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Scope:

This routine resident inspection included surveillance observation,
operational safety verification, modifications, unit 3 restart activities, and
self assessment.

One hour of backshift coverage was routinely worked during the wor k week.
Deep backshift inspections were conducted on March 20, 25, 27, and April 15,
1994.
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Results:
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In the area of operations, unit 2 set a new TVA continuous operating record on
April 6, 1994, exceeding the old record of 306 days, paragraph three. The
unit tripped on April 15, 1994, during the performance of preventative
maintenance on a scram air header pressure control valve. This ended a
continuous run of 314 days.

In the area of engineering, strengths were noted in the process for
incorporating unit 3 into the design baseline verification process, paragraph
five. Inspector followup items were identified concerning system
operational/test boundary identification and verification of station blackout
functional requirements.

In all plant areas, an unresolved item was identified for failure to retain
overtime waivers, paragraph three. The licensee initiated a problem
evaluation report to correct these problems.

In the area of maintenance/surveillance, an unresolved item was identified
concerning the work plan closure process, paragraph five. The licensee issued
a significant condition adverse to quality report and was conducting a review
of this process.
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REPORT DETAILS

Persons Contacted

Licensee Employees:

. *0. Zeringue, Senior Vice President, Nuclear Operations
*R. Machon, Site 'Vice President, Browns Ferry
*E. Preston, Plant Manager
*R. Moll, Plant Operations Manager
*J. Rupert, Engineering and Materials Manager
*T. Shriver, Licensing and guality Assurance

Manager'D.

Stinson, Recovery Manager
"S. Rudge, Site Support Manager
*J. Haddox, Maintenance and Modifications Manager
*H. Bajestani, Technical Support Manager
*A. Sorrell, Chemistry and Radiological Controls Manager

C. Crane, Business and Work Performance Manager
*P. Salas, Licensing Manager
*R. Wells, Compliance Manager
*J. Corey, Radiological Control Manager
J. Br azell, Site Security Manager

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

NRC Personnel:

M. Lesser, Section Chief
*C. Patterson, Senior Resident Inspector
J. Munday, Resident Inspector

*R. Musser, Resident Inspector
*G. Schnebli, Resident Inspector
J. Williams, Project Manager
D. Trimble, Project Manager

*Attended exit interview

Acronyms and initialisms used throughout this report are listed in the
last paragraph.,

Surveillance Observation (61726)

The inspectors observed and/or reviewed the performance of, required SIs.
The inspections included reviews of the SIs for technical adequacy and
conformance to TS, verification of test instrument calibration, observa-
tions of the conduct of testing, confirmation of proper removal from



service and return to service of systems, and reviews of test data. The
inspectors also verified that LCOs were met, testing was accomplished by
qualified personnel, and the SIs were completed within the required
frequency. The following SIs were reviewed during this reporting
period:

'a ~ .SLC Solution Concentration

On March 28, 1994, the inspector witnessed portions of the
performance of 1-SI-4.4.C.2 and 2-SI-4.4.C.2, SLC System Enriched
Sodium Pentaborate Solution Concentration. These surveillances
are performed by obtaining a sample of the solution from the SLC
storage tank and analyzing it for percent sodium pentaborate by
end point titration. The inspector noted that a nonintent
revision had been made to the unit 1 procedure just prior to
commencing the surveillance to correct an erroneous reference to
an operations procedure. The revision was made in accordance with
plant administrative procedures and no discrepancies were noted.

To perform the surveillance a sample is drawn from the storage
tank and taken to the laboratory for analysis. In addition,
storage tank level is measured with a gauge stick and is compared
to an installed gauge to ensure the installed gauge is properly
calibrated. On unit 1 the installed gauge did not compare within
the required two percent, however it was later determined that a
WR had previously been written to repair the gauge. The inspector
discussed the laboratory process used to determine the concen-
tration with the technician and witnessed portions of the
analysis. , The technician appeared knowledgeable about this
process and the procedures. Both of the surveillances were
performed satisfactorily. The inspector reviewed the completed
procedures and noted no discrepancies with the procedures or
performance of these surveillances.

The inspector noted that to draw the sample the chemistry techni-
cian had to walk on top of the storage tank which was labeled with
caution signs warning of the presence of asbestos. Plant Safety
was informed of this practice and opted to sample the air for
loose asbestos fibers." A TVA Occupational Health representative
was contacted to draw and analyze the sample which was later
determined to be asbestos free.

Data obtained in 2-SI-4.4.C.2 is used to calculate the quantity of
Boron-10 in the storage tank. This is determined using 2-SI-
4.4.C.3, SLC System Boron-10 guantity Calculation, and is per-
formed to satisfy TS 3.4.C. l. The inspector reviewed this
procedure upon its completion and noted no discrepancies. The
surveillance was satisfactorily completed.

Additionally, 2-SI-4.4.D, SLC Injection Rate ATWS Equivalency
Calculation, uses data obtained in 2-SI-4.4.C.2, 2-SI-4.4.A.2, and
2-SI-4.4.C.4 to verify sodium pentaborate concentration, Boron-10



enrichment concentration, and SLC pump flowrate are such that the
ATWS equivalency requirements of TS 4.4.D are met. The inspector
reviewed the completed surveillance and noted no discrepancies.

b. MSIV Closure Surveillance

On April 7, 1994, the inspector witnessed the performance of 2-SI-
4. 1.A-ll(I), HSIV Closure - RPS Trip Functional Test. This test
slow closes each HSIV and verifies that an RPS trip signal is
generated. The surveillance was completed satisfactorily. A test
deficiency was written due to the D outboard NSIV having dual
valve position indication. Work request C161049 had been
previously written to correct this deficiency. The inspector
reviewed the completed procedure and verified all acceptance
criteria had been satisfied. No discrepancies were noted.

No violations or deviations were identified 'in the Surveillance Observa-,
tion area.

Operational Safety Verification (71707)

The NRC inspectors followed the overall plant status and any significant
safety matters related to plant operations. Daily discussions were held
with plant management and various members of the plant operating staff.
The inspectors made routine visits to the control rooms. Inspection
observations included instrument readings, setpoints and recordings,
status of operating systems, status and alignments of emergency standby
systems, verification of onsite and offsite power supplies, emergency
power sources available for automatic operation, the purpose of tempo-
rary tags on equipment controls and switches, annunciator alarm status,
adherence to procedures, adherence to LCOs, nuclear instruments opera-
bility, temporary alterations in effect, daily journals and logs, stack
monitor recorder traces, and control room manning. This inspection
activity also included numerous informal discussions with operators and
supervisors.

General plant tours were conducted. Portions of the turbine buildings,
each reactor building, and general plant areas were visited. Observa-
tions included valve position and system alignment, snubber and hanger
conditions, containment isolation alignments, instrument readings,
housekeeping, power supply and breaker alignments, radiation and
contaminated area controls, tag controls on equipment, work activities
in progress, and radiological protection controls. Informal discussions
were held with selected plant. personnel in their functional areas during
these tours.

Unit Status

The unit operated continuously during this period except for a

trip on April 15, ending 314 days of operations. A new TVA
longest run record was established on April 6, 1994, exceeding the
old record of 306 days.



Reactor Trip

On April 15, 1994, at 2: 19 a.m., the unit scrammed on low scram
air header pressure while performing preventative maintenance on
one of the scram air header pressure control valves. The
resulting low water level caused Group 2, 3, 6, and 8 PCIS
isolations, but did not drop low enough to cause a Low Low (-45")
ECCS initiation signal. The NSIVs remained open and water level
was restored to normal level using a turbine driven reactor feed
pump.

The licensee was conducting an incident investigation and PORC
review of the scram. This coupled with a number of maintenance
items will take several days. The inspector will review these
actions as part of the routine inspection program;

Control Room Panels

During tours of the control room the inspector noted an increase
in the number of WR tags on instruments or other control devices.
Some increase was expected due to the run time of the unit.
However, this list did not correlate'with the items discussed in
the POD meeting. The POD list only contained.a few items. This
was discussed with the plant manager. A different list was
obtained from operations that was a very comprehensive listing of
over 100 items. After further discussion, the tracking of all the
instruments was placed in the'OD under the following headings:

Nuisance or list alarms affecting Unit 2 operations
Nuisance alarms (Forced outage work)
Disabled alarms affecting Unit 2 operations
Disabled alarms (Forced outage work)
Instruments out of service affecting Unit 2 operations
Instruments out of service (Forced outage work)

The items were listed by status and priority. This listing
provided the correct focus on control room instruments out of
service.

Additionally, the inspector reviewed the procedure requirements
for control of disabling annunciators. The overall controls are
established in procedure SSP-12. 1, Conduct of Operations, section
3. 10.4, Alarm Status. Referenced in SSP-12.1 is operating
instruction O-OI-55, Annunciator System. Attachment 6 provides
the instruction for disabling an=annunciator. The instructions
include steps for compensatory measures and safety assessment if
TS or FSAR equipment is involved.

On April 7, 1994, the inspector reviewed the disabled annunciator
log in the control room and the POD package listing of. disabled
annunciators. Several items were checked and all were found to be
in agreement and documented properly in the control room log. The
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inspector concluded with the re-emphasis on control room
instruments, alarms, and annunciators, that adequate attention was
being placed on this equipment.

Licensee Use of Overtime

The inspector reviewed the licensee's program for authorization of
overtime. TS 6.8. l. l.b requires that a procedure exist which
controls the amount of overtime worked by individuals performing
safety-related functions in accordance with GL 82-12. The
procedure which fulfills this requirement is SSP-1.7, Overtime
Restrictions (Regulatory), and applies to SROs, ROs, AUOs, health
physicist, health physics technicians, and key maintenance
personnel, including contractors, performing safety-related
activities. This procedure provides the following guidelines:

1. An employee may work no more than 16 hours straight,
excluding shift turnover time.

2. An employee may work no more than 16 hours in any 24-hour
period, 24 hours in any 48-hour period, or 72 hour s in any
7-day period, excluding shift turnover time.

3. Employees are to receive a break of at least 8 hours between
work periods, including shift turnover time.

4. The use of overtime is considered and justified on an =

individual basis and not for the entire staff on a shift.

The site VP, plant manager, or duty plant manager may authorize
deviations from these restrictions if very unusual circumstances
exist or a significant reduction in the effectiveness of operating
personnel would be highly unlike'ly. Following approval of the
deviation the site VP provides an oversight review.

The inspector reviewed records for periods worked by Operations,
Technical Support, Maintenance, and Radiological Controls
personnel. While the overtime worked during times of normal plant
operation generally averaged less than ten hours per week, the
overtime worked during unit outages was often found to be much
higher. The inspector verified that for those cases where
overtime requirements were exceeded an approved deviation form was
generated and properly completed. While many records were
identified which indicated greater than 72 hours were worked in a
7-day period, the time in-excess of 72 hours was generally
attributed to turnover or activities not related to safety-related
work. Examples of this would include Haintenance personnel
working 91 hours in a 7-day period with 21 hours attributed to
turnover or Technical Support personnel working 73.5 hours in a 7

day period with 2 hours attributed to obtaining a whole body
count.





The inspector noted a difference in philosophy among the different
work groups and even managers, concerning when a waiver was
required. As an example, one group would generate waivers for
individuals erecting scaffolding while another would consider this
not safety related and therefore not required. While one gr'up
would require a waiver for any work in excess of 72 hours,
excluding shift turnover time, another group would require the
waiver only if the work was performed on safety related equipment.
While the inspector identified no violations of requirements
related to working overtime it was evident that a general
inconsistency existed in the manner in which overtime restrictions
were administered. A review of assessments performed by Nuclear
Assurance since 1992 indicated much the same. An assessment
performed in April 1992 recommended that a formal, centralized
overtime tracking program be implemented and should include all
site personnel subject to the requirements of GL 82-12. It
further recommended that the definition of "key maintenance
personnel" be clarified to reduce the confusion over which posi-
tions or job classifications it applies to. Another assessment'n
October 1992 indicated that weaknesses existed in the method
.contractors were using to compute total hours worked. The
inspector determined by this inspection that favorable results to
these recommendations have not yet been achieved.

While collecting data for this inspection, the licensee determined
that not all of the approved waivers were being retained according
to SSP-1.7. Confusion existed as to who was responsible for
ensuring that the documents were sent for micr ofilming and as a
result some were apparently discarded. BFPER940071 was generated
to track and correct this discrepancy. Pending further
inspection, this item will be tracked as URI 259, 260, 296/94-07-
01, Failure To Retain Overtime Waivers.

No violations or deviations'ere identified in the Operational Safety
Verification area.

Hodifications (37700, 37828)

The inspectors maintained cognizance of modification activities. This
,included reviews of scheduling and work control, routine meetings, and
observations of field activities. Throughout the observation of
modifications being performed in the field gC inspectors were observed
monitoring and documented verification at work activities.

On Harch 31, 1994,. the licensee informed the NRC that the completion
date for phase one of the security upgrade project was being revised
from Harch 31, 1994 to September 30, 1995. (Phase one of the project
deals mainly with modifications to the protected area boundary and
activation of the new security facilities; CAS, SAS, and PESB). TVA
stated that the change was necessitated by construction delays to the
project. Prior to the fall of 1993, the security upgrade project was
being implemented by RPC, Inc. At this point, TVA transferred
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implementation responsibility of the security project to Stone and
Webster Engineering Corporation, TVAs primary contractor for Unit 3
construction.

During and after the transition from RPC to SWEC, several problems were
noted with the, partially completed work. These problems included
continued collection of water in in-ground cable pull boxes, conduit not
in proper location, deterioration of local intelligence units, and the
fact that projects design calls for extremely long continuous cable runs
( >10,000 feet). In addition to these problem's, the licensee has also
diverted substantial funding from the security upgrade project to the
Watts Bar site resulting in further delays.

Numerous examples of problems with the security upgrade project have
been noted in the past as discussed in IR 259, 260, 296/93-02. On

January 21, 1993, while performing a walkdown of portions of the
security upgrade project, the inspector noted that work documents on the
job site did not specify any activities to be verified/inspected by site
QC. This matter was brought to the attention of the licensee. On

February 10, 1993, the inspectors were informed that numerous
deficiencies of failure to follow modification and design control
procedures were identified related to the security upgrade project.
This matter was documented in BFSCAR930002. It appears, however, that
corrective actions from these instances were inadequate to prevent

'further problems with the project. The licensee is still in the process
of assessing the total scope of problems as they relate to the upgrade.
In this light, a TVA manager has been assigned as the project manager
for the security upgrade effort. The inspectors will continue to
periodically track the licensee's actions as they relate to the security
upgrade project.

5. 'nit 3 Restart Activities (30702, 37828, 61726, 62703, 71707)

The inspector reviewed and observed the licensee's activities involved
with the Unit 3 restart. This included reviews of procedures, post-job
activities, and completed field work; observation of pre-job field work,
in-progress field work, and QA/QC activities; attendance at restart
craft level, progress meetings, restart program meetings, and management
meetings; and periodic discussions with both TVA and contractor
personnel, skilled craftsmen, supervisors, managers and executives.

a ~ Work Plan Closure

On April 4, 1994, the Unit 3 recovery manager notified the
inspectors that a problem was identified in the WP/DCN closure
process and that a PER had been generated. The deficiency
involved the following:

SSP-9.3, Plant Modification and Design Change Control,
Section 3. 12.7.B, requires that the responsible engineer
review the drawings associated with the WP, as listed .on
form SSP-84, to identify any discrepancies between the



drawing revision in effect at start of work and the revision
in effect at WP closure. All discrepancies are to be
justified using the options .stated in Note 1 of the SSP.-84
form. During the closure process a discrepancy was noted,
by the second party reviewer, that a revision, for drawing
47B435-8B listed on form SSP-84 for WP closure had not been
issued. Further investigation determined that the

'ustificationstating that the revision had no impact on the
WP had not been verified. However, the first party closure
reviewer had signed the form stating that the review had
taken place. In further discussions with the responsible
engineer it was determined that the actual verification of
the documented drawing revisions may have been discontinued
as early as Nay of 1993. The licensee initiated PER
BFPER940072 to document the non-conformance and commenced a
100X audit of all safety related WP closures from Hay 1993
to present. The residents will continue to follow this
issue concurrent with the licensee's investigation of the
event. This item will be tracked as URI 259, 260, 296/94-
07-02, Work Plan Closure Problems.

Design Baseline Verification Program

The licensee's DBVP is intended to ensure that Br owns Ferry can
achieve safe shutdown for any design basis (as defined by the
FSAR) event. Program components include a SSA, which defines the
overall operating, conditions, SRCs which define system functional
requirements, and BTRDs, which provide functional performance
requirements for system components. The BTRDs are a major input
to the RTP, which is intended to demonstrate that plant equipment
is capable of performing its intended functions. Revisions to the
RTP from the previously-approved Unit 2 program that will be
applied to Unit 3 are currently under review by the NRC's Office
of Nuclear Reactor Regulation staff. During this inspection
period, the NRC PHs for the Browns Ferry examined portions of the
DBVP to gain confidence that the DBVP input to the RTP was valid
and comprehensive.

This assessment focused on changes to the DBVP.from the Unit 2

precedent. The Unit 2 DBVP addressed single-unit operation only,
while the current DBVP addresses multi-unit operations.
Therefore, the inspectors examined systems whose functional
requirements are most affected by multi-unit operations, i.e. the
systems shared by the three units. The EECW system was selected
as a representative shared system for the purposes of this review.

The licensee was questioned how confidence was developed in the
implementation of the DBVP for Unit 3. The licensee provided
copies of three gA audit reports, based on audits performed in
1992. These audits examined the initial implementation of the
DBVP, focusing on the SSA and SRCs. The licensee indicated that
it plans to audit the completion of the DBVP by evaluation of the



BTRDs input to the RTP. This follow-up activity is expected to
take place later this year.

Audit reports dated June 23, August 17, and November 4, 1992 were
reviewed. Interviews of licensee personnel who participated in
these audits were conducted. The evaluations were performed by
teams of auditors, consisting predominately of site and corporate
gA personnel, but also including engineering specialists. The
assessments examined both procedural and engineering aspects of
the early DBVP implementation. Findings were individually tracked
and held open until appropriately addressed. The findings
indicated that the licensee auditors carefully tracked items
through the process for internal consistency. Licensee auditors
also examined design input, .such as drawings, and made
recommendations for improving the quality of this input.
Therefore, it was concluded that these audits were o'f sufficient
depth and scope to give the licensee reasonable confidence in the
initial DBVP implementation.

The licensee was questioned concerning the licensing basis events
such as SBO and anticipated transient without scram within the
DBVP. The licensee responded that these events are not considered
within the scope of the DBVP, which is limited to FSAR events.
The inspector noted, however, that the licensee is obligated to
ensure that the facility is capable of fulfillingthe regulatory

, requirements for these events consistent with the safety analysis
and commitments presented to the staff. In response, the licensee
stated that, for SBO, many critical components and systems such as
High Pressure Coolant Injection, are tested in accordance with
existing surveillance requirements. However, the licensee was not
able to state that the functional capability for all components
required for SBO has been verified. Therefore, the licensee
decided to review the requirements for the SBO coping analysis,
and ensure that the functional requirements for all components are
identified and verified. The licensee was also encouraged to
review other licensing basis events to ensure all'unctional
requirements are identified and verified. This will be monitored
as IFI 259, 260, 296/94-07-03, Verification of Station Blackout
Functional Requirements.

As a means of identifying candidate safety functions relative to
the EECW system that should be identified for testing in the
Unit 3 BTRDs, sections of the .SSA pertaining to the EECW system,
the Unit 2/3 EECW and Sodium Hypochloride SRC, and the Unit 2/3
EECW system DC document were reviewed. The DC documents are
additional key outputs of the DBVP. Candidate functions selected
included: supply of adequate cooling water flow to EECW safety-
related components, closure of interface valves to the control air
and RCW System on low EECW system pressure, and verification of
various automatic pump starts. Appropriate tests of these
functions were identified in the BTRD for EECW and, because the
EECW and RHRSW systems share the RHRSW pumps, the BTRD for RHRSW.
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Appropriate acceptance criteria, including minimum cooling water
requirements for specific components were included in the BTRDs.
It was noted that the BTRDs did not call for a test of one
non-safety-related design feature of the plant, EECW pump start on
low RCW pressure. This was pointed out to the licensee for
possible consideration as a test to support power operation but,
because it was not a safety-related feature, was not further
addressed in the inspection.

The EECW system contains three pairs of valves (1-FCV-067-0050 and
0051, 2-FCV-067-0050 and 0051, and 3-FCV-0050 and 0051) which are
interface valves between the EECW and RCW systems for Units 1, 2,
and 3 respectively. These valves are required to close on low
EECW pressure'o ensure the integrity of the EECW system. Due to
past problems with slow closings of these valves, TVA has
developed a modification package which changes the actuating
medium for the valves from hydraulic to pneumatic. At the time of
this inspection, only the Unit 2 valves had undergone this
modification, and the Unit 1 and Unit 3 valves were tagged closed.
The EECW BTRD includes an assumption, referred to by the
licensee's program as an Unverified Assumption, that the Unit 3
valves will be modified before restart and includes 'a test of the
automatic closure feature for the Unit 2 and Unit 3 valves. The
Unit 1 valves, however, are not mentioned in the BTRD; yet the
licensee, through a separate administrative mechanism (Color Coded
Interface Drawings 1-47E859-1 and 1-47E844-2 controlled in
accordance with Site Standard Practice SSP-12.50, "Unit Separation
For Recovery Activities"), has specified that the Unit 1 valves
and significant portions of the RCW system outside of the Unit 1

valves (i.e. piping associated with a Reactor Building Closed
Cooling Water [RBCCW] heat exchanger) are required for Unit 2

operation. There was inconsistency in treatment in the BTRD of
similar EECW valves within the same system operational boundary.
Site Engineering, through tagouts (Clearance Nos. 1-91-0013 and 3-
91-009) and a Compensatory Measure (No. 89-67-1,3-013, Rev. 3),
had restricted the operational boundary of the EECW system to
something less than the boundary identified as necessary for
operation in the interface drawings and was not planning to fully
restore that boundary (i.e., in the area of the Unit 1 EECW valves
and RBCCW heat exchanger) during the Unit 3 restart. While the
reasons for the engineering restrictions were sound (lack of valve
actuator modification and lack of piping seismic analysis), Site
Engineering did not appear to be working toward fully achieving
and testing, or alternatively seeking to revise, the boundary
identified by TVA Operations and Technical Support personnel in
the interface drawings as necessary for plant operation. Further
review of this area showed that, while personnel at the working
level in Site Engineering and Technical Support indicated that
they do discuss and try to agree on system boundaries,
coordination is not clearly required by proce'dure. For example,
the engineering procedure for SPAE, BFEP PI 88-07, directs system
design engineers to identify system boundaries, but fails to





require the concurrence of operations and technical support on
those boundaries.

Discussions with licensee personnel regarding identification of
system boundaries highlighted the fact that the licensee has not
reached a decision on whether to continue use of the color coded
interface drawings for Unit 2/3 operation. Since the interface
drawings (I) have provided controls to prevent reconstruction and
wet layup activities from adversely affecting the operating unit
and (2) provide a vehicle for identifying system boundaries to all
plant groups, it would appear that they provide a function that
must be continued in some form.

Given the importance within any test program of clearly,
establishing and ensuring' common understanding of system test
boundaries, the licensee's actions to address weaknesses in this
area, including the licensee's decision regarding continued use of
interface drawings, will be followed by the NRC as IFI 259, 260,
296/94-07-04, System Operational/Test Boundary Identification.

Discussions with site engineering personnel indicated that, while
some degree of walkdowns have been conducted for Unit 3 systems
and additional walkdowns are planned, it was not clear that the
licensee had a coordinated program in place to assure themselves
that the final collection of walkdowns will be sufficiently
comprehensive to ensure system drawings adequately reflect the
plant "as-built" configuration. Given the problems the licensee
has had in the past with configuration control and the potential
for propagation and compounding. of errors when multiple design
changes are based on inaccurate drawings, it is important for the
licensee to have a clear understanding of the extent of its
walkdowns. 'This potential weakness was discussed with licensee
site managers.

This review, although limited in nature, did identify strengths in
the licensee's process for incorporating Unit 3 into the DBVP and
for ensur'ing that the DBVP provides the requisite input to the RTP

to support Unit 2/3 operation. Specific strengths included:

The SSA appeared to be an in-depth review to identify system
safety-related functional requirements and clearly
identified support systems;

In the case of an example system where functional
requirements are likely to change to support multi-unit
operation, the licensee's process appeared to identify the
additional functional requirements;

The licensee has provided reasonable gA oversight of the
process';
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~ The inclusion of detailed references to testing performed on
Unit 2 that will be credited in the Unit 3 RTP along with
separate identification of the incremental testing required
for Unit 2/3 operation, provides an enhanced means for
auditing the process and indicates' thoroughness in the
licensee's approach; and

~ The working level engineers associated with the specific
system reviewed appeared to be very knowledgeable of the
system functional .and testing requirements.

The above strengths provide a degree of confidence in the
licensee's process. The NRC will determine if additional review
of this area will be necessary prior to Unit 3 restart.

Self Assessment (40500)

On March 23, 1994, the inspector attended a portion of the NSRB meeting.
On April 6, 1994, the minutes of meeting number 267 were reviewed. Of
particular interest were discussion of weaknesses in the fire protection
program and engineering interface with plant organizations. These
problems were discussed with the NSRB Chairman to insure the correct
perspective was on the issues., Overall, the NSRB continues to provide a

good safety oversight of the plant and keeps abreast of plant and
industry safety issues.

Exit Interview (30703)

The inspection scope and findings were summarized on April 18, 1994,
with those'ersons indicated in paragraph 1 above. The inspectors
described the areas inspected and discussed in detail the in'spection
findings. listed below. The licensee did not identify as proprietary any
of the material provided to or reviewed by the inspectors during this
inspection. Dissenting comments were not received from the licensee.—

Item Number Descri tion and Reference

259, 260, 296/94-07-01

259, 260, 296/94-'07-02

259, 260, 296/94-07-03

259, 260, 296/94-07-04

URI, Failure to Retain Overtime Waivers,
paragraph 3.
URI, Work Plan Closure Problems, paragraph
5.
IFI, Verification of Station Blackout,

'unctional Requirements, paragraph 5.
IFI, System Operational/Test Boundary
Identification, paragraph 5.





Acronyms and Initialisms
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ATWS
AUO
BFEP
BFN
BTRD
CAS
DBVP
DC

DCN
ECCS
ECCW

EECW

FSAR
GL
IFI
LCO
HSIV
NRR
NSRB
PCIS
PER
PESB
PH

POD

PORC

gC
RCW

RBCCW

RHRSW

RPC

RO

RPS
RTP
SAS
SBO
SI
SLC
SPAE
SRC

SRO

SSA
SSP
SWEC

TS
TVA
URI
UVA
VP
WP

WR

Anticipated Transient Without Scram
Auxiliary Unit Operator
Browns Ferry Engineering Project
Browns Ferry Nuclear
Baseline Test'equirements Document
Central Alarm Station
Design Baseline and Verification Program
Design Criteria
Design Change Notice
Emergency Core Cooling System
Ess'ential Component Cooling Water
Emergency Equipment Cooling Water
Final Safety Analysis Report
Generic Letter
Inspector Followup Item
Limiting Condition for Operation
Hain Steam Isolation Valve
Nuclear Reactor Regulation,
Nuclear Safety Review Board
Primary Containment Isolation System
Problem Evaluation Report
Plant Entrance Security Building
Project Hanager
Plan of the Day
Plant Operation Review Committee
guality Control
Raw Cooling Water
Reactor Building Closed Cooling Water
Residual Heat Removal Service Water
Rust, Pullman, Cleveland, Inc.
Reactor Operator
Reactor Protection System
Restart Test Program
Secondary Alarm Station
Station Blackout
Surveillance Instruction
Standby Liquid Control
System Plant Acceptance Evaluation
System Requirement Calculations
Senior Reactor Operator
Safety Shutdown Analysis
Site Standard Practice
Stone 5 Webster Engineering Corporation
Technical Specification
Tennessee Valley Authority

'nresolved Item
Unverified Assumption
Vice President
Work Plan
Work Request


