR:
CONCUPRENCE: CEG-H: 7l=~~ peg Z

SRP:

ECTG PROGRAM MGR;

D'T
DATE:
DATE:
J..':
DF.:E:
DATE:DATE'o

/Y

g'ERIFICATION

AND CLOSEOUT

13. Approved co"rective ac io..s have been verified es satis'factorily
implemented.

DATE



ATTACHMENT I

List of Evaluators by Element/Plant

Subcategory
31100

Revision 1

Element 311.01

WBN

M. W. Murphy

BFN

D. L. Lovett
E. Minga

BLN

M. W. Murphy N/A

Element 311.02

D. C. Hall

SgN

W. R. Strodl
B. R. Southerland
D. C. Hall

BFN BLN

E. Minga F.. Minga

Element 311.03

WBN

J. M. Richards D. C. Hall

BFN BLN

ED Minga N/A

Element 311.04

WBN

B. R. Souther land

BFN

W. R. Strodl
J ~ M. Richards
BLN

E. Minga

Page 1 of 2

SllN

D. C. Hall
B. R. Southerland
T. L. Reese
R. L. Huskin
W. R. Strodl
D. L. Lovett



Subcategor'y
31100

Revision 1

Element 311. OS

WBN

J. M. Richards
~SN
D. L. Love tt
D. C. Hall
B. R. Southerland

BFN BLN

M. Zachary N/A

Element 311.06

WBN

E. Minga
B. R. Southerland

~SN

D. C. Hall

BFN

M. Zachary
E. Minga

BLN

E. Minga

Element 311.07

WBN

J. M. Richards

BFN

S~N

N/A

BLN

N/A N/A

Page 2 of 2


