
~yR REGy,(4
0

Op

0
C O

~»*++

UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION II
101 MARIETTASTREET, N.W., SUITE 2900

ATLANTA,GEORGIA 303234199

Report Nos.: 50-259/96-05, 50-260/96-05, and 50-296/96-05

Licensee: Tennessee Valley Authority
6A 38A Lookout Place
1101 Market Street
Chattanooga, TN 37402-2801

Docket Nos.: 50-259, 50-260,
and 50-296

License Nos.: DPR-33, DPR-52,
and DPR-68

Facility Name: Browns Ferry Units 1, 2, and 3

Inspection Conducted: April 28, 1996 — June 8, 1996

Inspector:

~

~~ eonar . ert, r., en>or esl ent nspector ate 1gne

J. Munday, Resident Inspector
R. Musser, Resident Inspector'. Morgan, Resident Inspector
K. O'Donohue, Resident Inspector Development Program Participant
S. Shaeffer, Project Engineer

Approved by:
ar . esser, rane se

Division of Reactor Projects
ate 1gne

SUMMARY

Scope:

Inspections were .conducted by the resident inspectors in the areas of
operations which included routine observations, Unit 3 scram on condensate
valve failure, and open items review; maintenance and surveillance which
included routine observations, online maintenance following forced outages,
review of overtime activities, hydrogen/oxygen analyzer problems, and open
items review; engineering which included Unit 2 reactor core isolation cooling
system trip, failure of condensate valve, and Unit 2 scram on digital
feedwater issue; plant support which included review of annual emergency
preparedness exercise, offsite,.dose assessment capability, and fire watch
training. Review of the Updated Final Safety Analysis was conducted during
the inspection. A status review of the Concerns Resolution program was also
conducted.
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Results:

Two apparent violations, one violation, one unresolved item and one inspector
followup item were identified:

0 erations:

Operator response during several scrams, including emergent equipment issues,
was good. (paragraphs 2.2 and 4.3).

Following a. Unit 3 scram, a plant cooldown was completed utilizing the High
Pressure Coolant Injection, and Reactor Core Isolation Cooling systems with
condensate isolated. This infrequent evolution was handled well with good
coordination of the various system operators. (paragraph 2.2)

During tours of the Unit 2 operating spaces on May 15, NRC inspectors observed
several housekeeping/inattention issues that warranted increased attention.
Examples included; Steam leakage from some HPCI valves and leakage from a room
cooler were not being well controlled and a continuous air monitor was tagged
as not source checking since December 1995. Subsequently, the inspectors
noted that these conditions were addressed and overall conditions were noted.
to be improved. (paragraph 2. 1)

NRC inspection of overtime controls on Operations personnel indicated that,
although overtime had been frequently used during the Unit 2 outage,
management review and controls were strong. Only one minor administrative
discrepancy was noted in the control of Operations overtime. (paragraph 3.3)

Maintenance:

A violation was identified involving control of overtime by Customer Group
personnel. Although significant management attention was directed at
controlling this group's overtime, instances were identified in which
personnel worked in excess of the procedure limits without an approved
exemption. A personnel error by workers involved in one of these examples
resulted in an inadvertent diesel generator actuation. Licensee review of the
incident had not highlighted the procedural violation. (Violation 260/96-05-
03, Customer Group Workers Exceeded Overtime Limits Without Approved
Exemption, paragraph 3.3)

The inspectors noted two instances in which identified safety significant
equipment problems were not ful:ly addressed during outages and work was

subsequently performed with the units online. One example involved HPCI being
removed from service several days after startup from a forced outage and three
weeks after a refueling outage. Although no regulatory requirements were
violated and overall availability of the involved equipment remained high, the
issues indicated that, planning and scheduling reviews during outages could be

improved (paragraph 3.2)

An inspector followup item was identified involving the containment
hydrogen/oxygen analyzer monitoring systems. The systems have been removed
from service on numerous occasions in recent months for maintenance
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activities. (IFI 260, 296/96-05-05, Hydrogen Oxygen Analyzer Problems,
paragraph 3.4)

En ineerin :

An apparent violation was identified involving Unit 2 Reactor Core Isolation
Cooling (RCIC) inoperability. Several problems occurred associated with the
design and post maintenance testing of a RCIC exhaust check valve
modification. The problems were identified after RCIC tripped when called
upon after a reactor scram. (EEI 260/96-05-01, RCIC Inoperability Following
Replacement of Turbine Exhaust Check Valve, paragraph 4. I)
A second apparent violation was identified during followup,of the above issue.
NRC inspectors identifi'ed that inservice testing program procedural
requirements had not been met after replacement of the HPCI and RCIC turbine
exhaust check valves. Testing of. the systems at full rated pressure, required
by the inservice testing program implementing procedure, was not performed
after .the check valves were replaced. (EEI 260/96-05-02, Failure to Comply
With Inservice Testing 'Procedure Requirements for HPCI and RCIC Exhaust Check
Valves, paragraph 4. 1)

There were several instances during this period in which Technical Support or
Engineering personnel performance problems resulted in plant systems being
challenged unnecessarily:

Failure of a condensate valve caused a Unit 3 scram. The valve failed
due to a pre-existing flaw in the shaft and repetitive oscillations.
Prior to this, workers identified that the shaft was cracked and an
engineering evaluation was requested. This information was not properly
dispositioned. A more thorough evaluation of the crack would most
likely have permitted the licensee to take actions to prevent the scram.
(paragraph 4.2)

Technical Support personnel authorized delay of a high steam pressure
test of RCIC by "punchlisting" the test to the next scheduled.
surveillance run based'n the testing being within the TS periodicity.
The full pressure test was scheduled as post maintenance testing of the
turbine exhaust check valve and may have identified the problem.
(paragraph 4. 1)

A Unit 2 scram occurred when the feedwater control system unexpectedly
re-initialized following revision of some computer software parameters.
Testing of a digital feedwater modification had. failed to identify the
problem. The engineers involved in the parameter changes did not ensure
that the control room operators were fully aware of their activities.
Available control processes were not utilized during the work.
Limitations in the licensee's design modification processes,
particularly. controls involving such software parameter changes,
apparently contributed to the engineers actions. (paragraph 4.3)
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There were several instances in which licensee's efforts to resolve
significant longstanding equipment issues were unsuccessful. In addition to
the ineffective repairs to the condensate valve discussed above, feedwater
heater isolations occurred following a Unit 2 scram. Extensive modifications
had been completed to eliminate this work-around on scrams, but the
modifications were unsuccessful. A temporary modification was subsequently
installed on both units to correct the problem. (paragraph 4.3)

In addition to the unresolved item addressed in Plant Support below, another
example of corrective actions not being fully effective was identified by NRC

inspectors. Some corrective actions required by a Problem Evaluation Report
to address controlled drawing deficiencies were not being completed.
(paragraph 2. 1)

Plant Su ort:

An unresolved item was identified associated with the onshift personnel
capabilities to perform emergency preparedness offsite dose assessments. This
issue had been identified at .another TVA facility several weeks ago. While
Browns Ferry had initiated some actions to address the issue, the licensee did
not ensure that personnel could perform assessments. Additional actions were
required after NRC inspection of the issue. Additional review of the
regulatory requirements for dose assessment capability is needed, but the
licensee's initial corrective actions were weak. (Unresolved Item 260,296/96-
05-04, Onsite Dose Assessment Capability, paragraph 5. 1.3)

Strong performance was noted during the annual emergency preparedness drill.
Personnel performed well. in the Technical Support Center and the scenario was
realistic and challenging. (paragraph 5.1.2)

The number three cooling tower was destroyed by fire on Hay 23, 1996. An
investigation concluded that the cause was undetermined and most probably
accidental. The incident was promptly reported to the resident inspectors and
the NRC Operations Center. The licensee's reviews of the fire response,
including support by two offsite departments, indicated that coordination and
communication- went very well'.

A routine NRC review of the status of the Browns Ferry and the Stone and
Webster Concerns Resolution Programs noted that the 'backlogs of issues
remained small. Resolution of identified issues is continuing to be performed
in a timely manner. (Paragraph 7.0).
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REPORT DETAILS

Acronyms used in this report are defined in paragraph 8.

1.0 PERSONS CONTACTED

L'icensee Employees:

~Abney, T., Hanager, Independent Review and .Assessment
Brazell, J., Site Security Manager
Burrell, D., Site Engineering
.Coleman, R., Manager, Radiological Controls

*Corey, J., Chemistry and Radiological Controls Manager
Cornelius, T., 'Manager, Emergency Preparedness
Crane, C., Assistant 'Plant Manager

*Greenman,. R., Training Manager
+Jones, R., Operations Manager
Johnson, J., Site equality Manager
Little, G., Operations Superintendent

*Hachon, R , Site Vice 'President, Browns Ferry
*Pierce, G., Technical Support Manager
*Preston, E., Plant Manager
*Sabados, J., Chemistry Manager
*Salas,, P., Licensing, Manager
*Schlessel, J., Maintenance Superintendent
*Shriver, T., Nuclear .Assurance and L'icensing Manager
Waldrep, G., Superintendent, Operations Support
White, D., 'Hanager, Reactor Safety Engineering and 'Review

*Wh'ite, J ,. Manager, Outages
White,= R., Fire Protection Manager

*Williams, H., Engineering and Materials Manager

NRC Management:

*Lesser, H., Branch:Chief, Division of- Reactor Projects, Region II
*Attended June 7, 1996 exit Interview

Other l,icensee employees contacted included office, operations, engineering,
maintenance, and chemistry/radiation personnel:.

2.0 PLANT OPERATIONS (71707., 92901, 40500)

2.1 OPERATIONS STATUS AND OVERALL 'OBSERVATIONS

On. April 28, Unit 2 was increasing power to full rated after a refueling
outage. The unit operated at full rated power from Hay 2 to Hay 9,
1996. 'On May 10, 1996, Unit 2 scrammed on low reactor water level
during feedwater control .system work. Paragraph 4.3 describes
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additional review of -this scram. Unit 2 returned to power Hay 15, 1996,
and operated at full rated power for the remainder of the report period;

Unit 3 operated at full rated power from .April 28 to Hay 1, 1996. On

Hay 1, 1996 Unit 3 scrammed on low reactor, water level after a
condensate valve failed. Paragraph 2.2. 1 describes additional review of
this scram. Unit 3 returned to power Hay 4, 1996. The unit operated at
power from Hay 4, 1996 to the end of this report period.

Operations were routinely inspected throughout the report period in
accordance with the guidance in Inspection Hodule 71707. In addition to
weekday monitoring, some inspections were conducted on night shifts and
on weekends.

During tours of the Unit 2 operating spaces on Hay 15, NRC inspectors
observed several housekeeping/inattention issues that warranted
increased attention. Examples included; Steam leakage from some HPCI
valves and leakage from a room cooler were not being well controlled,
several areas in which materials were not promptly removed after work,
and a continuous air monitor was tagged as not source checked since
December, 1995. Such conditions are not typically noted by the
inspectors and on subsequent tours, the inspectors noted that these
conditions were addressed and overall conditions were improved.

On June 5, 1996 a walkdown was conducted on the Standby Liquid Control
System. The inspector reviewed associated system documents and
procedures. During review of system documentation, the inspector
verified that the corrective actions listed in incident investigation
report II-B-90-134 had been completed. The recommended caution and
procedure steps, were present in the- current revision of 3-0I-63, Standby .

Liquid Control System.

During the walkdown, the system configuration was verified as consistent
with the system's valve lineup checklist, 3-0I-63 Attachment 1, (dated
Hay 2, 1994). Lineup checklist valve positions agreed with Browns
Ferry's Locked Valve Checklist 3-GOI-300-3, Attachment 1, (dated Hay 15,
1996). However, the. inspector noted three discrepancies between the
valve positions listed on the checklist and configuration control
drawing 3-47E854-1 (revision 7). The drawing depicted several valves as
being locked in position which were not locked.

Licensee operations personnel were questioned about the discrepancies
between the valve checklist and the drawing. The inspector was informed
that the problem with locked valve designation on drawings had been
recognized (PER 95-1817) and that engineering has an ongoing effort to
correct these issues as configuration control drawings are updated.
This drawing was to have been updated as part of that effort. ,PER 95-
1817 addressed the .issue and was closed on Harch 12, 1996 as complete
based on Brown's Ferry administrative procedures calling for valve
designation corrections as part of each design change notice. The
inspectors noted that revision 7 of drawing 3-47E854-1 had been approved
on April 3,. 1996 and the locked'alve designations had not been
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2.2

corrected. PER 96-0729 was initiated on June 7, 1996 to address this
apparent omission in implementation of corrective actions. All actual
SLC valves were verified to be in the alignment described in the
Operating Instruction checklist. The licensee determined that the
valves are not required to be locked and that the designation is not
used for configuration control.

UNIT 3 LOW REACTOR WATER LEVEL SCRAH DUE TO CONDENSATE SYSTEH VALVE
FAILURE

2.2. 1 SE(UENCE OF EVENTS AND OVERALL REVIEW

On Hay I, 1996, at approximately ll:10 a.m. CST, Unit 3 automatically
scrammed from 100 percent power when the reactor feed pumps tripped
resulting in a low reactor water level. The reactor feedwater pumps
tripped due to a low suction pressure condition caused by the failure of
condensate system valve 3-FCV-2-190. This valve is a butterfly valve in
the condensate system which provides bypass flow to the steam jet air
ejector condensers, offgas condenser, and steam-packing exhauster from
the condensate pump discharge header. The air operated valve failed to
the closed position, resulting in the low condensate booster pump
suction pressure which initiated the event. Specific details involving
3-FCV-2-190 are discussed in paragr aph 4.2.

The inspectors performed an initial review of the plant response,
observed portions of the licensee's repair and investigation activities,
reviewed the circumstances associated with the valve failure, and
attended the restart Plant Operations Review Committee meeting.

All control rods fully inserted;, although three rod position indicator
lights did not indicate the full-in position. Operators verified via
digital position indication that the three rods were fully inserted.
The HPCI and RCIC systems automatically started on low reactor water
level as expected. Hinimum reactor water level observed during the
transient was -48.75 inches. Reactor water level was restored in a
short period of time and subsequently maintained with the RCIC system.
All .three low pressure feedwater heater strings and two of the three
high pressure strings isolated. Some of the isolation valves did not
re-open initially on demand. Other isolation functions actuated as
expected, and a review of rod scram data indicated, that scram times were
all within limits. RWCU was returned to service (isolated on the level
decrease); however, the 3A recirculation pump initially could not be
restarted due to a lock out .condition on the field breaker. The 3B
recirculation pump was subsequently started successfully.

Operator response to the event was considered good. On the initial
indications of the low condensate booster pump suction pressure,
operators immediately reduced recirculation flow in order to reduce
reactor power to approximately 50%; however, the feedwater pumps/booster
pumps still tripped on low suction pressure. Operators were preparing
to initiate a manual scram when the automatic scram occurred. The HPCI
gland seal condenser exhauster failed to automatically start and was
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manually started. Following the scram, operators reset various
isolations and initiations per the reactor scram procedure 3-AOI-100-1
and stabilized the plant in hot shutdown.

The resident inspector was in the reactor building at the time of the
event and responded to the control room. The inspector verified that
the unit was stable, reviewed control room indications, and discussed
the transient with operations personnel. One of the inspectors also
observed initial discussions of the incident investigation team. The
inspector considered that the team was promptly assembled and
immediately took actions to control planned inspection/repair activities
such that information which could be relative to the event's root cause
determination was not destroyed. In addition, the inspector noted that
the investigation team: leader stressed to the team members that any
information obtained from the Unit 3 event should be immediately
considered for applicability/impact to the operational unit.

During the forced outage, the licensee entered the drywell and inspected
for the source of increased drywell floor drain leakage noted recently.
Valves 74-68 and 74-54, the RHR testable check valves, were identified
as leakage sources and efforts to reduce the leakage were initiated.
On the 74-68 valve, a 24 hour LCO was entered during replacement of the
pressure seal. Working conditions and other factors slowed the efforts
and at about 9:00 p.m. on Hay '2 the plant manager directed that the Unit
be placed into cold shutdown.

Due to ongoing maintenance on the condensate valve 3-FCV-2-190, the
condensate system was removed from service. One of the inspectors
observed the initiation: of the plant cooldown with HPCI and RCIC. HPCI

was used as pressure control and RCIC as level control. CRD injection
and RWCU letdown to the condensate storage system were in service. The

inspector noted that the licensee did not have a general guidance
procedure for this type of cooldown. The operators utilized the
applicable Operating Instructions to operate the equipment. The
inspector observed that the operators were appropriately cautious and
carefully coordinated their actions. Cooldown rate', suppression pool
level, and suppression pool temperature were well monitored and
controlled. At low steam pressure, a safety relief valve was operated
to cooldown the plant to conditions for RHR shutdown cooling. Cold
shutdown- conditions were reached within the TS allowed time period.

2.2.2 CONCLUSIONS

The inspectors concluded that Operations performance was good. An

Operations supervisor had requested that the cracked valve shaft be
reviewed. The operator response to the transient was good. A manual
scram had just been directed when the automatic scram actuated.
Operators manually started the HPCI gland seal exhaust pump when it did
not automatically start. The feedwater heater isolations were handled
well. The operators initia'ted work requests for corrective actions on

equipment issues. The operators exhibited good coordination during the
HPCI/RCIC cool down.
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2.3

One of the inspectors attended the briefing of the Plant Operations
Review Committee by the investigation team. The inspector noted that
the team addressed the various equipment issues more thoroughly than
some previous scram review teams. The PORC members vigorously
questioned the temporary modification being proposed on 3-FCV-2-190
including compliance with the FSAR. A safety evaluation was added to
the modification package prior to approval.

The performance of other work groups was not as strong. Valve 3-FCV-2-
190 has been a longstanding problem which had not been effectively
resolved despite much maintenance effort. Deficiencies associated with
the review of the reported valve shaft cracks are discussed in paragraph
4.2.

OPEN ITEMS REVIEW

2.3.1 (CLOSED) LER 296/94-01, UNEXPECTED AUTO-START OF UNIT 3 DIESEL
GENERATORS DURING THE PERFORMANCE OF A SI DUE TO PERSONNEL ERROR

Inspection review of this event was discussed, in IR 94-27. A review
determined that the incident was of minimal safety significance.. This
LER was a minor issue and is closed.

2.3.2 (CL'OSED) LER 296/95-03, DIESEL GENERATOR AUTO START DUE TO PERSONNEL

ERROR DURING PERFORMANCE OF COMMON ACCIDENT SIGNAL LOGIC SURVEILLANCE
~ ~

~ ~

~

~

~

~

~

A review of this event was performed by the inspectors and determined to
be of minimal safety significance. This LER was a minor issue and is
closed.

3;0

3.1

MAINTENANCE (62703 ~ 92902 ~ 40500 ~ 61726 ~ 92901 )

HAINTENANCE AND SURVEILLANCE ROUTINE OBSERVATIONS

Maintenance activities and surveillance tests were observed and/or
reviewed during the reporting period in accordance with the guidance in
Inspection Modules 62703 and 61726.

The following maintenance activity was reviewed and witnessed during
routine inspections:

WO 96-00486-00 Troubleshooting Grounds in the Unit 3 HSIV RPS

Circuitry

On June 4, 1996, the inspector observed portions of the troubleshooting
activities associated with the RPS circuitry related to the HSIV ten
percent closure function. This circuitry experienced a number of
cleared fuses during the previous 3-4 months which were attributed to
grounds on the val,ve,'s limit switches. The licensee developed a

temporary modification (83-96-01-99) to install isolation transformers
which would isolate the grounds while permitting the circuitry to
function as designed. At the end of the inspection report period, the
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3.2

licensee had installed i'solation transformers in four of the eight legs
of the circuitry. All grounds appear to have been isolated. During the
troubleshooting on June 4, the licensee determined that Limit Switch 84
(LS-4) on HSIV 3-1-FCV-26 '(B inboard valve) was open in lieu of the
required closed position with the valve in the open position. The
licensee plans to repair the limit switch and further investigate the
cause, of the grounds during a future plant shutdown. Paragraph 3.1 of
IR 96-04, WO 96-002853-00, stated that a limit switch associated with
the "D" outboard HSIV was replaced following the clearing of a fuse on
March 27. The fuse which cleared on March 27 was a part of the DC

circuitry related to the HSIV position indication and not a part of the
RPS circuitry. This condition was attributed to ground condition on a
DC limit switch and had been isolated with a DC isolation converter.
The licensee plans to investigate and repair this condition during a
future plant shutdown. Additional description of NRC review of this
issue is provided in paragraph 3.2.

ONLINE MAINTENANCE ON SAFETY SIGNIFICANT E(UIPMENT FOLLOWING FORCED
OUTAGES

During this inspection period, the inspectors noted two examples in
which it appeared that the licensee did not utilize available shutdown
time to perform maintenance activities involving significant equipment.
One involved the Unit 2 HPCI system and the other was associated with
the Unit 3 HSIV limit switches. The inspector referenced NRC Manual
.Chapter 9900, Inspection Procedure 62703, and SSP-7.1, Work Control, for
guidance and expectations regarding online maintenance activities.

Failures in the circuitry of the Unit 3 HSIV position limit switches
have been occurring since January 1996. The exact problem has not yet
been identified but it appears to be associated with the installation of
cabling at the switches. The switches are located in the steam tunnel
and the drywell. Two switches on each valve provide input to RPS

circuit such that a reactor scram will be initiated if the HSIVs are not
fully open. Grounds have occurred which result in fuses clearing in the
circuits. This causes a de-energization of the relays and fail-safe
input to RPS. Since a number of the switches have failed, the RPS logic
has been partially actuated. In some conditions, even though a half
scram is not present, actuation of the switches on one HSIV could result
in a, scram. The Unit 3 operators have been aware of the issue and
caution tags have been installed on the valve switches. The inspectors
have periodically verified that TS requirements are met. Isolation
transformers have been installed on some of the circuits to correct .the
ground problem. Unit 3 was in cold shutdown (forced outage) for several
days in early 'May and thorough investigation into the cause of the
problems and/or repairs were not completed at that time.

On Hay 16, 1996 at 8:56 p.m., the Unit 2 HPCI system was removed from
service as a planned evolution to perform seven preventive and eight
corrective maintenance activities. The inspector noted that the unit
had been restarted from a refueling outage on April 22 and had just
recovered from a- forced outage on Hay 14. Several of the corrective
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activities had been identified in 1995 or 1994. The inspector verified
that the plant systems referenced;on the maintenance risk chart 'for
Unit 2 HPCI inoperability were operable. Reviews of the operating logs
indicated that with the exception of a weekly required average power
range monitor test, no other activities were conducted which had
significant potential to initiate a scram. Additionally, the inspector
noted that the planned work was completed. in a timely fashion and the
unavailability time was limited to about 21 hours. HPCI.was inoperable
for a total of about 60 hours. The year to date Unit 2 HPCI'otal
unavailability factor remained just below the licensee's goal of 0.016 .

when this unavailability period was incorporated. The inspector noted
that the corrective maintenance efforts did not correct the 73-16 valve
packing or seat leakage problems.

The inspector concluded that although these activities did not violate
regulatory requirements, these were not examples of prudent maintenance
planning. Licensee management is evaluating maintenance planning and
scheduling for ways to improve review of identified maintenance tasks on
safety significant equipment during outages.

3.3 REVIEW OF BFN OPERATIONS AND TVA CUSTOMER. GROUP OVERTIME ACTIVITIES

During the reporting period, the inspectors reviewed general overtime
activities, employee time sheets, work schedules for the recent Unit 2

outage, and BFN's overtime restriction procedure. SSP-1.7, Revision 3,
Step, 3.8.2, states that an employee may work no more than 16 hours in
any 24-hour .period, 24 hours in any 48-hour period or 72 hours in any,
7-day period, excluding shift turnover time without approved exemptions.
On June 3, 1996 a meeting was held between work group representatives
and the resident inspectors and, additional details of the licensee's
overtime controls were discussed.

Based on information provided, documents reviewed, and interviews
performed, the inspectors determined the following:

Prior to an inadvertent diesel generator actuation during a
maintenance activity, a Customer Group test performer had worked
over 30 hours in the previous 46 hour period without an approved
exemption. This was noted in PER 960326 which addressed the diesel
generator start. The inspectors verified the hours worked by
review of time sheets. The PER had also stated that fatigue may
have been a factor. The PER and the LER on this incident did not
note the procedural violation.

The inspector identified'ive instances in which a limit was
exceeded without an approved exemption. Although a Customer Group
exemption report had been issued for some of the outage the
specific limit of not greater than 16 hours in 24 hours had not
been exempted.
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Customer Group workers a1so exceeded the "24 hours in 48 hours"
and the "72 hours in a 7-day period" limits on 2 occasions.
outside of the exemption period and without benefit of another
authorized exemption.

Considering the quantity of overtime utilized during the refueling
outage and the numerous documents reviewed, the inspector concluded that
BFN's overall control and supervision of overtime was acceptable and in
general, the use of overtime limitation exemptions was adequate.
However, BFN Unit 2 TS 6.8. 1.1 requires that procedures will be
implemented which limit overtime worked by individuals performing
safety-related functions. TVA's allowance of Customer Group personnel
to work beyond the limits imposed by SSP-1.7 is a, violation of TS
6.8. 1. 1.(b) and 'BFN's overtime restriction procedure. In one case, a
worker without an approved exemption was involved in an inadvertent
diesel generator actuation. This issue is identified as VIO 260/96-05-
03, Customer Group Workers Exceeded Overtime Limits Wi,thout Approved
Exemption.

3.4 HYDROGEN/OXYGEN ANALYZER PROBLEHS

During the inspection period, one of the inspectors reviewed recent
Unit 2 and 3 H202 Analyzer problems. The resident staff noted the
number of repairs and the amount of time, since January, that the
analyzers have been out-of.-service (OOS). Repair numbers appeared to be
trending upward and licensee actions in addressing the root cause was
not readily apparent. After review the inspector noted the following:

Since February, 1996,:Unit 2 analyzers .have been out of service
for various repair/ troubleshooting activities on approximately 13
occasions; Unit 3 analyzers on approximately 14 di,fferent
occasions. Activities involved repetitive instrument
calibrations, flushing of analyzer coolers and numerous component
replacements. Due to the analyzer manufacturer's reduced
involvement in the nuclear area, parts obsolescence is common and
downtime was usually lengthy. Use of the Unit 1 analyzers parts
is also common. The inspector also noted 1 example of Unit 2

parts being used for Unit 3.

Since February, 1996, Unit 2 analyzers have been out of service
for preventive maintenance (PHs) 4 times. PHs involve
inspection/cleaning of the filters and panels, routine testing,
calibration and adjustment of unit instrumentation and adjustment
of sample flows through the analyzer assemblies. Inspectors noted
that all PH activities are not performed during a single planned
analyzer shutdown period.

Currently, Unit 2 H202 analyzers have 8 open repair issues; 1

involving PHs and 7 involving investigation and repair. Unit
three analyzers, have 1 involving PHs, and 3 involving
investigation/repair.
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3.5

Based on the above, the inspection staff concluded that the current
maintenance inoperability involving Unit 2 and Unit 3 H202 analyzers is
excessive. Proposed licensee actions to address the high number of
maintenance items will require further review. This item is addressed
as IFI 260,296/96-05-05, Hydrogen/Oxygen Analyzer Problems.

OPEN ITEMS REVIEW (UNITS 2 AND 3)

3.5.1 (CLOSED) IFI 260,296/96-03-03, INSTRUMENT MECHANICS INATTENTION TO
DETAIL ISSUES

~ „

In February 1996 inspectors expressed concerns to licensee management
that there appeared to be a large number of PERs which involved
inattention to detail problems by IH personnel. Inspectors fprther
noted that although no notable adverse affects or challenges had been
presented by these problems, continuance of IH inattention to detail
presented potentials for safety significant incidents. Changes in
specific work practices by IM craft and management personnel 'have
significantly reduced the number of inattention to detail problems and
corrective actions appear to h'ave been effective. For example,
approximately 9 such issues were previously presented from, August 1995
to February 1996; whereas, only 1 similar issue has presented .itself
since March, 1996. Considering these corrective actions and the result
of such actions, the inspector recognized that such efforts have
adequately addressed previous concerns. Therefore, IFI 96-03-03, is
closed.

ENGINEERING/ONSITE ENGINEERING (37550, 37551, 92903, 40500)

UNIT 2 RCIC SYSTEM. TRIP FOLLOWING INITIATION

On May 10, 1996, the RCIC system initiated following a reactor trip and
subsequent low reactor water level condition. However, the system only
operated momentarily before it tripped on high turbine exhaust pressure.
Because the system, was not needed to recover water level it was left in
the tripped condition pending investigation. Subsequent review of SPDS
data indicated that the exhaust pressure had in fact exceeded the trip
setpoint of 25 psig by approximately 6 psig.

During plant cooldown, RCIC. was subsequently restarted to collect data
and operated satisfactorily, however the reactor was not at rated
pressure. In addition, the licensee verified the turbine trip
instrumentation. was properly calibrated and operating satisfacto}ily.
Based on this information, the, licensee concluded that the system flow
controller and the pressure switches were not responsible for the system
tripping and therefore focused investigation on the turbine exhaust
check valve which had been replaced during the last refueling outage.

The RCIC turbine exhaust check valve, 2-CKV-71-580, is a containment
isolation valve and was replaced with one of a different design in
accordance with DCN T37407A. The old valve was a swing check valve and
required a great deal of maintenance due to seat leakage issues. The
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replacement valve is a globe style lift check valve with the same flow
characteristic (Cv value) as that of the old valve. The licensee
compared the turbine exhaust pressure experienced after the replacement
valve was installed with the pressure before the valve was installed and
noted a general increase of approximately five psig. After reviewing
RCIC system operating data for both Units 2 and 3, the 1'icensee
concluded that the increased peak pressure needed to open the
replacement valve during the RCIC startup resulted in an overall higher
turbine exhaust peak pressure which exceeded the turbine trip setpoint.

The resident inspectors questioned why the PHT did not identify this
problem earlier and were informed that some of the PHT (RCIC run at
rated reactor pressure) was not performed. The system was tested on
auxiliary steam at a lower .pressure, 200 - 240 psig. The licensee
deferred the test at rated reactor pressure because it was still withinits TS required surveillance periodicity of once per three months. In
addition, it was felt that the lower pressure test was sufficient to
verify operability following compl'etion of the modification. After
additional review, the inspectors determined that technical support
personnel had authorized the deferral of the full pressure test.
The inspectors noted that the conditions under which the RCIC trip
occurred are not precisely duplicated by the SI testing. During
surveillance testing, flow is established immediately upon initiation of
the system. However, during an auto initiation, flow is established
only after the injection valve opens and the pump discharge pressure
exceeds reactor pressure. 'Because turbine speed is controlled by
discharge flow, automatic adjustments to speed are made sooner during
the surveillance than during the auto initiation. This results in a
slightly lower peak exhaust pressure during the surveillance. While it
is not certain that the full rated test would have conclusively
identified the problem, the decision to delay the testing
inappropriately removed an opportunity for'earlier detection.

The licensee subsequently raised the RCIC turbine trip setpoint (on both
Unit 2 and 3) to 50 psig based on information contained in NEDE-22017.
This 1981 BWR Owners Group report documented a General Electric study
which justified raising the turbine trip setpoint to increase the RCIC
availability during. LOCA conditions, when primary containment pressures
would be elevated. The report stated that it was applicable only to the
plants that participated in the development of the information. Browns
Ferry was not listed as. an applicable plant. Apparently, the licensee
decided at that time to not raise the setpoint because there had not
been any problems associated with RCIC exhaust pressure.

The inspectors reviewed the DCN instituting the increase in the trip
setpoint as well as NEDE-22017. In addition the applicable sections of
the FSAR, the system vendor manuals, and system design information
concerning piping pressure classification were reviewed. The inspectors
concluded, based on this review, that raising the turbine exhaust
pressure trip setpoint was acceptable.
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Additionally, the inspectors reviewed the original DCN which install'ed
the replacement valve, calculations supporting that DCN, and the work
plans which implemented the DCN, noting that the original work plan
required the rated pressure test of the system as a PMT. The inspectors
noted that although the safety assessment for the DCN stated that the
replacement valve would not affect normal system operation (based on the
calculations contained in the design package),,the DCN did not consider
the force needed to initially lift the valve disc from its seat. The
calculations which supported the DCN assumed the valve was already open.
The inspectors also reviewed SSP-8.6, American Society of Mechanical
Engineers Section XI Inservice Testing Of Pumps And Valves, and noted
that the full pressure test was listed as a requirement following
modification or maintenance of the valve.

The resident inspectors review identified several concerns related to
this issue and noted several significant deficiencies:

Failure of Design Engineering to recognize that the lifting force
required to initially open the valve was an unverified assumption
and required testing to validate. The PMT was inadequate.

50.59 safety assessment for the modification incorrectly concluded
that the valve,'s functioning would not affect the normal operation
of the RCIC system. This conclusion was based on the information
in the design package.

Authorization by Technical .Support to delay the performance of the
rated pressure test. They "punchlisted" the testing to the next
scheduled surveillance run,based on RCIC full pressure testing
being within the TS periodicity. The test may have identified the
problem.

Failure to ensure that the IST program procedurally required rated
pressure testing was performed following replacement of the valve.
The inspectors determined that a similar error was made associated
with the HPCI exhaust check valve which was also replaced.

Failure to recognize that RCIC exhaust, pressure trip was set at
such a low value that the availab'ility of RCIC would be reduced
under certain plant conditions. A 1981 BWR Owner's Group document
(NEDE-22017) had recommended,to several other BWR facilities that
the RCIC exhaust pressure setpoint be increased to enhance RCIC
availability following a small break loss of coolant accident.

Technical Specification 3.5.F.l, requires, in part, that the RCIC system
be operable whenever there is irradiated fuel in the reactor vessel and
the reactor vessel pressure is above 150 psig. If the RCIC system is
inoperable, the reactor may remain in operation for a period not to
exceed 7 days if the HPCI system is operable during such time. Design
and testing deficiencies associated with the replacement of valve 2-CKV-
71-580 resulted in the licensee not identifying that the RCIC system was
inoperable and incapable of performing its intended function until
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May 10. This condition had existed since April 23, which exceeded the -

'evenday limiting condition of operation. The inspectors verified that
HPCI had not been removed from service during that period. This item is
identified as EEI 260/96-05-01, RCIC System Inoperability Following
Replacement Of The Turbine Exhaust Check Valve.

The failure to complete inservice testing program procedural
requirements is addressed as another apparent violation. This item is
identified as EEI 260/96-05-02, Failure to Comply With Inservice Testing
Procedure Requirements for HPCI and RCIC Exhaust Check Valves.

4.2 FAILURE OF 3-FCV-2-190 AND ASSOCIATED MAINTENANCE ACTIVITIES

4..2.1 WORK HISTORY REVIEW

The inspectors reviewed the work history associated with 3-FCV-2-190.
This valve. has been a longstanding problem and corrective efforts have
unsuccessful. The issue was carried on the "operator work around list."
Prior to the event, the licensee had been experiencing intermittent
control problems with these valves on both Units 2 and 3. Oscillations
in the position of the valves have caused condensate flow transients. A
number of maintenance evolutions had been completed in attempting to
correct the problems on the Unit 3 valve as summarily described below:

DATE ISSUE

2/10/96

2/13/96

2/13/96

2/14/96

With 3-FCV-2-190 full open, valve would not respond to'uto or manual air signals to close. Maintenance
installed a mechanical restraining device to secure
valve full open for troubleshooting. Maintenance also
began fabricating a positioning device to allow manual
positioning of valve.

Safety Assessment for WO 96-003068-001 completed which
addressed placement of restraining and local
.positioning devices on 3-FCV-2-190 for purposes of
establishing positive control of valve position to
prevent condensate system oscillations and allow for
manual throttling of the valve.

With restraining and positioning devices in place and
3-FCV-2-1'90 full open, the valve actuator was removed
and inspected. No apparent problems identified.

Actuator for 3-FCV-2-190 was examined. Workers
identified hardened grease in "B" relay air porting
mechanism and'uspected that it would prevent air from
pressurizing top of actuator. Maintenance personnel
corrected the problem and reinstalled actuator with
restraining device in place, stroked actuator, and
reattached to valve linkage. With the restraining
device removed, attempted to partially stroke, valve
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2/16/96

2/29/96

3/1/96

3/5/96

slammed closed then returned to approximately 75%
open. Hanagement direction was given to remove
actuator and reinstall positioning device.

Initiated WR C322785 on 3-FCV-2-190 binding. Actuator
tested in shop and no problems identified.

Operations manually closed 3-FCV-2-190 due to U3
scram.

It was postulated that the valve linkage was set too
high with actuator forcing the lever up against the
bracket resulting in a horizontal force binding the
actuator.

With actuator reinstalled and linkage adjusted, valve
operation was erratic resulting in pressure swings. At .
Operations request, restraining and positioning
devices were installed.

3/11/96

3/12/96

3/13/96

4/24/96

Valve vendor representative onsite. Vendor determined
that positioner relays were only porting 15 psig to
cylinder at mid-stroke, instead of 75 psig and that
the zero spring was:unattached.

Workers identified actuator bracket crack. Initiated
WR C282367 on bracket crack and replacement of linkage
parts, and adjustments.

Initiated WR C282368 to replace missing lock spring
and screw for zero adjust spring in the positioner.

After some maintenance activities were comp3eted
including installation of a new actuator bracket, 3-
FCV-2-190 caused another flow oscillation.
Operations requested positioning device be installed.
Safety Assessment for WO 96-006938-000 completed for
placement of restraining and positioning devices on 3-
FCV-2-190.

4/29/96

4/30/96

5/1/96

During additional work associated with the control air
for the valve, maintenance personnel identified cracks
on valve stem near keyway. Technical Support
personnel were informed.

Initiated MR C301794 on 3-FCV-2-190 for valve shaft
crack indications. Operations supervisors requested
evaluation of the cracks. Engineering evaluation of
cracked shaft completed.

Work in progress to replace the actuator/positioner
and place back in service. While loosening
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restraining clamp, valve shaft broke and initiated
condensate transient, resulting in plant trip.

Subsequent to the scram, the licensee performed detailed reviews of the
circumstances associated with the valve failure including a Human
Performance Evaluation System review and metallurgical evaluation on the
shaft. The following significant conclusions were noted:

The use of the mechanical locking device on the valve did not
contribute to the failure.

There was an inherent flaw in the shaft located at the keyway.

The previous cycling of the valve following unsuccessful repair
efforts had contributed to the crack formation.

Information relating to the valve bracket and shaft condition was
not properly dispositioned by technical support and engineering
personnel.

4.2.2 CONCLUSIONS

Although it was recognized by the l.icensee that a failure of this valve
would probably result in a scram and numerous maintenance activities had
been conducted, efforts had been ineffective in resolution of the valve
problems.

The improper disposition of the information that the shaft was cracked
was a significant deficiency. Communications weaknesses resulted in the
loss of some important information such as the extent of cracking. The

inspectors concluded that a more thorough evaluation of the crack would
most likely have permitted the licensee to take actions to prevent the
scram.

4.3 UNIT 2 SCRAM ON DIGITAL FEEDWATER PROBLEM

On May 10, 1996, Unit 2 scrammed from full rated power due to low
reactor water level. The low level was caused by a runback on 2 of the
3 reactor feedwater pumps (one pump was in "manual" ). Technical Support
engineers were making software parameter changes in the digital
feedwater control system. The system had been installed during the
refueling outage and adjustments were still being made to enhance system
performance. The flow biasing of the feedwater pumps was adjusted and
an increase, in the control system speed demand limit was being made.
When an engineer permanently entered the demand increase, a computer
system re-initialization unexpectedly occurred which decreased the speed
demand (on the 2 feedwater pumps in automatic),.causing a loss of
feedwater flow and scram.

All rods fully inserted and HPCI recovered reactor water level rapidly.
Lowest level was about -50 inches. One of the resident inspectors
immediately responded to the control room while two others observed
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system performance in the Unit 2 reactor building. A few significant
equipment problems occurred during the transient after the scram:

RCIC tripped after initiation (paragraph 4. 1 discusses this in
more detail)

The HPCI gland seal exhauster did not start automatically and
could'ot be started manually from CR. (Inoperability of the gland
seal condenser pump does not prevent HPCI from performing its
safety function.)

The feedwater heaters isolated (except 2Cl and 2C2). During the
most recent refueling outage, modifications had been performed to
prevent this problem. The modifications were unsuccessful.

The inspectors observed that the CR operators had stabilized the plant
in hot shutdown. Reviews of CR recorders indicated that major plant
parameters had remained within limits. Additionally, the inspectors
verified that there was not excessive leakage in the scram discharge
volume areas or the HPCI/RCIC areas. The inspectors observed many of
the troubleshooting activities associated with the RCIC failure
(paragraph 4. 1). Additionally, one of the inspectors attended the Plant
Operations Review Committee restart meeting.

The following issues were noted during reviews of the circumstances in
this incident:

The testing of the digital feedwater modification failed to
identify the problem with a few specific data entries which would
result in such a re-initialization. It was understood by plant
personnel that changes could be made to software parameters
without affecting control output, and the changes would be
incorporated in a "bumpless" manner. Subsequently, the licensee
(and a vendor representative) verified that the problem was
limited to only 5 of several hundred data blocks. The program was
revised prior to restart.

The inspectors'eview noted that the technical support personnel
did not utilize available plant procedures in the performance of
their work activities. For example, SSP-6.2, Haintenance
Management System, lists activities associated with the feedwater
control system for consideration as a high risk activity. The
inspectors also concluded that the use of such procedures would
not necessarily have prevented this scram. The work activities
did not involve safety related equipment. It appeared to the
inspectors that the existing plant processes were difficult to
apply to the software parameter changes, under these circumstances.
At the close of the report period, the licensee was evaluating
methods to improve the control processes.

The parameter changes were performed on a personal computer
located in a room in the control building. The engineers should
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have more thoroughly explained their activities to the CR
operators. Although it is not certain, the operators may have
placed the feedwater pump controls in manual during the work.

The unit was taken to cold shutdown and repairs to a degraded
recirculation pump seal were completed. A temporary modification was
implemented whi'ch removed the automatic high and low pressure feedwater
heater isolation functions. A new display CR computer display screen
was developed to display heater levels to the operators. The inspectors
observed placement of several heaters into service during the startup
and noted that the display, provided the CR operators with clear and
useful information. The inspectors also verified that the applicable
alarm response procedures had been revised to reflect the temporary
modification.

5.0 PLANT SUPPORT (71750, 82701,92904, TI 2515/123, 83750)

5.1 EMERGENCY PREPAREDNESS

5. 1.2 ANNUAL 'EMERGENCY EXERCISE

On Hay 8, 1996, the licensee conducted its annual emergency exercise.
The onsite TVA emergency organizations and the offsite state and local
agencies participated. The inspector observed acti'vities in the TSC,
paying particular attention to the classification of the event as it
progressed and the implementation of both onsite and offsite protective
actions. The inspector confirmed that the classifications were correct,
the protective actions were appropriate, and the site accountability
,completed in the required time. In addition, the inspector noted that
the TSC staff was kept well informed of plant conditions by the use of
periodic briefings and status boards. Priorities were established
consistent with those expected for this scenario and communications with
the other emergency centers was well coordinated and clear.

The scenario progressed to the point of the licensee implementing
recovery procedures and activities. This appeared to be methodical and
consistent with procedures and policies used by licensee personnel
daily.

5.1.3 OFFSITE 'DOSE ASSESSMENT CAPABILITY

,Following the annual exercise, the inspector questioned the licensee
about their ability to perform offsite dose assessments by site
personnel. Deficiencies in this area had been identified at another TVA
facility recently. The licensee stated that they had only recently
developed this capability as part of a corporate effort after it was
identified that this was a requirement at another licensee facility.
The licensee stated that while site specific procedures had not been
developed, a corporate manual describing the use of the computer
software needed to perform this assessment was in place and training had
been conducted with the Radiological Control shift supervisors on its
use. On Hay 16, the inspector asked the shift supervisor to perform a
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dose assessment using real time data. The inspector noted that the
user's manual was cumbersome and difficult to use and did not adequately
identify where the data needed for the assessment was to be obtained.
As a result the shift supervisor was unable to adequately perform the
dose assessment. This was again discussed with the licensee, who took
prompt action, by developing simple pocket cards detailing the
information needed to perform a dose assessment. These were distributed
to the shift supervisors for use until the site specific procedures are
completed.

The capability to perform an onsite dose assessment appears to be a
requirement of 10 CFR 50 App.. E. IV.B. This requirement is addressed in
TVA corporate procedures. In the past, the licensee has relied on the
Central Emergency Control Center, which is activated at the declaration
of an Alert, to perform the dose assessment. This issue is identified
as Unresolved Item 260,296/96-05-04, Dose Assessment Capability, pending
additional NRC review of the requirements.

The licensee's corrective action program had caused this issue to be
reviewed after it was noted at another facility and some actions had
been initiated at BFN. However, those corrective actions were not
fully effective. guestioning by a NRC inspector prompted additional
actions to ensure dose assessments could be adequately obtained.

~

~

~

~

5.2 FIRE WATCH TRAINING

During this inspection period, a review of the licensee's fire watch
training practices was conducted. As a part of this review, the
inspector examined the licensee's procedure (Fire Protection Report-
Volume 2, Attachment L, Fire Match Duties, Responsibilities, and
Training, Revision I ) describing the duties, responsibilities and
training requirements for fire watches. The inspector also reviewed the
lesson plans for the fire watch training course. In addition,. the
inspector discussed the status of fire watch training requirements with
the Fire Protection Hanager.

Currently, all persons performing the duties of a fire watch, including
the most recently appointed fire watches, have completed the prescribed
four hour training course. The licensee, however, is in the process of
revising the requirements for. fire watch training. Specifically,
personnel performing the duties of an "Ignition Source" fire watch will
still be required to attend the four hour fire watch training course
prior to performing these duties. However, personnel performing the
duties of a "Compensatory" fire watch will no longer be required to
attend the four hour training, but rather receive a detailed briefing on
their specific fire watch assignment. (An "Ignition Source" fire watch
performs their duties in the vicinity of hot work, while a
"compensatory" fire watch performs their duties to compensate for fire
equipment that is out of service). In performing this review, the
inspector concluded that the licensee's current fire watch training
program as well as the proposed revisions to the training requirements
are satisfactory.
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During the recent Spent .Fuel Pool Cooling .Survey conducted for each
operating plant, licensing basis documents for Browns Ferry Units 1, 2,
and 3 were reviewed. The documents included the FSAR (Final Safety
Analysis Report), and the latest fuel pool storage rerack request dated
December 2, 1977 and the approved rerack amendment dated September 21,
1978. In reviewing these documents, the inspector noted that some key
information relative to spent fuel pool expected heat loads from the
1977 rerack submittal have not been included in the FSAR.

The inspector reviewed the rerack submittal dated December 2, 1977. In
this document, which included an analysis of the effects of the rerack
on spent fuel pool heat load and cooling, there was listed a maximum
heat load of "about 28 HBTU/hr." In the NRC staff safety evaluation of
the rerack amendment package dated September 21, 1978, an independent
calculation of 29 HBTU/hr for the heat load was reflected. These two
heat load estimates are based upon a full-core offload which completelyfills the SFP, and on 18-month fuel cycles. The heat load is yell within
the capability of the FPC and RHR systems to maintain SFP temperature

bless than 150'F.

7.0

The maximum SFP heat load specified in the FSAR is listed as 27.6
HBTU/hr in Table 10.5-1, and is derived from the original design
specifications developed by General Electric in the late 1960s and early
1970s. However., the FSAR has not been updated to reflect the rerack
amendment licensing basis information discussed above.

In accordance with the requirements of 10 CFR 50.71(e), the FSAR shall
be updated to include safety evaluations performed by the licensee in
support of requested license amendments. These updates shall be made
annually or 6 months after each refueling outage but not more than 24
months after the last update. During the spent fuel pool survey, the
inspector considered the absence of the 1977 rerack amendment
information in the FSAR to be a potential non-compliance with the
regulation because of the timing requirements for FSAR updates. This
item will be addressed as part of previously opened URI 259,260,296/96-
04-08, FSAR Discrepancies.

CONCERNS RESOLUTION 'PROGRAH STATUS VERIFICATION (40500)

One of the inspectors reviewed the status of the TVA Browns Ferry and
the 'Stone and Webster Engineering Corporation (SWEC) Concerns Resolution
programs. The purpose of the review was to verify that the programs
were continuing to address concerns properly and in a timely manner.
The inspector reviewed SSP 1.2, Concerns Resolution (Revision 5) and
SWEC Haintenance Hanagement Hanual 2.2, Employee Concerns Program
(Revision 4). The inspector also met with the TVA and SWEC Concerns
Resolution representatives, discussed the current status of the
programs, and reviewed monthly status reports of the programs.
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8.0

In the month of April 1996, a high number of SWEC employees left the
site due to the end of the Unit 3 restoration project and a Unit 2

refueling outage. As required by the procedures, each of the exiting
employees was provided an opportunity to express concerns. This
contributed to a very high .number of Concerns Resolution contacts. For
example, the SWEC Concerns Resolution program had 816 contacts (429 exit
interviews) for the month of April. Normally, the number is
approximately 100 or less. The inspector noted that despite the high
number of contacts, the number of issues identified was small (four new
issues in April). The inspector questioned the SWEC Concerns
representative on how the high number of exit interviews were
accommodated. He explained that an additional individual assisted with
.the interviews and attempts were made to stagger the interviews. The
inspector noted that the backlog of open SWEC Concerns Program issues
remained very small. As a result of his review, the inspector observed
that the SWEC Concerns Resolution representative was knowledgeable
regarding procedural requirements and conducting reasonable followup of
.issues expressed by individuals. The inspector also noted that the
representative was maintaining well organized files of all items.

The inspector also held discussions with the TVA Browns Ferry Concerns
Resolution representative. Honthly reports indicated that issues
continue to be resolved in a timely manner and the number of open issues
was small. The inspector observed an interview of an exiting individual
which was conducted professionally. The inspector reviewe'd an
assessment of the BFN contractors Concerns Resolution programs performed
in,late 1995 by TVA Concerns Resolution. The BFN Concerns Resolution
Program was also reviewed by the TVA Inspector General in late 1995.
Both reports concluded that the programs were operating effectively.
The inspector concluded from these reports and discussion with the BFN

Concerns Resolution representative, that BFN is maintaining oversight of
the contractor Concerns Resolution programs.

EXIT (30703)

The inspection scope and findings were summarized on June 7, 1996,. by
L. Wert with those persons indicated in paragraph 1. An interim exit
was conducted on Hay 17, 1996. The inspectors described the areas
inspected and discussed in detail the inspection results. A listing of
inspection findings is provided . Proprietary information is not
contained in this report. Dissenting comments were not received from
the licensee.

Item Number Status Descri tion and Reference

EEI 260/96-05-01 Open RCIC Inoperabil.ity Following Replacement
of Turbine Exhaust Check Valve, paragraph
4.1

EEI 260/96-05-02 Open Failure to Comply With Insevice Testing
Procedure Requirements for HPCI and RCIC
Exhaust Check Valves, paragraph 4. 1
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VIO 260/96'-05-03, Open
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Customer Group Workers Exceeded Overtime
Limits Without Approved Exemption,
paragraph 3.3

URI

.IF I

260,'296/96-05-04 Open

260,296/96-05-05 Open

Onsite Dose Assessment Capability
paragraph 5.1.3

Hydrogen/Oxygen Analyzer Problems,
paragraph 3.4

LER 296/94-01 Cl os ed Unexpected Auto-Start of Unit 3 Diesel
Generators During the Performance of a SI
Due to Personnel Error, paragraph 2.3.1

LER 296'/95-03 'Closed

IFI 260,296/96-03-03 Closed

Diesel Generator Auto Start Due to
Personnel Error During Performance. of
Common Accident Signal Logic Surveil,lance,

,.paragraph 2.3.2

Instrument Mechanics Inattention to Detail
Issues, paragraph 3.5.1

9.0 ACRONYHS

AOI
BFN
BWR

CFR
CR

CRD'C

DCN

ECCS
EDG

EEI
EOI'P

FCV.

FPC
FSAR
GE

GOI
HPCI
IFI
IH
IR
IST

LER'BTU/hr

MS I.V
NRC

OI

.Abnormal- Operating Instruction
Browns Ferry,,Nuclear Plant
Boiling Water Reactor
Code of Federal Regulations
Control Room
Control Rod Drive
'Direct Current.
Design: Change Notice
Emergency Core Cool.ing System
Emergency Diesel Generator
Escalated Enforcement Item
Emergency Operating Instructions
Emergency Plan
Flow Control Valve
Fuel Pool Cooling
Final Safety Analysis Report
General Electric
-General Operating Instruction
High Pressure Coolant Injection.
Inspector Followup Item
Instrument Mechanics
Inspection Report
Inservice, Servi'ce Testing
Licensee Event Report
Million British Thermal Units per 'hour
Hain Steam Isolation Valve
Nuclear 'Regulatory Commission
Operating Instruction
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PDR
PER
PH
PHT
PORC

RCIC
RHR
RPS.
RWCU

SFP
SI
SSP
SPDS
SWEC

TS
TSC
TVA
UFSAR'RI

VIO
"WO

WR

21

Public Document Room
Problem, Evaluation Report
Preventive Haintenance
Post Hodi'fi'cation Testing
Plant Operations Review Committee
Reactor Core Isolation Cool,ing
Residual Heat Removal
Reactor Protection System
Reactor Water Cleanup
Spent Fuel: Pool
Survei,llance Instruction
Site Standard Practices
Safety Parameter, Display System
Stone and Webster Engineering Corporation
Technical Specifications
Technical: Support Center
Tennessee Valley Authority
Updated Final Safety Analysis Report
:Unresolved Item
Violation,
Work Order
Work Request
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