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Scope:

This routine resident inspection included surveillance observation,
maintenance observation, operational safety verification, Unit 3 restart
activities, reportable occurrences, and action on previous inspection
findings.

One hour of backshift coverage was routinely worked during the work week.
Deep backshift inspections were conducted on July 10, 1994.
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Results:

In the area of maintenance, a violation was identified after questioning by an
NRC inspector about the setting of the instrument setpoint, paragraph three.
The High Pressure Coolant Injection System minimum flow valve flow indicating
switch had not been calibrated for 37 months although the calibration
frequency was 18 months. Also, the calibration was not performed after
changing the setpoint. The licensee reviewed this problem for other setpoint
problems and identified others.

In the area of maintenance, additional examples of Violation 94-09-01 were
identified concerning failure to follow procedure, paragraph three. An,NRC
inspector identified that the work authorizations had not been signed for work
in progress on a fire pump. Additional concerns were noted with the post
maintenance test, control of safe shutdown compensatory measures control
sheets, and procedure problems. Also, an NRC inspector noticed an electrician
performing maintenance on the wrong control panel, paragraph three. The
craftsman thought he was working on the reactor protection system motor
generator control panel but the plant preferred control panel cabinet door was
open. This procedure had routinely been performed in the past. It was
fortuitous that an electrical transient did not occur. These additional
examples of Violation 94-09-01 are being addressed by the licensee as part of
corrective actions documented in their July 6, 1994 response, therefore, no
aditional response is required.

In the area of modifications, a noncited violation was identified for work
plan closure problems associated with Unit Three, paragraph seven. The
licensee identified the problem and took strong action to address the
technical and personnel issues involved.

In the area of engineering)technical support, additional weaknesses were found
in the equipment trending and failure program, paragraph seven. The program
is not viable due to lack of guidance about what to trend and how to perform
failure analysis. The licensee initiated a problem evaluation report to
address the issues.



REPORT DETAILS

Persons Contacted

Licensee Employees:

*R. Hachon, Site Vice President, Browns Ferry
*E. Preston, Plant Manager
*R. Moll, Plant Operations Hanager
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
T. Abney, Technical Support Manager
A. Sorrell, Chemistry and Radiological Controls Hanager
C. Crane, Business and Work Performance Manager

*P. Salas, Licensing Manager
*R. Wells, Compliance Manager
*J. Corey, Radiological Control Manager
J. Braze11, 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:

H. Lesser, Section Chief
*C. Patterson, Senior Resident Inspector
*L. Wert, Senior Resident Inspector
*J. Munday, Resident Inspector
*R. Husser, Resident Inspector
*G. Schnebli, Resident Inspector

*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 SI was reviewed during this reporting period:

O-SI-4.9.A. l.a(b), Diesel Generator 'B'onthly Operability Test.
On June 22, 1994, the inspector observed portions of the monthly
operability test of the 'B'mergency diesel generator. This
observation was made from the control room and the diesel generator
room. While observing the test locally in the DG room, the inspector
noted that the auxiliary operator assigned to monitor the operating
engine was particularly thorough in carrying out his assigned tasks.
Following completion of the test, the engine was returned to a standby
condition. No discrepancies were noted.

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

Haintenance Observation (62703)

Plant maintenance activities were observed and/or reviewed for selected
safety-related systems and components to ascertain that they were
conducted in accordance with requirements. The following items were
considered during these reviews: LCOs maintained, use of approved
procedures, functional testing and/or calibrations were performed prior
to returning components or systems to service, gC records maintained,
activities accomplished by qualified personnel, use of properly certi-
fied parts and materials, proper use of clearance procedures, and
implementation of radiological controls as required.

Work documents were reviewed to determine the status of outstanding jobs
and to assure that priority was assigned to safety-related equipment
maintenance which might affect plant safety. The inspectors observed
the following maintenance activities during this reporting period:

a 0 Hotor Driven Fire Pump A

At the beginning of this report period, the motor for fire pump A
was in the service shop for repair of a failed motor bearing oil
line. Following repair of the oil line and cleaning of the
windings, the motor was coupled back to the pump and the
operability surveillance performed as a PHT. The surveillance was
completed satisfactory, the pump was declared operable, and was
subsequently secured. Later that day the licensee determined that
the PHT performed was not adequate for the work that was performed
and the pump was restarted. The pump developed high vibration,
was secured and declared inoperable. Haintenance determined the
upper pump shaft had broken but could not determine the cause.
The motor was removed and rebalanced and the shaft was replaced.
Following this maintenance, the motor was operated coupled and
uncoupled to the pump with incr eased vibration being noted.
Maintenance again removed the motor for testing and removed the
pump for rebuild.
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At the end of the report period the licensee had still not
determined the cause of the increased vibration. The pump vendor
was brought onsite to offer assistance in the rebuild of the pump
and the rotor shaft was to be replaced on the motor.

The inspector witnessed much of the maintenance and test
activities and reviewed documentation associated with this
activity. The following weaknesses were identified:

FPR Section I-F, step 5.3. 1 states in part that controlling
Attachment Fs, fire protection equipment removal from
service form are verified by the STA/ASOS. The inspector,
noted several Attachment Fs without this verification and
discussed this with the licensee. The licensee stated that
only Attachment Fs for fire protection equipment that is in
the Safe Shutdown Program need STA/ASOS review and indicated
that the procedure needed clarification. In addition, not
all WOs controlling this activity were listed on the FPR,
Attachment F. The licensee previously addressed problems
associated with Attachment Fs in their response to IR 94-09
indicating that PER 940295 was initiated to review the
Attachment F process and determine if changes need to be
made.

The fire pump was declared operable without performing the
appropriate PHT because it was not recognized that
maintenance had been performed that could affect the
capacity of the pump. The operability surveillance, 0-SI-
4. 11.B. l.a, was performed as a PNT but only verified proper
discharge pressure, not flow rate. Flow rate is determined
using 0-SI-4. 11.B. l.f(2), Electric Fire Pump Capability
Test. While it is recognized that the capability test would
not have identified the problem that ultimately resulted in
a complete rebuild of the pump and extensive testing of the
motor, the lack of its identification indicates a weakness
in the area of reviewing maintenance activities for
appropriateness of PHTs. The inspector will continue to
review this item pending completion of maintenance, PNT, and
subsequent return to service of the pump.

WO 94-09441-04 was being worked without first obtaining the
appropriate reviews and authorizations. Specifically, the
WO did not contain signatures for the performance of a

prejob briefing and safety evaluation, references verified
to be the latest revision, impact evaluation performed, or
Operations authorization to begin work. This was identified
by the inspector on June 28, 1994 by reviewing the WO while
the work was being performed. The foreman for the job was
informed and he stated that he would obtain the appropriate



signatures. Licensee management was informed and PER 940292
was initiated. A similar occurrence was reported in IR 93-
02 and IR 94-09. Failure to obtain the required signatures
prior to commencing work is a violation of plant procedures
and is considered another example of VIO 260/94-09-01, which
the licensee has addressed in their response to IR 94-09.
Thus, no additional response is required.

The controlling procedure for rebuild of the pump, MCI-0-
026-PHP001, Motor Driven Fire Pump Disassembly, Inspection,
Rework and Reassembly, did not completely describe the
rebuild process. This fire pump is equipped with an anti-
rotation device which is not addressed in the procedure.
Discussion with Maintenance Manager indicated that the
procedure was intended to be used as a reference document
only and not as a procedure performed step-by-step.
However, he did indicate that the procedur'e would be revised
to more accurately describe the process.

RPS MG Set Maintenance

On July 5, 1994 the inspector observed electricians performing
preventive maintenance on the 28 RPS HG Set using EPI-0-099-
HGZ002, Six Honth Maintenance For The RPS MG Sets. The inspector
noted that the electricians were working in the control panel for
the Plant Preferred HG Set. When questioned if this was the
correct panel, the electricians stated that it was. The lead
electrician further stated that the work was on hold until his
foreman arrived because the panel did not contain an electrical
terminal identified in the procedure. When the foreman arrived,
he indicated that the electricians were in fact working in the
control panel which supplied 120 vac plant preferred system, and
therefore stopped the work. It was fortuitous that working in
this panel did not result in an inadvertent deenergization or
actuation of plant equipment. PER 94-0323 was initiated and
indicated that the error was the result of a procedural
inadequacy.

Prerequisite 4.3 requires that, "Electricians performing this
instruction have read it in its entirety and are thoroughly
familiar with its contents". Procedure step 7.2.2 identifies the
location of the appropriate panel by stating, in part, "At the HG

Set Control Panel (located on Battery Board 2) perform the
following..." The inspector noted that Battery Board 2 is located
in the center of the board room in front of the door while the
Plant Preferred control board is located behind Battery Board 2
and mounted on the wall. Both boards are adequately labelled.
The inspector reviewed the procedure and considered it adequate
for the intended maintenance.

Failure to perform maintenance on the RPS HG set as written is a

violation of plant procedures. This example had no safety



significance and was identified by the licensee and is considered
an additional example of Violation 94-09-01 therefore, no
additional response is required.

1B RHR Heat Exchanger Outlet Valve

The inspector reviewed the work documents associated with
inspections of the breaker, valve operator, and spring pack for
the 1B RHR heat exchanger outlet valve, FCV-23-46. WOs 93-16618-
00 and 93-16619-00 were the controlling documents for these
activities. While reviewing EPI-O-OOO-HOV001, Preventive
Haintenance For Limitorque Hotor Operated Valves, the inspector
noted that step 7.2.3.11 had been annotated as not applicable.
The procedure states that the step is not applicable for SHB-000
operators, however, the operator for this valve is a SHB-2. The
step required a verification of lock washers installed with the
torque switch mounting bolts. This was brought to the attention
of the licensee who agreed that the step had been omitted in error
and initiated PER 94-0350. Haintenance reviewed past work
documents and determined that the last performance of this
procedure had verified the washers to be in place. In addition,
the licensee opened the operator and visually verified the washers
to be in place. No further discrepancies were identified with
this activity.

Instrumentation Calibration Deficiencies

On Hay 10, 1994, the inspector observed the calibration of HPCI
flow indicating switch 2-FIS-073-0033 in accordance with WO 94-
01893-00 and procedure CCI-2-FIS-73-033. While observing the
maintenance activity, the inspector noted that the as-found
calibration data for the FIS was not within the required tolerance
band as specified in the calibration procedure. The technicians
had also noted this problem and had contacted the appropriate
personnel to ensure the data specified in the calibration
procedure was correct. The technicians were informed that the
data was correct and were given the approval to complete the
calibration. The calibration of the FIS was completed
satisfactorily.

Following completion of the work, the inspector contacted the HPCI
system engineer and informed him that the as-found set points on
the FIS were not close to those specified by the calibration
procedure. The inspector also requested that the system engineer
determine if the FIS had been replaced or recalibrated recently.
The following day, the engineer informed the inspector that the
FIS had been replaced in Harch, 1991 and calibrated to the
setpoints in existence during that time frame. The inspector was
further informed that the setpoints for the instrument were
changed in April, 1991 via a NESSD but never implemented into the
plant. Furthermore, the FIS had not been calibrated for
approximately 37 months even though the calibration periodicity



specified by the licensee's procedure 2-SIMI-73A is 18 months.
The setpoints as-found during this calibration effort were less
conservative than those specified in the NESSD. Although this
failure did not result in HPCI being inoperable, as it still would
have performed minimum flow protection, the minimum flow valve
would not have opened until flow dropped to 500 gpm in lieu of 900
gpm had the FIS been set to the specified value called for in the
NESSD.

Procedure SSP-6.8, Instrumentation Setpoint, Scaling, and
Calibration Program, establishes the requirements for the
licensee's program for the calibration of plant instrumentation.
This program requires instruments to be calibrated at a specified
interval using controlled calibration data. In this case, the
flow indicating switch was not calibrated at the required interval
nor was it calibrated to the setpoints specified in NESSD 2F-073-
0033-00-0. Previously, this matter had been classified as URI 94-
09-02, HPCI Instrumentation Calibration Deficiencies. Following
further evaluation, this matter has been determined to be a
violation of TS 6.8. I.a. and will be tracked as violation 50-
259,260,296/94-17-01, Instrumentation Calibration Deficiencies.

One violation was identified in the Maintenance Observation area.t 4. 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.





a. Unit Status

Unit 2 operated at power without any significant problems during
this period. At the end of the period the unit had been on-line
for 85 days.

b. Fuel Pool Liner Leakage

Efforts in identification of the unit 1 fuel pool liner leak,
discussed in IR 94-12, continued during this report period. The
licensee completed draining of the unit 1 spent fuel pool liner
and determined it contained a total of 360 gallons of water.
Subsequent draining indicated a leak rate of approximately .06
gpm. Actions remaining include the development of procedures to
drain this volume periodically, resolve questions concerning the
source of water leaking into the 519 foot elevation under the
torus, and to determine if identification and repair of the leak
is feasible. These issues are intended to be resolved prior to
closeout of PER 94-0174.

Leakage from the unit 2 and 3 fuel pool liner drains was
previously identified as minimal and attributed to condensation
rather than actual liner leakage.

The inspector will review the corrective actions of PER 94-0174 as
they are determined. Although the licensee wrote a PER to address
the problem, this was only after repeated questioning by the
inspector about the log readings taken. The readings were not
trended, it was not known when the leakage started, and it was not
clear how the amount of leakage was to be logged.

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

Unit 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
progress meetings, and management meetings; and periodic discussions
with both TVA and contractor personnel, skilled craftsmen, supervisors,
and managers.

a ~ Design Changes and Plant Modifications

The inspectors reviewed selected DCN packages associated with
plant modifications to support the Unit 3 recovery effort. The
DCN work packages were reviewed and work in progress was observed
to: ensure that the DCN packages were properly reviewed and
approved by the appropriate organizations in accordance with the
licensees administrative controls; verify the adequacy of the 10



CFR 50.59 evaluations performed and that the appropriate FSAR
revisions were planned or completed, if applicable; ensure that
the applicable plant operating procedures and design documents
were identified and revised to reflect the modification; verify
that the modifications were reviewed and incorporated into the
operations training program, as applicable; verify that the
modifications were installed in accordance with the work package
(for those that could be physically inspected); ensure that the
modification was consistent with applicable codes and standards,
regulatory requirements, and licensee commitments; and ensure that
post modification testing requirements were specified and that
adequate testing was accomplished. The following was reviewed:

DCN No. V-24979A, Replacement of RHR Pump Impeller With
Those of a New Design.

This modification replaces the impellers on the Unit 3 RHR

pumps with impellers manufactured with internal wear rings.
This design change was recommended by GE due to the
catastrophic failure of similar pumps at the Peach Bottom
facility. The RHR pumps are a single stage centrifugal,
Model 18X24X18 manufactured by SULZER BINGHAH PUMPS. The
failures at Peach Bottom were attributed to IGSCC, causing
gross failure of the impeller wear rings. These failures
were discussed in NRC IN 86-39, Failures Of RHR Pump Hotors
And Internals. The new impellers are fabricated from ASTH
A743 GR CA6NN material in lieu of ASTH A296 GR CA15 and
utilize an integral impeller/wear ring design. This design
is not susceptible to the type of wear ring failures
previously identified. Since the replacement impeller was
not a like-for-like replacement the licensee performed an
Engineering Equivalency Evaluation per BFEP PI 89-06, step
13.5, Design Change Control. The justification found the
replacement impeller acceptable for use based on step 13.5.d
which allows use if the item is part of equipment designed
by a vendor for the specific plant application and the
vendor certifies that the replacement is equivalent. The
vendor certifications and required vendor manual changes
were included in the DCN package reviewed by the inspectors.

Refueling Floor Jib Hoist Mechanical Stop (71707) (71750)

On July 1, 1994, work started on a project involving modification
of the Unit 3 control rod blades. The work is being performed by
GE personnel in accordance with GE Procedure GE-BN1-001: Take-2
Grapple Operations and TVA Procedure 0-GOI-100-3: Refueling
Operations. The rollers and pins on the top of the CRBs which
contain stellite are being replaced with pad assemblies. The
project is expected to significantly reduce radiation exposure.
The work involves removing CRBs (with the fuel support piece
attached) from the reactor vessel with the refueling bridge hoist
and moving them to the side of the reactor vessel cavity. Then a





small jib hoist is utilized to move the CRBs during the
modification process.

During a routine tour of the refueling floor on the afternoon of
July I, one of the inspectors noted that the jib hoist (also
referred to as the control rod modification hoist) did not have a
mechanical stop installed. Usually, mechanical stops are
installed on such equipment to provide positive controls to ensure
that core components will not be lifted to a height such that
insufficient water shielding is present above the component. An
underwater survey of a CRB (not installed in a grapple) had
indicated dose rates in excess of several thousand R/Hr on contact
with the upper portion.

Personnel on the refueling floor responded to the inspector's
questioning and stated that an electrical limit switch had been
installed on the hoist. The inspector noted that section 3.0 of
the procedures clearly required setting and testing of mechanical
stops on the refueling bridge hoists. The inspector concluded
that the jib hoist was not specifically addressed in the
procedure. The personnel on the refueling floor were not able to
explain to the inspector how the electrical limits had been set or
tested. It was not clear to the inspector at that time that the
electrical limits had been set properly and tested. The personnel
indicated that installation of a mechanical stop on the jib hoist
would be reviewed prior to removal of another CRB. The inspector
noted that an HP technician was appropriately monitoring the work.
Shortly thereafter, work was stopped for the holiday weekend. The
inspector also discussed the issue with the Radiological Controls
Manager.

Early on July 5, a mechanical stop was installed on the jib hoist
and work was resumed. Later that morning, the plant manager
secured work on the project because the stops on the jib hoist
were not addressed in the procedure. PER 94-327 was initiated to
document the issues. The procedure was revised and approved as
required and work was restarted on July 6.

Followup reviews by the inspectors indicated that the ALARA
preplanning and dose rate calculations performed in preparation
for the work had been detailed and thorough. Appropriate
monitoring and access restrictions had been implemented during
work. It was reported to the inspectors that during the
preplanning efforts, a GE representative had initiated efforts to
have an electrical stop installed on the jib hoist although it was
not specifically required by the procedure. The inspectors
confirmed that the electrical stop was found to have been set
correctly. Additional followup discussions were held with plant
management. Management acknowledged that the procedures did not
meet their expectations regarding the jib hoist. Maintenance
management also indicated that steps were taken to strengthen the
oversight of work projects being performed by contractors. The
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issue was also discussed with regional management responsible for
health physics inspections.

The inspector concluded that the electrical stops on the hoist
provided physical controls on the CRBs during manipulation by the
jib hoist. The active monitoring of the work by an HP technician
provided some additional measure of control. The inspectors noted
that some refueling floor personnel indicated a decreased interest
in the details involving the jib hoist because that portion of the
work was assigned to GE. The inspectors noted that the personnel
involved in the work and management were responsive to the
inspector's concerns. The issues were appropriately addressed.
The inspectors will continue to monitor the pin and roller
replacement activities closely.

Reportable Occurrences (92700)

The LER listed below was reviewed to determine if the information
provided met NRC requirements. The determinations included the verifi-
cation of compliance with TS and regulatory requirements, addressed the
adequacy of the event description, the corrective actions taken, the
existence of potential generic problems, compliance with reporting
requirements, and the relative safety significance of each event.
Additional in-plant reviews and discussions with plant personnel, as
appropriate, were conducted.

(CLOSED) LER 296/93-02, An Emergency Diesel Generator Auto-started as a
Result of Degraded Voltage Condition on 4kV Shutdown Board Caused by a

Blown Fuse.

On December 9, 1993, at 1840, EDG 3B automatically fast started and tied
on to 4kV Shutdown Board 3EB following a transfer of 4kV unit board 3A
to its normal power supply. The EDG autostart was the result of a

sensed degraded voltage condition on Shutdown Board 3EB. This degraded
voltage started 3B EDG, tripped all feeder and applicable load breakers
on Shutdown Board 3EB, and closed the EDG output breaker after the
diesel was up to rated speed and voltage. The licensee initiated II-B-
93-52 to determine the root cause of this event. The II determined that
the auto-start of the diesel was due to the failure of a primary
potential transformer fuse on the 3EB Shutdown Board bus. This failure
was attributed to random fuse fatigue as there were no abnormalities
identified in the failed fuse contacts or in the potential transformer's
windings and circuitry that could have contributed to this fuse failure.
The licensee examined the remaining three fuses in the circuit and found
no abnormalities. The failed fuse was replaced and as a precautionary
measure, the remaining three fuses in the affected circuit were also
replaced. This LER is closed.
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Action on Previous Inspection Findings (92701, 92702)

a ~ (OPEN) IFI 259,260,296/94-09-03 High Threshold for Performing
Failure Analysis

In IR 94-09 the inspector discussed analysis of the SLC system-
squib valve replacement and lack of a failure analysis. In IR 94-
12 additional concerns were discussed with the DG redundant start
test and RHRSW pump breaker failure. The inspector repeatedly
requested the licensee to demonstrate the viability of the
trending program used to determine if a failure analysis is
required to be performed. After discussion with management, the
licensee stated that this program would be reviewed by gA and then
presented to the NRC.

On July ll, 1994, the gA Manager briefed the inspector on the
program. The program contained numerous deficiencies and was
determined not to be viable. PER 94-0364 was initiated to address
these issues. Specifically, little input into the program
occurred because few items were properly classified. Second,
maintenance screened the failures to determine what technical
support should evaluate, but the preferred method was for
technical support to do the initial screening. Also, technical
support had no clear guidance on how to perform a failure
analysis. These deficiencies will continue to be tracked with
this IFI.

b. (CLOSED) IFI 296/89-56-02, Use of Closed Manual Valves in EECW

Line to Control Bay Chillers.

This issue was initially identified by the Maintenance Team
Inspection and required an amendment to the FSAR, which was
accomplished in Amendment 8. The item was subsequently closed in
IR 91-10 for Units 1 and 2, however due to an administrative error
the item was not closed for Unit 3. Based on IR 91-10 this issue
is also closed for Unit 3.

C. (CLOSED) IFI 259, 260, 296/93-08-03, Purpose of Locked Valve
Designation on Drawings.

This issue concerned a Configuration Control Drawing, 3-47E858-1,
revision 11, which designated valve 3-23-514 as "Locked Closed".
The procedure controlling the locked valve program, O-GOI-300-3,
General Valve Operations, did n'ot list this valve as locked.

The licensees corrective action included removing the locked valve
designation from the drawing and revising GOI-300-3 to state that
in cases where a discrepancy exists between a drawing and the
procedure, the procedure takes precedence and the drawing will be
corrected. In addition, BFEP Project Instruction 89-06, Design
Change Control, was revised to describe what changes are to be
considered administrative and to require a review by Operations
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for any changes to primary and critical drawings. Site Standard
Practice 9.3, Plant Hodifications and Design Change Control, was
revised to include plant labeling, setpoint changes, and system
realignments as modifications which will be made by a T-DCN, thus
requiring impact reviews by affected organizations.

Based on these corrective actions this item is closed.

(CLOSED) IFI 259,296/88-02-02, Large Backlog of TACFs.

This issue was initially opened to follow the licensee's actions
to reduce the large number of outstanding TACFs. In January 1988,
there were approximately 200 TACFs for Unit 2 and over 700 for all
three units. This IFI was closed for Unit 2 in IR 88-22 after the
licensee's corrective action program had reduced the number of
TACFs to 54 for Unit 2 and a total of 280 for all three units.
The inspectors reviewed the licensee's progress in reducing and
limiting the issuance of TACFs, which had been reduced to 99 for
all three units as of Hay 5; 1994 (Unit 1-47, Unit 2-3, Unit 3-42,
Common-7). The outstanding TACFs for Unit 3 will continue to
decrease as open DCNs are completed and the systems undergo the
SPOC process. Based on the controls established and the progress
observed in this area the inspectors consider this item closed.

(CLOSED) URI 259, 260, 296/94-07-02, Work Plan Closure Problems.

This issue was identified by the licensee on Harch 17, 1994, and
PER BFPER940072 was initiated. The problem involved the closure
of work plans without performing the required review of associated
drawings for impact of revisions which were issued subsequent to
the completion of work activities. The licensee initiated an in-
depth investigation and replaced the PER with SCAR BFSCA940001.
The licensee took the following immediate corrective actions:

1. The individuals responsible for work plan closure and first
party review in this issue were relieved of those duties.

2. A review of the site data bases was conducted to determine
the components that could be potentially affected by
revisions to associated drawings.

3. A review of all associated drawing revisions made between
Hay 1, 1993 and Harch 31, 1994, was initiated to identify
those that may have affected physical work in the field.

4. A IOOX review and reconciliation of all Safety Related work
plans closed between Hay 1, 1993, and April 4, 1994, which
also had a Work Completion Statement (SSP Form 83) was
initiated on April 10, 1994.

The licensee reviewed 1703 workplans to determine the impact of
this issue and 9 were identified as requiring an engineering
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evaluation for acceptability. The workplans with impact were as
follows:

2.

Three pipe support workplans were identified as having
impact due to a generic note change on drawing 0-47B435-4
R/000, adding a maximum edge distance from centerline of
anchor to edge of baseplate. These were identified on
workplans. An engineering evaluation by TVA determined that
the installed baseplates were acceptable as is.

Six conduit workplans were identified as having impact due
to generic note changes on drawing 41B4800-1. Note 1.3c
increased the minimum clearance between the outside surface
of the conduit sleeve and the concrete surface of the hole
from 1/8" to 1/2". An engineering evaluation also
determined that the installed conduit was acceptable.

The inspectors reviewed the licensee's corrective actions, both
technical and personnel, and found the actions to be both prompt
and adequate. URI 94-07-02 may be closed, however the failure to
follow procedure is identified as a violation of TS 6.8. 1. This
violation will not be subject to enforcement action because the
licensee's efforts in identifying and correcting the violation
meet the criteria specified in Section VII.B of the Enforcement
Policy. This violation is identified as NCV 259, 260, 296/94-17-
02, Failure to Follow Procedure for Workplan Closure.

(CLOSED) DEV 259, 260, 296/93-23-03, Issuance of Configuration
Control Drawings.

This deviation identified two examples related to the issuance of
CCDs. The first example concerned the failure to issue CCDs

following modifications and the second concerned the issuance of
CCDs without performing a system walkdown. The licensee responded
to the NOD in a letter to the NRC dated August 6, 1993, and stated
that the lessons learned during the restart of Unit 2 showed that
once the deviations from prior documentation were reconciled on
plant drawings, the as-constructed drawings were technically
equivalent to the CCDs even though the plant walkdowns may not
have been completed. The licensee considered this as a program
improvement since a more accurate drawing was available for use at
an earlier date than in the previous Unit 2 program. The licensee
also acknowledged that these program revisions made to the CCD

process were not in strict accordance with previous commitments to
the NRC. Therefore, the licensee submitted a letter to the NRC

dated September 30, 1993, describing their drawing upgrade program
intended for use during restart activities for Units 1 and 3. The
modifications to the CCD process were reviewed by the inspectors
and found to be acceptable. This issue is closed.
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g. (CLOSED) IFI 259, 260, 296/93-08-02, Purpose of Configuration
Control Drawings.

This issue is discussed in paragraph 7f of this report. Based on
closure of DEV 259, 260, 296/93-23-03, Issuance of Configuration
Control Drawings, this IFI is also closed.

h. (CLOSED) URI 260/94-09-02, HPCI Instrumentation Calibration
Deficiencies

This unresolved item is closed and the matter will be tracked as
Violation 259, 260, 296/94-17-01 opened in this report.

Exit Interview

The inspection scope and findings were summarized on July 15, 1994, with
those persons indicated in paragraph 1 above. The inspectors described
the areas inspected and discussed in detail the inspection findings
listed below. The licensee did not identify as proprietary any of the
material provided to or reviewed by the inspectors during this
inspection. The licensee voiced dissenting comments with the
inspector's characterization of work on the wrong control panel as a
violation (paragraph 3).

Item Number Descri tion and Reference

259, 260, 296/94-17-01

259, 260, 296/94-17-02
'I

VIO, Instrumentation Calibration
Deficiencies (paragraph 3d)

NCV, Failure to Follow Procedure for Work
Plan Closure (paragraph 7e)

Licensee management was informed that 1 LER, 4 IFIs, 1 DEV and 2 URIs
were closed.

Acronyms and Initialisms

ALARA
ASOS
ASTM
BFEP
CCD

CFR
CRB

DCN

DEV
DG

EDG

EECW

FPR
FSAR
GE

As Low As Reasonably Achievable
Assistant Shift Operations Supervisor
American Society for Testing of Materials
Browns Ferry Engineering Project
Configuration Control Drawing
Code of Federal Regulations
Control Rod Blade
Design Change Notice
Deviation
Diesel Generator
Emergency Diesel Generator
Emergency Equipment Cooling Water
Fire Protection Report
Final Safety Analysis Report
General Electric Company





GPM

HP
HPCI
IFI
IGSCC
II
IN
IR
KV
LER
M-G
NCV
NESSD
NOD

PER
PI
PHT

QA

QC

R/Hr
RHR

RHRSW

RPS
SI
SLC
SPOC

SSP
STA
TACF
TVA
URI
VAC
VIO
WO
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Gallons Per Minute
Health Physics
High Pressure Coolant Injection
Inspector Followup Item
Intergranular Stress Corrosion Cracking
Incident Investigation
Information Notice
Inspection Report
Kilovolt
Licensee Event Report
Motor Generator
Non-Cited Violation
Nuclear Engineering Setpoint and Scaling Document
Notice of Deviation
Problem Evaluation Report
Project Instruction
Post Haintenance Test
Quality Assurance
Quality Control
Rem per Hour
Residual Heat Removal System
Residual Heat Removal Service Water System
Reactor Protection System
Surveillance Instruction
Standby Liquid Control System
System Pre-Operability Checklist
Site Standard Practice
Shift Technical Advisor
Temporary Alteration Control Form
Tennessee Valley Authority
Unresolved Item
Volts - Alternating Current
Violation
Work Order


