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Browns Ferry 3

Initiating Events

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor vessel level
instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level instrument was returned to service
without perturbing the reactor instrument sensing lines. The finding had very low safety significance because all mitigation systems remained
operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement requiring insertion and
disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on Unit 3. The finding had very low safety
significance because administrative controls were in place to prevent more than one control rod from being withdrawn at any given time during the
test.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
during reactor mode switch testing. In addition, the required TS surveillance required for SRM operability was subsequently completed satisfactorily
on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance:. Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION lil.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

Significance: SL-IV Sep 22, 2001
Identified By: NRC
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Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety evaluation
conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in more than a minimal
increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated in the Updated Final Safety Analysis
Report. The finding's underlying technical issue was evaluated and determined to be of very low safety significance because in the worst case
scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
govern.

Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection
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Miscellaneous

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. Corrective actions were generally implemented in a timely manner and effective in correcting the equipment deficiencies.
Audits and assessments were found to be thorough and self-critical. Findings and problems identified by the audits and assessments were
consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify lower threshold problems (level "D" PERSs)
and place them into the trending program was considered generally adequate to monitor problems before they resulted in a more significant one.
However the inspectors found instances where low level personnel contamination events (PCEs) were not being reported via the corrective action
program (i.e., level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of thier overall
condition of the corrective action program and the NRC program assessment. A safety conscious work environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-Il Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level Il violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.

Inspection Report# : 2000007 (pdf)

Significance: SL-lIl Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve lll Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2000003 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM UNAVAILABILITY
PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs in a Strategic
Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety System Unavailability for the
Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS
surveillance, there was no turbine speed indication in the control room, although there was indication of pump flow and pressure. A broken
connector was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have been an
isolated, random failure, with possible damage due to personnel working in the area with the connector disconnected and hanging loose (the
connector was not as vulnerable when assembled). The licensee stated that it could not determine the exact cause of the failure because the
internal parts of the connector could have been broken for an extended period and the connector still could perform its function, as long as the pins
were making contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The licensee's corrective
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actions were appropriate for the circumstances.
Inspection Report# : 2000003 (pdf)

Significance: SL-lll Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve Il Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2001004 (pdf)

Last modified : April 01, 2002
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Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
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on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION
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Significance:. Sep 23, 2000
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Mitigating Systems

Significance: SL-IV Sep 22, 2001

Identified By: NRC
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scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
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Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION lil.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety
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Miscellaneous

Significance: SL-lIl Jun 24, 2000

Identified By: NRC
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An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve Il Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2000003 (pdf)

Inspection Report# : 2001004 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM UNAVAILABILITY
PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs in a Strategic
Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety System Unavailability for the
Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS
surveillance, there was no turbine speed indication in the control room, although there was indication of pump flow and pressure. A broken
connector was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have been an
isolated, random failure, with possible damage due to personnel working in the area with the connector disconnected and hanging loose (the
connector was not as vulnerable when assembled). The licensee stated that it could not determine the exact cause of the failure because the
internal parts of the connector could have been broken for an extended period and the connector still could perform its function, as long as the pins
were making contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The licensee's corrective
actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. Corrective actions were generally implemented in a timely manner and effective in correcting the equipment deficiencies.
Audits and assessments were found to be thorough and self-critical. Findings and problems identified by the audits and assessments were
consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify lower threshold problems (level "D" PERSs)
and place them into the trending program was considered generally adequate to monitor problems before they resulted in a more significant one.
However the inspectors found instances where low level personnel contamination events (PCEs) were not being reported via the corrective action
program (i.e., level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of thier overall
condition of the corrective action program and the NRC program assessment. A safety conscious work environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-Il Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level Il violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
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implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.
Inspection Report# : 2000007 (pdf)

Last modified : April 01, 2002



3Q/2000 Inspection Findings - Browns Ferry 3 Page 1 of 4

Browns Ferry 3

Initiating Events

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor vessel level
instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level instrument was returned to service
without perturbing the reactor instrument sensing lines. The finding had very low safety significance because all mitigation systems remained
operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
during reactor mode switch testing. In addition, the required TS surveillance required for SRM operability was subsequently completed satisfactorily
on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement requiring insertion and
disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on Unit 3. The finding had very low safety
significance because administrative controls were in place to prevent more than one control rod from being withdrawn at any given time during the
test.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance: SL-IV Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety evaluation
conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in more than a minimal
increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated in the Updated Final Safety Analysis
Report. The finding's underlying technical issue was evaluated and determined to be of very low safety significance because in the worst case
scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
govern.

Inspection Report# : 2001003 (pdf)

Significance:. Sep 22, 2001



3Q/2000 Inspection Findings - Browns Ferry 3 Page 2 of 4

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION lil.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.
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employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
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implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.
Inspection Report# : 2000007 (pdf)

Last modified : March 29, 2002
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Browns Ferry 3

Initiating Events

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor vessel level
instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level instrument was returned to service
without perturbing the reactor instrument sensing lines. The finding had very low safety significance because all mitigation systems remained
operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
during reactor mode switch testing. In addition, the required TS surveillance required for SRM operability was subsequently completed satisfactorily
on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement requiring insertion and
disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on Unit 3. The finding had very low safety
significance because administrative controls were in place to prevent more than one control rod from being withdrawn at any given time during the
test.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance: SL-IV Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety evaluation
conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in more than a minimal
increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated in the Updated Final Safety Analysis
Report. The finding's underlying technical issue was evaluated and determined to be of very low safety significance because in the worst case
scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
govern.

Inspection Report# : 2001003 (pdf)

Significance:. Sep 22, 2001
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Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION lil.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection
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Miscellaneous

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM UNAVAILABILITY
PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs in a Strategic
Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety System Unavailability for the
Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS
surveillance, there was no turbine speed indication in the control room, although there was indication of pump flow and pressure. A broken
connector was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have been an
isolated, random failure, with possible damage due to personnel working in the area with the connector disconnected and hanging loose (the
connector was not as vulnerable when assembled). The licensee stated that it could not determine the exact cause of the failure because the
internal parts of the connector could have been broken for an extended period and the connector still could perform its function, as long as the pins
were making contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The licensee's corrective
actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Significance: SL-lIl Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve lll Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2001004 (pdf)

Inspection Report# : 2000003 (pdf)

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. Corrective actions were generally implemented in a timely manner and effective in correcting the equipment deficiencies.
Audits and assessments were found to be thorough and self-critical. Findings and problems identified by the audits and assessments were
consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify lower threshold problems (level "D" PERSs)
and place them into the trending program was considered generally adequate to monitor problems before they resulted in a more significant one.
However the inspectors found instances where low level personnel contamination events (PCEs) were not being reported via the corrective action
program (i.e., level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of thier overall
condition of the corrective action program and the NRC program assessment. A safety conscious work environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-Il Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level Il violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
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implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.
Inspection Report# : 2000007 (pdf)

Last modified : March 28, 2002
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Browns Ferry 3

Initiating Events

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor vessel level
instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level instrument was returned to service
without perturbing the reactor instrument sensing lines. The finding had very low safety significance because all mitigation systems remained
operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
during reactor mode switch testing. In addition, the required TS surveillance required for SRM operability was subsequently completed satisfactorily
on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement requiring insertion and
disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on Unit 3. The finding had very low safety
significance because administrative controls were in place to prevent more than one control rod from being withdrawn at any given time during the
test.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)
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Significance:. Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION IIl.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

Significance: SL-IV Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety evaluation
conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in more than a minimal
increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated in the Updated Final Safety Analysis
Report. The finding's underlying technical issue was evaluated and determined to be of very low safety significance because in the worst case
scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
govern.

Inspection Report# : 2001003 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection




1Q/2001 Inspection Findings - Browns Ferry 3 Page 3 of 4

Miscellaneous

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.

Inspection Report# : 2000007 (pdf)

Significance: SL-lll Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve lll Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2001004 (pdf)

Inspection Report# : 2000003 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM UNAVAILABILITY
PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs in a Strategic
Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety System Unavailability for the
Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS
surveillance, there was no turbine speed indication in the control room, although there was indication of pump flow and pressure. A broken
connector was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have been an
isolated, random failure, with possible damage due to personnel working in the area with the connector disconnected and hanging loose (the
connector was not as vulnerable when assembled). The licensee stated that it could not determine the exact cause of the failure because the
internal parts of the connector could have been broken for an extended period and the connector still could perform its function, as long as the pins
were making contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The licensee's corrective
actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. Corrective actions were generally implemented in a timely manner and effective in correcting the equipment deficiencies.
Audits and assessments were found to be thorough and self-critical. Findings and problems identified by the audits and assessments were
consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify lower threshold problems (level "D" PERs)
and place them into the trending program was considered generally adequate to monitor problems before they resulted in a more significant one.
However the inspectors found instances where low level personnel contamination events (PCEs) were not being reported via the corrective action
program (i.e., level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of thier overall
condition of the corrective action program and the NRC program assessment. A safety conscious work environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-ll Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level Il violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
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On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.
Inspection Report# : 2001002 (pdf)

Last modified : March 28, 2002
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Browns Ferry 3

Initiating Events

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor vessel level
instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level instrument was returned to service
without perturbing the reactor instrument sensing lines. The finding had very low safety significance because all mitigation systems remained
operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement requiring insertion and
disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on Unit 3. The finding had very low safety
significance because administrative controls were in place to prevent more than one control rod from being withdrawn at any given time during the
test.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
during reactor mode switch testing. In addition, the required TS surveillance required for SRM operability was subsequently completed satisfactorily
on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)

Significance: SL-IV Sep 22, 2001
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Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety evaluation
conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in more than a minimal
increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated in the Updated Final Safety Analysis
Report. The finding's underlying technical issue was evaluated and determined to be of very low safety significance because in the worst case
scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
govern.

Inspection Report# : 2001003 (pdf)

Significance:. Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION lil.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection
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Miscellaneous

Significance: SL-Il Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level Il violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.

Inspection Report# : 2000007 (pdf)

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. Corrective actions were generally implemented in a timely manner and effective in correcting the equipment deficiencies.
Audits and assessments were found to be thorough and self-critical. Findings and problems identified by the audits and assessments were
consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify lower threshold problems (level "D" PERSs)
and place them into the trending program was considered generally adequate to monitor problems before they resulted in a more significant one.
However the inspectors found instances where low level personnel contamination events (PCEs) were not being reported via the corrective action
program (i.e., level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of thier overall
condition of the corrective action program and the NRC program assessment. A safety conscious work environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-lIl Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve lll Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2001004 (pdf)

Inspection Report# : 2000003 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM UNAVAILABILITY
PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs in a Strategic
Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety System Unavailability for the
Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS
surveillance, there was no turbine speed indication in the control room, although there was indication of pump flow and pressure. A broken
connector was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have been an
isolated, random failure, with possible damage due to personnel working in the area with the connector disconnected and hanging loose (the
connector was not as vulnerable when assembled). The licensee stated that it could not determine the exact cause of the failure because the
internal parts of the connector could have been broken for an extended period and the connector still could perform its function, as long as the pins
were making contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
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January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The licensee's corrective
actions were appropriate for the circumstances.
Inspection Report# : 2000003 (pdf)

Last modified : March 27, 2002
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Browns Ferry 3

Initiating Events

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor vessel level
instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level instrument was returned to service
without perturbing the reactor instrument sensing lines. The finding had very low safety significance because all mitigation systems remained
operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
during reactor mode switch testing. In addition, the required TS surveillance required for SRM operability was subsequently completed satisfactorily
on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement requiring insertion and
disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on Unit 3. The finding had very low safety
significance because administrative controls were in place to prevent more than one control rod from being withdrawn at any given time during the
test.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance:. Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION lil.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

Significance: SL-IV Sep 22, 2001
Identified By: NRC
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Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety evaluation
conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in more than a minimal
increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated in the Updated Final Safety Analysis
Report. The finding's underlying technical issue was evaluated and determined to be of very low safety significance because in the worst case
scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
govern.

Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection
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Miscellaneous

Significance: SL-Il Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level Il violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.

Inspection Report# : 2000007 (pdf)

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. Corrective actions were generally implemented in a timely manner and effective in correcting the equipment deficiencies.
Audits and assessments were found to be thorough and self-critical. Findings and problems identified by the audits and assessments were
consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify lower threshold problems (level "D" PERSs)
and place them into the trending program was considered generally adequate to monitor problems before they resulted in a more significant one.
However the inspectors found instances where low level personnel contamination events (PCEs) were not being reported via the corrective action
program (i.e., level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of thier overall
condition of the corrective action program and the NRC program assessment. A safety conscious work environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM UNAVAILABILITY
PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs in a Strategic
Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety System Unavailability for the
Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS
surveillance, there was no turbine speed indication in the control room, although there was indication of pump flow and pressure. A broken
connector was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have been an
isolated, random failure, with possible damage due to personnel working in the area with the connector disconnected and hanging loose (the
connector was not as vulnerable when assembled). The licensee stated that it could not determine the exact cause of the failure because the
internal parts of the connector could have been broken for an extended period and the connector still could perform its function, as long as the pins
were making contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The licensee's corrective
actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Significance: SL-lll Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve lll Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
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5.4.1, related to out-of-tolerance M&TE.]
Inspection Report# : 2001004 (pdf)
Inspection Report# : 2000003 (pdf)

Last modified : March 26, 2002

Page 4 of 4



4Q/2001 Inspection Findings - Browns Ferry 3 Page 1 of 3
Browns Ferry 3

Initiating Events

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor vessel level
instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level instrument was returned to service
without perturbing the reactor instrument sensing lines. The finding had very low safety significance because all mitigation systems remained
operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of the shutdown
position to perform reactor mode switch testing with less than the required number of operable source range monitors (SRMs). The finding had very
low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times
during reactor mode switch testing. In addition, the required TS surveillance required for SRM operability was subsequently completed satisfactorily
on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement requiring insertion and
disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on Unit 3. The finding had very low safety
significance because administrative controls were in place to prevent more than one control rod from being withdrawn at any given time during the
test.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance: SL-IV Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety evaluation
conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in more than a minimal
increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated in the Updated Final Safety Analysis
Report. The finding's underlying technical issue was evaluated and determined to be of very low safety significance because in the worst case
scenarios only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical Specifications would
govern.

Inspection Report# : 2001003 (pdf)

Significance:. Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION lil.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for alternative shutdown
involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function would have been lost due to
inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables, because the cables were not protected as
required by 10 CFR 50, Appendix R. This finding was of very low safety significance because the initiating event was of relatively low frequency
and that fire suppression systems and diverse systems for core heat removal remained available.
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Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly evaluating quarterly residual heat
removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of temporary alterations on July
27, 2000, which maintained the systems' minimum flow bypass valves in the open position during normal operations, were not properly evaluated
to ensure that Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding was considered
to be of very low safety significance because subsequent evaluation of the test data showed that TS surveillance requirements were satisfied and
no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the control room
pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains of the control room
emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected the integrity of the control room
envelope, but was considered to be of very low safety significance because it represented a degradation of the radiological barrier function
provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Miscellaneous

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. Corrective actions were generally implemented in a timely manner and effective in correcting the equipment deficiencies.
Audits and assessments were found to be thorough and self-critical. Findings and problems identified by the audits and assessments were
consistent with the inspectors' observations. The use of problem evaluation reports (PERSs) to identify lower threshold problems (level "D" PERSs)
and place them into the trending program was considered generally adequate to monitor problems before they resulted in a more significant one.
However the inspectors found instances where low level personnel contamination events (PCEs) were not being reported via the corrective action
program (i.e., level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of thier overall
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condition of the corrective action program and the NRC program assessment. A safety conscious work environment was evident.
Inspection Report# : 2001007 (pdf)

Significance: SL-ll Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level Il violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a former
employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities.
On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty.
On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness at problem
identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that had not been previously
identified by the licensee. The licensee appropriately evaluated individual problems based on risk significance when establishing schedules for
implementing corrective actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by licensee
audits and assessments were consistent with the inspectors' observations. A safety conscious work environment was evident.

Inspection Report# : 2000007 (pdf)

Significance: SL-lll Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve Il Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2000003 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM UNAVAILABILITY
PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs in a Strategic
Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety System Unavailability for the
Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS
surveillance, there was no turbine speed indication in the control room, although there was indication of pump flow and pressure. A broken
connector was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have been an
isolated, random failure, with possible damage due to personnel working in the area with the connector disconnected and hanging loose (the
connector was not as vulnerable when assembled). The licensee stated that it could not determine the exact cause of the failure because the
internal parts of the connector could have been broken for an extended period and the connector still could perform its function, as long as the pins
were making contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The licensee's corrective
actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Significance: SL-lIl Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and test equipment
(M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued or completed for M&TE which
had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity Leve Il Violation was issued in a Notice of
Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by TS
5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2001004 (pdf)

Last modified : March 01, 2002



1Q/2002 Inspection Findings - Browns Ferry 3 Page 1 of 4
Browns Ferry 3

Initiating Events

Significance:. Mar 22, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO FOLLOW SURVEILLANCE INSTRUCTION TO REPLACE HPCI STEAM LINE SPACE TEMPERATURE
SWITCHES.

The licensee identified a non-cited violation of Technical Specification 5.4.1.a (Procedures) for failure to follow a surveillance
instruction to replace HPCI steam line space temperature switches, instead the RCIC steam line space temperature swirches were
indvertenly replaced.

Inspection Report# : 2001005(pdf)

Significance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related reactor
vessel level instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure that the level
instrument was returned to service without perturbing the reactor instrument sensing lines. The finding had very low safety
significance because all mitigation systems remained operable and barrier integrity was not challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action statement
requiring insertion and disarming of a control rod with a malfunctioning "full in" position indicating light during control rod testing on
Unit 3. The finding had very low safety significance because administrative controls were in place to prevent more than one control
rod from being withdrawn at any given time during the test.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor mode switch out of
the shutdown position to perform reactor mode switch testing with less than the required number of operable source range monitors
(SRMs). The finding had very low safety significance because the requirements of TS 3.10.2 (i.e., no core alterations and all control
rods inserted) were maintained at all times during reactor mode switch testing. In addition, the required TS surveillance required for
SRM operability was subsequently completed satisfactorily on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Significance: SL-IV Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that the safety
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evaluation conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure change would not result in
more than a minimal increase in the likelihood of occurrence of a malfunction of equipment important to safety previously evaluated
in the Updated Final Safety Analysis Report. The finding's underlying technical issue was evaluated and determined to be of very
low safety significance because in the worst case scenarios only a single train of equipment would malfunction because of, for
example, a severe pipe failure, and the Technical Specifications would govern.

Inspection Report# : 2001003 (pdf)

Significance:. Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION Ill.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion Ill.L.2.b requirements for
alternative shutdown involving loss of the residual heat removal (RHR) function following certain postulated fires. The RHR function
would have been lost due to inadvertent closure of the RHR pump minimum flow control valves due to fire damage to control cables,
because the cables were not protected as required by 10 CFR 50, Appendix R. This finding was of very low safety significance
because the initiating event was of relatively low frequency and that fire suppression systems and diverse systems for core heat
removal remained available.

Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion Xl (Test Control) was identified for not properly evaluating quarterly
residual heat removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests performed since the implementation of
temporary alterations on July 27, 2000, which maintained the systems' minimum flow bypass valves in the open position during
normal operations, were not properly evaluated to ensure that Technical Specification (TS) required system parameters would be
satisfied with the systems in service. This finding was considered to be of very low safety significance because subsequent
evaluation of the test data showed that TS surveillance requirements were satisfied and no loss of safety function of the RHR
system occurred.

Inspection Report# : 2000006 (pdf)

Barrier Integrity

Significance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A barrier door for the
control room pressure envelope was not maintained closed. The door was blocked open for over three hours, resulting in both trains
of the control room emergency ventilation system being out-of-service in excess of the allowed TS outage time. The finding affected
the integrity of the control room envelope, but was considered to be of very low safety significance because it represented a
degradation of the radiological barrier function provided for the control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety
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Significance:. Mar 01, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS

The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9, for failure to maintain accurate

records of doses received by all individuals for whom monitoring was required. This finding was not processed under the Reactor

Oversight Process and was characterized as a severity level IV violation consistant with Supplement VII of the Enforcement Policy
because it involved the accuracy of required records.

Inspection Report# : 2001008 (pdf)

Public Radiation Safety

Physical Protection

Miscellaneous

Significance: N/A Dec 21, 2001

Identified By: NRC

Iltem Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness
at problem identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that
had not been previously identified by the licensee. Corrective actions were generally implemented in a timely manner and effective
in correcting the equipment deficiencies. Audits and assessments were found to be thorough and self-critical. Findings and problems
identified by the audits and assessments were consistent with the inspectors' observations. The use of problem evaluation reports
(PERSs) to identify lower threshold problems (level "D" PERs) and place them into the trending program was considered generally
adequate to monitor problems before they resulted in a more significant one. However the inspectors found instances where low
level personnel contamination events (PCEs) were not being reported via the corrective action program (i.e., level D PER) for
trending. The inspection did not identify significant differences between the licensee's assessment of thier overall condition of the
corrective action program and the NRC program assessment. A safety conscious work environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-Il Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level |l violation with civil penalty was issued to the licensee. The violation was not site-specific and
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not
select a former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his
engagement in protected activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued
sustaining the violation and imposing the civil penalty. On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's effectiveness
at problem identification was evident by the relatively few deficiencies identified by external organizations, including the NRC, that
had not been previously identified by the licensee. The licensee appropriately evaluated individual problems based on risk
significance when establishing schedules for implementing corrective actions. Corrective actions were generally implemented in a
timely manner. Findings and problems identified by licensee audits and assessments were consistent with the inspectors'
observations. A safety conscious work environment was evident.

Inspection Report# : 2000007 (pdf)



1Q/2002 Inspection Findings - Browns Ferry 3 Page 4 of 4

Significance: SL-Ill Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement measuring and
test equipment (M&TE) control procedures which resulted in approximately 500 nonconformance evaluations either not being issued
or completed for M&TE which had been identified as out-of-tolerance or otherwise meeting the criteria for evaluation. [A Seveity
Leve lll Violation was issued in a Notice of Violation enclosed in an NRC letter to the licensee, dated October 27, 2000, for the
failure to adhere to the licensee's procedures as required by TS 5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2001004 (pdf)

Inspection Report# : 2000003 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Iltem Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL SYSTEM
UNAVAILABILITY PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two White Inputs
in a Strategic Area. The purpose of the inspection was to assess the licensee's evaluation associated with a Unit 3 White PI [Safety
System Unavailability for the Heat Removal System, Reactor Core Isolation Cooling (RCIC)]. On December 30, 1998, during a
manual start of the Unit 3 RCIC to perform a TS surveillance, there was no turbine speed indication in the control room, although
there was indication of pump flow and pressure. A broken connector was found on the wiring to the turbine speed sensor. The
licensee considered the sensor cable connector failure to have been an isolated, random failure, with possible damage due to
personnel working in the area with the connector disconnected and hanging loose (the connector was not as vulnerable when
assembled). The licensee stated that it could not determine the exact cause of the failure because the internal parts of the connector
could have been broken for an extended period and the connector still could perform its function, as long as the pins were making
contact. Although Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on
January 14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The
licensee's corrective actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Last modified : July 22, 2002
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Browns Ferry 3

Initiating Events

Significance:. Mar 22, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO FOLLOW SURVEILLANCE INSTRUCTION TO REPLACE HPCI STEAM LINE SPACE
TEMPERATURE SWITCHES.

The licensee identified a non-cited violation of Technical Specification 5.4.1.a (Procedures) for failure to follow a
surveillance instruction to replace HPCI steam line space temperature switches, instead the RCIC steam line space
temperature swirches were indvertenly replaced.

Inspection Report# : 2001005 (pdf)

Signiﬁcance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related
reactor vessel level instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure
that the level instrument was returned to service without perturbing the reactor instrument sensing lines. The finding
had very low safety significance because all mitigation systems remained operable and barrier integrity was not
challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor
mode switch out of the shutdown position to perform reactor mode switch testing with less than the required number of
operable source range monitors (SRMs). The finding had very low safety significance because the requirements of TS
3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times during reactor mode switch
testing. In addition, the required TS surveillance required for SRM operability was subsequently completed
satisfactorily on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action
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statement requiring insertion and disarming of a control rod with a malfunctioning "full in" position indicating light
during control rod testing on Unit 3. The finding had very low safety significance because administrative controls were
in place to prevent more than one control rod from being withdrawn at any given time during the test.

Inspection Report# : 2000003 (pdf)

Mitigating Systems

Signiﬁcance:. Jun 22, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN ADEQUATE PROCEDURES FOR CONTROLLING SAFETY RELATED
MAINTENANCE

The licensee identified a non-cited violation of Technical Specification 5.4.1.a, for failure to provide provisions in
Work Order 01-009409-000 to ensure that the limit switch wires were clear before installing the cover on motor
operated valve 3-MVOP-73-16. Consequentially, control wiring was pinched and parts of the valve were damaged
during post-maintenance testing.

Inspection Report# : 2002002 (pdf)

Significance: SL-IV Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that
the safety evaluation conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure
change would not result in more than a minimal increase in the likelihood of occurrence of a malfunction of equipment
important to safety previously evaluated in the Updated Final Safety Analysis Report. The finding's underlying
technical issue was evaluated and determined to be of very low safety significance because in the worst case scenarios
only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical
Specifications would govern.

Inspection Report# : 2001003 (pdf)

Significance:. Sep 22,2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION
I1.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion III.L.2.b
requirements for alternative shutdown involving loss of the residual heat removal (RHR) function following certain
postulated fires. The RHR function would have been lost due to inadvertent closure of the RHR pump minimum flow
control valves due to fire damage to control cables, because the cables were not protected as required by 10 CFR 50,
Appendix R. This finding was of very low safety significance because the initiating event was of relatively low
frequency and that fire suppression systems and diverse systems for core heat removal remained available.

Inspection Report# : 2001003 (pdf)

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 07/03/2003
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Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly
evaluating quarterly residual heat removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests
performed since the implementation of temporary alterations on July 27, 2000, which maintained the systems'
minimum flow bypass valves in the open position during normal operations, were not properly evaluated to ensure that
Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding
was considered to be of very low safety significance because subsequent evaluation of the test data showed that TS
surveillance requirements were satisfied and no loss of safety function of the RHR system occurred.

Inspection Report# : 2000006(pdf)

Barrier Integrity

Significance:. Dec 22,2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A
barrier door for the control room pressure envelope was not maintained closed. The door was blocked open for over
three hours, resulting in both trains of the control room emergency ventilation system being out-of-service in excess of
the allowed TS outage time. The finding affected the integrity of the control room envelope, but was considered to be
of very low safety significance because it represented a degradation of the radiological barrier function provided for the
control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Signiﬁcance:. Mar 01, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS

The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9, for failure to
maintain accurate records of doses received by all individuals for whom monitoring was required. This finding was not
processed under the Reactor Oversight Process and was characterized as a severity level IV violation consistant with
Supplement VII of the Enforcement Policy because it involved the accuracy of required records.

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 07/03/2003
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Inspection Report# : 2001008 (pdf)

Public Radiation Safety

Physical Protection

Significance:. Jun 22,2002

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN OPERABILITY OF CONTROL ROOM DOORS

The inspector identified a non-cited violation of Technical Specification 4.5.1.a, for failure to maintain the operability
of vital area doors designed to restrict access to the Unit 2 control room as required by the Security Plan. Consequently,
the resident inspector was able to gain access to the control room without authorization. This finding was of very low
safety significance, because a person could not gain access to the control room undetected, the individual would have
already been subjected to access controls to enter the protected area and although the physical barriers to the control
room were, at times, not fully functional, the alarm was operable such that if an unauthorized individual entered the
control room, the alarm would annunciate and security could respond promptly.

Inspection Report# : 2002002 (pdf)

Miscellaneous

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's
effectiveness at problem identification was evident by the relatively few deficiencies identified by external
organizations, including the NRC, that had not been previously identified by the licensee. Corrective actions were
generally implemented in a timely manner and effective in correcting the equipment deficiencies. Audits and
assessments were found to be thorough and self-critical. Findings and problems identified by the audits and
assessments were consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify
lower threshold problems (level "D" PERs) and place them into the trending program was considered generally
adequate to monitor problems before they resulted in a more significant one. However the inspectors found instances
where low level personnel contamination events (PCEs) were not being reported via the corrective action program (i.e.,
level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of
thier overall condition of the corrective action program and the NRC program assessment. A safety conscious work
environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-II Jun 23, 2001

Identified By: NRC
Item Type: VIO Violation

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 07/03/2003
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EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On
June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's
effectiveness at problem identification was evident by the relatively few deficiencies identified by external
organizations, including the NRC, that had not been previously identified by the licensee. The licensee appropriately
evaluated individual problems based on risk significance when establishing schedules for implementing corrective
actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by
licensee audits and assessments were consistent with the inspectors' observations. A safety conscious work
environment was evident.

Inspection Report# : 2000007 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL
SYSTEM UNAVAILABILITY PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two
White Inputs in a Strategic Area. The purpose of the inspection was to assess the licensee's evaluation associated with a
Unit 3 White PI [Safety System Unavailability for the Heat Removal System, Reactor Core Isolation Cooling (RCIC)].
On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS surveillance, there was no turbine
speed indication in the control room, although there was indication of pump flow and pressure. A broken connector
was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have
been an isolated, random failure, with possible damage due to personnel working in the area with the connector
disconnected and hanging loose (the connector was not as vulnerable when assembled). The licensee stated that it could
not determine the exact cause of the failure because the internal parts of the connector could have been broken for an
extended period and the connector still could perform its function, as long as the pins were making contact. Although
Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on January
14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The
licensee's corrective actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Significance: SL-III Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement
measuring and test equipment (M&TE) control procedures which resulted in approximately 500 nonconformance
evaluations either not being issued or completed for M&TE which had been identified as out-of-tolerance or otherwise
meeting the criteria for evaluation. [A Seveity Leve III Violation was issued in a Notice of Violation enclosed in an
NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by
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TS 5.4.1, related to out-of-tolerance M&TE. ]
Inspection Report# : 2000003 (pdf)
Inspection Report# : 2001004 (pdf)

Last modified : August 29, 2002
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Browns Ferry 3

Initiating Events

Signiﬁcance:. Mar 22, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO FOLLOW SURVEILLANCE INSTRUCTION TO REPLACE HPCI STEAM LINE SPACE
TEMPERATURE SWITCHES.

The licensee identified a non-cited violation of Technical Specification 5.4.1.a (Procedures) for failure to follow a
surveillance instruction to replace HPCI steam line space temperature switches, instead the RCIC steam line space
temperature swirches were indvertenly replaced.

Inspection Report# : 2001005 (pdf)

Signiﬁcance:. Sep 23, 2000

Identified By: Self Disclosing

Item Type: FIN Finding

An Inadequate Procedure Results in a Unit 3 Automatic Reactor Scram

A Unit 3 automatic reactor scram, that was caused by a pressure perturbation on the variable leg of a non-safety-related
reactor vessel level instrumentation, revealed an inadequate procedure, that did not contain sufficient detail to assure
that the level instrument was returned to service without perturbing the reactor instrument sensing lines. The finding
had very low safety significance because all mitigation systems remained operable and barrier integrity was not
challenged.

Inspection Report# : 2000004 (pdf)

Significance:. Jun 24, 2000

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MEET CONTROL ROD TESTING TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification 3.9.4 was identified for operators' failure to comply with the action
statement requiring insertion and disarming of a control rod with a malfunctioning "full in" position indicating light
during control rod testing on Unit 3. The finding had very low safety significance because administrative controls were
in place to prevent more than one control rod from being withdrawn at any given time during the test.

Inspection Report# : 2000003 (pdf)

Signiﬁcance:. Jun 24, 2000

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET REACTOR MODE SWITCH TECHNICAL SPECIFICATION

A non-cited violation of Technical Specification (TS) 3.3.1.2 was identified for operators placing the Unit 3 reactor
mode switch out of the shutdown position to perform reactor mode switch testing with less than the required number of
operable source range monitors (SRMs). The finding had very low safety significance because the requirements of TS
3.10.2 (i.e., no core alterations and all control rods inserted) were maintained at all times during reactor mode switch
testing. In addition, the required TS surveillance required for SRM operability was subsequently completed
satisfactorily on the A, B, and D SRMs.

Inspection Report# : 2000003 (pdf)
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Mitigating Systems

Significance:. Jun 22,2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN ADEQUATE PROCEDURES FOR CONTROLLING SAFETY RELATED
MAINTENANCE

The licensee identified a non-cited violation of Technical Specification 5.4.1.a, for failure to provide provisions in
Work Order 01-009409-000 to ensure that the limit switch wires were clear before installing the cover on motor
operated valve 3-MVOP-73-16. Consequentially, control wiring was pinched and parts of the valve were damaged
during post-maintenance testing.

Inspection Report# : 2002002 (pdf)

Signiﬁcance:. Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

ERROR IN ANALYSIS OF RHR SYSTEM RESULTS IN FAILURE TO MEET APPENDIX R, CRITERION
I1.L.2.B

The inspectors identified a non-cited violation for failure to meet 10 CFR 50, Appendix R, Criterion III.L.2.b
requirements for alternative shutdown involving loss of the residual heat removal (RHR) function following certain
postulated fires. The RHR function would have been lost due to inadvertent closure of the RHR pump minimum flow
control valves due to fire damage to control cables, because the cables were not protected as required by 10 CFR 50,
Appendix R. This finding was of very low safety significance because the initiating event was of relatively low

frequency and that fire suppression systems and diverse systems for core heat removal remained available.
Inspection Report# : 2001003 (pdf)

Significance: SL-IV Sep 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MEET 10 CFR 50.59 REQUIREMENTS.

The inspectors identified a Severity Level IV non-cited violation for failure to meet 10 CFR 50.59 requirements, in that
the safety evaluation conducted as required by 10 CFR 50.59 did not adequately provide the basis that a procedure
change would not result in more than a minimal increase in the likelihood of occurrence of a malfunction of equipment
important to safety previously evaluated in the Updated Final Safety Analysis Report. The finding's underlying
technical issue was evaluated and determined to be of very low safety significance because in the worst case scenarios
only a single train of equipment would malfunction because of, for example, a severe pipe failure, and the Technical
Specifications would govern.

Inspection Report# : 2001003 (pdf)

Significance:. Mar 24, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

INADEQUATE EVALUATION OF RHR SYSTEM FLOW RATE TEST RESULTS

A non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI (Test Control) was identified for not properly
evaluating quarterly residual heat removal (RHR) system flow rate test results on Units 2 and 3. Flow rate tests
performed since the implementation of temporary alterations on July 27, 2000, which maintained the systems'
minimum flow bypass valves in the open position during normal operations, were not properly evaluated to ensure that
Technical Specification (TS) required system parameters would be satisfied with the systems in service. This finding
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was considered to be of very low safety significance because subsequent evaluation of the test data showed that TS
surveillance requirements were satisfied and no loss of safety function of the RHR system occurred.
Inspection Report# : 2000006(pdf)

Barrier Integrity

Signiﬁcance:. Dec 22, 2001

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO OBTAIN REQUIRED PERMITS TO BLOCK OPEN RESTRICTED DOORS

The inspectors identified a non-cited violation for failure to meet Technical Specification 5.4.1.a (Procedures). A
barrier door for the control room pressure envelope was not maintained closed. The door was blocked open for over
three hours, resulting in both trains of the control room emergency ventilation system being out-of-service in excess of
the allowed TS outage time. The finding affected the integrity of the control room envelope, but was considered to be
of very low safety significance because it represented a degradation of the radiological barrier function provided for the
control room only.

Inspection Report# : 2001004 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Significance:. Mar 01, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS

The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9, for failure to
maintain accurate records of doses received by all individuals for whom monitoring was required. This finding was not
processed under the Reactor Oversight Process and was characterized as a severity level IV violation consistant with
Supplement VII of the Enforcement Policy because it involved the accuracy of required records.

Inspection Report# : 2001008 (pdf)

Public Radiation Safety

Physical Protection

Significance:. Jun 22,2002
Identified By: NRC
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Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN OPERABILITY OF CONTROL ROOM DOORS

The inspector identified a non-cited violation of Technical Specification 4.5.1.a, for failure to maintain the operability
of vital area doors designed to restrict access to the Unit 2 control room as required by the Security Plan. Consequently,
the resident inspector was able to gain access to the control room without authorization. This finding was of very low
safety significance, because a person could not gain access to the control room undetected, the individual would have
already been subjected to access controls to enter the protected area and although the physical barriers to the control
room were, at times, not fully functional, the alarm was operable such that if an unauthorized individual entered the
control room, the alarm would annunciate and security could respond promptly.

Inspection Report# : 2002002 (pdf)

Miscellaneous

Significance: N/A Dec 21, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's
effectiveness at problem identification was evident by the relatively few deficiencies identified by external
organizations, including the NRC, that had not been previously identified by the licensee. Corrective actions were
generally implemented in a timely manner and effective in correcting the equipment deficiencies. Audits and
assessments were found to be thorough and self-critical. Findings and problems identified by the audits and
assessments were consistent with the inspectors' observations. The use of problem evaluation reports (PERs) to identify
lower threshold problems (level "D" PERs) and place them into the trending program was considered generally
adequate to monitor problems before they resulted in a more significant one. However the inspectors found instances
where low level personnel contamination events (PCEs) were not being reported via the corrective action program (i.e.,
level D PER) for trending. The inspection did not identify significant differences between the licensee's assessment of
thier overall condition of the corrective action program and the NRC program assessment. A safety conscious work
environment was evident.

Inspection Report# : 2001007 (pdf)

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On
June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Significance: N/A Jan 26, 2001

Identified By: NRC

Item Type: FIN Finding

IDENTIFICATION AND RESOLUTION OF PROBLEMS

The licensee was effective at identifying problems and placing them into the corrective action program. The licensee's
effectiveness at problem identification was evident by the relatively few deficiencies identified by external
organizations, including the NRC, that had not been previously identified by the licensee. The licensee appropriately
evaluated individual problems based on risk significance when establishing schedules for implementing corrective
actions. Corrective actions were generally implemented in a timely manner. Findings and problems identified by
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licensee audits and assessments were consistent with the inspectors' observations. A safety conscious work
environment was evident.
Inspection Report# : 2000007 (pdf)

Significance: SL-III Jun 24, 2000

Identified By: NRC

Item Type: VIO Violation

FAILURE TO IMPLEMENT MEASURING AND TEST EQUIPMENT PROCEDURES

An apparent violation of Technical Specification (TS) 5.4.1 was identified for apparent deliberate failure to implement
measuring and test equipment (M&TE) control procedures which resulted in approximately 500 nonconformance
evaluations either not being issued or completed for M&TE which had been identified as out-of-tolerance or otherwise
meeting the criteria for evaluation. [A Seveity Leve Il Violation was issued in a Notice of Violation enclosed in an
NRC letter to the licensee, dated October 27, 2000, for the failure to adhere to the licensee's procedures as required by
TS 5.4.1, related to out-of-tolerance M&TE.]

Inspection Report# : 2001004 (pdf)

Inspection Report# : 2000003 (pdf)

Significance: N/A Jun 24, 2000

Identified By: NRC

Item Type: FIN Finding

SUPPLEMENTAL INSPECTION TO ASSESS LICENSEE EVALUATION OF UNIT 3 HEAT REMOVAL
SYSTEM UNAVAILABILITY PERFORMANCE INDICATOR

A supplemental inspection was conducted in accordance with Inspection Procedure 95001, Inspection for One or Two
White Inputs in a Strategic Area. The purpose of the inspection was to assess the licensee's evaluation associated with a
Unit 3 White PI [Safety System Unavailability for the Heat Removal System, Reactor Core Isolation Cooling (RCIC)].
On December 30, 1998, during a manual start of the Unit 3 RCIC to perform a TS surveillance, there was no turbine
speed indication in the control room, although there was indication of pump flow and pressure. A broken connector
was found on the wiring to the turbine speed sensor. The licensee considered the sensor cable connector failure to have
been an isolated, random failure, with possible damage due to personnel working in the area with the connector
disconnected and hanging loose (the connector was not as vulnerable when assembled). The licensee stated that it could
not determine the exact cause of the failure because the internal parts of the connector could have been broken for an
extended period and the connector still could perform its function, as long as the pins were making contact. Although
Unit 2 was not inspected at the time of the identification on Unit 3, subsequent disassembly and inspection on January
14, 2000, not related to the Unit 3 failure, did not identify any degradation of the connector on the Unit 2 RCIC. The
licensee's corrective actions were appropriate for the circumstances.

Inspection Report# : 2000003 (pdf)

Last modified : December 02, 2002
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Browns Ferry 3

Initiating Events

Significance:. Mar 22, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO FOLLOW SURVEILLANCE INSTRUCTION TO REPLACE HPCI STEAM LINE SPACE TEMPERATURE
SWITCHES.

The licensee identified a non-cited violation of Technical Specification 5.4.1.a (Procedures) for failure to follow a surveillance instruction to
replace HPCI steam line space temperature switches, instead the RCIC steam line space temperature swirches were indvertenly replaced.
Inspection Report# : 2001005 (pdf)

Mitigating Systems

Signiﬁcance:. Jun 22, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN ADEQUATE PROCEDURES FOR CONTROLLING SAFETY RELATED MAINTENANCE

The licensee identified a non-cited violation of Technical Specification 5.4.1.a, for failure to provide provisions in Work Order 01-009409-000
to ensure that the limit switch wires were clear before installing the cover on motor operated valve 3-MVOP-73-16. Consequentially, control
wiring was pinched and parts of the valve were damaged during post-maintenance testing.

Inspection Report# : 2002002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Significance:. Mar 01, 2002

Identified By: Licensee

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN COMPLETE AND ACCURATE PERSONNEL DOSE RECORDS

The licensee identified a non-cited violation of 10 CFR 20.401, 10 CFR 20.2106 and 10 CFR 50.9, for failure to maintain accurate records of
doses received by all individuals for whom monitoring was required. This finding was not processed under the Reactor Oversight Process and
was characterized as a severity level IV violation consistant with Supplement VII of the Enforcement Policy because it involved the accuracy
of required records.

Inspection Report# : 2001008 (pdf)
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Public Radiation Safety

Physical Protection

Significance:. Jun 22, 2002

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN OPERABILITY OF CONTROL ROOM DOORS

The inspector identified a non-cited violation of Technical Specification 4.5.1.a, for failure to maintain the operability of vital area doors
designed to restrict access to the Unit 2 control room as required by the Security Plan. Consequently, the resident inspector was able to gain
access to the control room without authorization. This finding was of very low safety significance, because a person could not gain access to
the control room undetected, the individual would have already been subjected to access controls to enter the protected area and although the
physical barriers to the control room were, at times, not fully functional, the alarm was operable such that if an unauthorized individual entered
the control room, the alarm would annunciate and security could respond promptly.

Inspection Report# : 2002002 (pdf)

Miscellaneous

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a
former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected
activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the
civil penalty. On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Last modified : March 25, 2003
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Browns Ferry 3
1Q/2003 Plant Inspection Findings

Initiating Events

Mitigating Systems

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Significance:. Jun 22,2002

Identified By: NRC

Item Type: NCV NonCited Violation

FAILURE TO MAINTAIN OPERABILITY OF CONTROL ROOM DOORS

The inspector identified a non-cited violation of Technical Specification 4.5.1.a, for failure to maintain the operability
of vital area doors designed to restrict access to the Unit 2 control room as required by the Security Plan. Consequently,
the resident inspector was able to gain access to the control room without authorization. This finding was of very low
safety significance, because a person could not gain access to the control room undetected, the individual would have
already been subjected to access controls to enter the protected area and although the physical barriers to the control
room were, at times, not fully functional, the alarm was operable such that if an unauthorized individual entered the
control room, the alarm would annunciate and security could respond promptly.

Inspection Report# : 2002002 (pdf)

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 07/22/2003
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Miscellaneous

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On
June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Last modified : May 30, 2003

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 07/22/2003



2Q/2003 Inspection Findings - Browns Ferry 3 Page 1 of 2

Browns Ferry 3
2Q/2003 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Apr 05, 2003

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Inadequate work control process procedure and poor troubleshooting techniques resulted in the loss of the Unit
3 HPCL.

Green. An inadequate work control authorization process procedure and poor trouble shooting techniques resulted in
the failure of Unit 3 High Pressure Coolant Injection System (HPCI). The procedure did not provide specific procedural
direction for assessing all possible impacts of the proposed work activity on the associated plant system. A self-
revealing non-cited violation of Technical Specification 5.4.1a was identified. This finding is greater than minor
because the loss of the HPCI system had an actual impact on safety in that an important mitigating system was not
available to respond to postulated events. The finding is of very low safety significance because all other mitigating
systems were available to provide core cooling injection.

Inspection Report# : 2003002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 10/08/2003
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Miscellaneous

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On
June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Last modified : September 04, 2003

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 10/08/2003
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Browns Ferry 3
3Q/2003 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Apr 05, 2003

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Inadequate work control process procedure and poor troubleshooting techniques resulted in the loss of the Unit
3 HPCL.

Green. An inadequate work control authorization process procedure and poor trouble shooting techniques resulted in
the failure of Unit 3 High Pressure Coolant Injection System (HPCI). The procedure did not provide specific procedural
direction for assessing all possible impacts of the proposed work activity on the associated plant system.

A self-revealing non-cited violation of Technical Specification 5.4.1a was identified. This finding is greater than minor
because the loss of the HPCI system had an actual impact on safety in that an important mitigating system was not
available to respond to postulated events. The finding is of very low safety significance because all other mitigating
systems were available to provide core cooling injection.

Inspection Report# : 2003002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 01/12/2004
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Physical Protection

Miscellaneous

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On
June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Last modified : December 01, 2003

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 01/12/2004
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Browns Ferry 3
4Q/2003 Plant Inspection Findings

Initiating Events

Significance:. Oct 03, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Changes Made to the Fire Protection Program Regarding Compensatory Fire Watch Implementation Without
NRC Approval

A Severity Level IV non-cited violation (NCV) of 10 CFR 50.48(a) and the Unit 2 and 3 Operating License Conditions
was identified for a change to the approved fire protection program (FPP) which removed the requirement to
implement fire watches for impaired fire protection systems and features. On October 23, 2002, the licensee
inappropriately used the fire protection license change process to revise the FPP to permit the removal of fire
suppression systems and/or fire rated barrier assemblies, necessary to satisfy the separation and suppression
requirements of 10 CFR 50, Appendix R, Section III.G, from service without compensatory measures being
implemented (i.e., fire watches being posted) in the affected plant area. The change could adversely affect the ability to
achieve and maintain safe shutdown (SSD) in the event of a severe fire in the affected area.

This issue was not assessed in accordance with the SDP but instead was assessed in accordance with guidance in
Sections IV.A.1 through IV.A.4 and Section IV.B of the NRC's Enforcement Policy. The issue was significant because
the licensee's change process for the FPP allowed this degraded condition to be accepted without prior NRC approval.
The inspectors concluded that this issue had a credible impact on safety because the licensee's failure to properly
evaluate the removal of fire watch posting requirements could adversely affect or degrade the ability for achieving and
maintaining SSD from the main control room, local shutdown stations, or alternate shutdown stations. However, the
inspectors determined that this finding was of very low significance because, based on an assessment of the impacts of
the identified fire protection features removed from service, the licensee's overall SSD capabilities in the affected fire
areas and related FPP features (fire brigade) remained adequate to achieve and maintain SSD conditions. Therefore,
this finding is characterized as Green.

Inspection Report# : 2003007 (pdf)

Mitigating Systems

Signiﬁcance:. Dec 27, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Maintenance Procedure for Control Rod Drive Pump 3A

Maintenance on Control Rod Drive pump 3A was conducted using an inadequate maintenance procedure. Work
practices were inconsistent with the vendor manual. Pump seal clearances were improperly set and during the post
maintenance test the pump seal rubbed sufficiently to cause sparking and damage of the new seal.

The inspectors identified a non-cited violation (NCV) (Self-Revealing) of 10 CFR Part 50, Appendix B, Section V,

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 04/22/2004
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Instructions, Procedures, and Drawings. The finding is greater than minor in that it affects the mitigating systems
cornerstone objective and degrades the attribute of equipment availability and reliability. The finding is of very low
safety significance based on the operation of the standby pump and all other mitigation systems were available during
the activity.

Inspection Report# : 2003005 (pdf)

Signiﬁcance:. Apr 05, 2003

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Inadequate work control process procedure and poor troubleshooting techniques resulted in the loss of the Unit
3 HPCL

Green. An inadequate work control authorization process procedure and poor trouble shooting techniques resulted in
the failure of Unit 3 High Pressure Coolant Injection System (HPCI). The procedure did not provide specific procedural
direction for assessing all possible impacts of the proposed work activity on the associated plant system.

A self-revealing non-cited violation of Technical Specification 5.4.1a was identified. This finding is greater than minor
because the loss of the HPCI system had an actual impact on safety in that an important mitigating system was not
available to respond to postulated events. The finding is of very low safety significance because all other mitigating
systems were available to provide core cooling injection.

Inspection Report# : 2003002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Miscellaneous

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 04/22/2004
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Significance: N/A Nov 21, 2003

Identified By: NRC

Item Type: FIN Finding

Browns Ferry PI&R Inspection Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to
quality. The licensee was effective at identifying problems at a low threshold to enter into the Corrective Action
Program (CAP). In general, the licensee consistently prioritized issues in accordance with their CAP and routinely
performed adequate evaluations that were technically accurate and of sufficient depth. However, minor problems were
identified related to thoroughness of CAP issue documentation and categorization of level D PERs for issues where
higher categorization may have been more consistent with the licensee's CAP requirements. The licensee's CAP
tracking program output reports were considered paper intensive and a contributor to inefficiencies identified in the
area of issue documentation and ability to perform efficient CAP trending.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective
actions developed for lower level root and contributing causes were generally timely, effective, and commensurate with
the safety-significance of the issue. Although the licensee incorporated a wide variety of root cause techniques, non-
uniform root cause report outputs resulted in a cumbersome process for personnel to ensure all contributing causes
were being adequately considered for broader corrective actions or extent of condition reviews.

The licensee's periodic self-assessments and audits were effective in identifying deficiencies in the CAP and covered
all areas of plant performance. Corrective actions for previous performance examples were being actively monitored
within self-assessments and audits of the CAP. Several identified repetitive deficiencies with the CAP that resulted in
the issuance of higher level CAP problem reports to address. Overall, the ability to perform self critical assessments
was considered an effective program attribute, especially when addressing repetitive human factor performance issues
where desired improvements were continuous in nature.

Site management was purposely active and involved in the CAP and focused appropriate attention on significant plant
issues. At the Management Review Committee (MRC) meetings, management made frequent modification of Problem
Evaluation Report (PER) priorities, PER descriptions, PER root cause determination techniques, and other items to
ensure CAP expectations were being implemented.

Based on review of the licensee's Concern Resolution Program and discussions conducted with plant employees from
various departments, the inspectors did not identify any reluctance to report safety concerns.

Initial reviews of the CAP for Unit 1 concluded that the licensee had established adequate processes and measures for
including Unit 1 into the CAP at Browns Ferry. Problem identification thresholds were sufficiently low and
management was actively involved in implementation of the program in order to instill consistent expectations and
improve program efficiencies. Trending of Unit 1 PERs was well established and recent data did not indicate any areas
of concern with the current Unit 1 recovery activities.

Inspection Report# : 2003008 (pdf)

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not
site-specific and involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee
Protection," in that the licensee did not select a former employee to a competitive position in the corporate chemistry
organization in 1996, due, at least in part, to his engagement in protected activities. On January 22, 2001, the licensee
denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On
June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

file://C:\RROP\NRR\OVERSIGHT\ASSESS\BF3\bf3 pim.html 04/22/2004
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Browns Ferry 3
1Q/2004 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Oct 03, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Changes Made to the Fire Protection Program Regarding Compensatory Fire Watch Implementation Without NRC Approval

A Severity Level IV non-cited violation (NCV) of 10 CFR 50.48(a) and the Unit 2 and 3 Operating License Conditions was identified for a
change to the approved fire protection program (FPP) which removed the requirement to implement fire watches for impaired fire protection
systems and features. On October 23, 2002, the licensee inappropriately used the fire protection license change process to revise the FPP to
permit the removal of fire suppression systems and/or fire rated barrier assemblies, necessary to satisfy the separation and suppression
requirements of 10 CFR 50, Appendix R, Section III.G, from service without compensatory measures being implemented (i.e., fire watches
being posted) in the affected plant area. The change could adversely affect the ability to achieve and maintain safe shutdown (SSD) in the event
of a severe fire in the affected area.

This issue was not assessed in accordance with the SDP but instead was assessed in accordance with guidance in Sections IV.A.1 through
IV.A.4 and Section IV.B of the NRC's Enforcement Policy. The issue was significant because the licensee's change process for the FPP
allowed this degraded condition to be accepted without prior NRC approval. The inspectors concluded that this issue had a credible impact on
safety because the licensee's failure to properly evaluate the removal of fire watch posting requirements could adversely affect or degrade the
ability for achieving and maintaining SSD from the main control room, local shutdown stations, or alternate shutdown stations. However, the
inspectors determined that this finding was of very low significance because, based on an assessment of the impacts of the identified fire
protection features removed from service, the licensee's overall SSD capabilities in the affected fire areas and related FPP features (fire
brigade) remained adequate to achieve and maintain SSD conditions. Therefore, this finding is characterized as Green.

Inspection Report# : 2003007 (pdf)

Mitigating Systems

Signiﬁcance:. Dec 27,2003

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Maintenance Procedure for Control Rod Drive Pump 3A

Maintenance on Control Rod Drive pump 3A was conducted using an inadequate maintenance procedure. Work practices were inconsistent
with the vendor manual. Pump seal clearances were improperly set and during the post maintenance test the pump seal rubbed sufficiently to
cause sparking and damage of the new seal.

The inspectors identified a non-cited violation (NCV) (Self-Revealing) of 10 CFR Part 50, Appendix B, Section V, Instructions, Procedures,
and Drawings. The finding is greater than minor in that it affects the mitigating systems cornerstone objective and degrades the attribute of
equipment availability and reliability. The finding is of very low safety significance based on the operation of the standby pump and all other
mitigation systems were available during the activity.

Inspection Report# : 2003005(pdf)

Signiﬁcance:. Apr 05, 2003

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Inadequate work control process procedure and poor troubleshooting techniques resulted in the loss of the Unit 3 HPCI.

Green. An inadequate work control authorization process procedure and poor trouble shooting techniques resulted in the failure of Unit 3 High
Pressure Coolant Injection System (HPCI). The procedure did not provide specific procedural direction for assessing all possible impacts of the
proposed work activity on the associated plant system.

A self-revealing non-cited violation of Technical Specification 5.4.1a was identified. This finding is greater than minor because the loss of the

07/14/2004
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HPCI system had an actual impact on safety in that an important mitigating system was not available to respond to postulated events. The
finding is of very low safety significance because all other mitigating systems were available to provide core cooling injection.

Inspection Report# : 2003002 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Significance:. Mar 27, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Ensure That ARMs Are Periodically Calibrated.

The inspectors identified a Non-Cited Violation of 10 CFR 20.1501(b) for failure to ensure that instruments and equipment used for
quantitative radiation measurements (e.g., area radiation monitors) were calibrated at an adequate periodicity for the radiation measured.

The inspectors determined that the licensee's failure to ensure that area radiation monitors were calibrated at an appropriate periodicity for the
radiation measured was a performance deficiency. This finding is greater than minor because it is associated with the Occupational Radiation
Safety Cornerstone and adversely affects the cornerstone objective attribute to ensure the adequate protection of worker health and safety from
exposure to radiation from radioactive material. The finding is of very low safety significance because there are other instrumentation and
means to identify degraded operation involving a radioactive material release, and no known operational event occurred during this period.
Inspection Report# : 2004002 (pdf)

Public Radiation Safety

Physical Protection

Miscellaneous

Significance: N/A Nov 21, 2003

Identified By: NRC

Item Type: FIN Finding

Browns Ferry PI&R Inspection Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. The licensee was
effective at identifying problems at a low threshold to enter into the Corrective Action Program (CAP). In general, the licensee consistently
prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were technically accurate and of sufficient
depth. However, minor problems were identified related to thoroughness of CAP issue documentation and categorization of level D PERs for
issues where higher categorization may have been more consistent with the licensee's CAP requirements. The licensee's CAP tracking program
output reports were considered paper intensive and a contributor to inefficiencies identified in the area of issue documentation and ability to
perform efficient CAP trending.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective actions developed for lower
level root and contributing causes were generally timely, effective, and commensurate with the safety-significance of the issue. Although the
licensee incorporated a wide variety of root cause techniques, non-uniform root cause report outputs resulted in a cumbersome process for

07/14/2004
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personnel to ensure all contributing causes were being adequately considered for broader corrective actions or extent of condition reviews.
The licensee's periodic self-assessments and audits were effective in identifying deficiencies in the CAP and covered all areas of plant
performance. Corrective actions for previous performance examples were being actively monitored within self-assessments and audits of the
CAP. Several identified repetitive deficiencies with the CAP that resulted in the issuance of higher level CAP problem reports to address.
Overall, the ability to perform self critical assessments was considered an effective program attribute, especially when addressing repetitive
human factor performance issues where desired improvements were continuous in nature.

Site management was purposely active and involved in the CAP and focused appropriate attention on significant plant issues. At the
Management Review Committee (MRC) meetings, management made frequent modification of Problem Evaluation Report (PER) priorities,
PER descriptions, PER root cause determination techniques, and other items to ensure CAP expectations were being implemented.

Based on review of the licensee's Concern Resolution Program and discussions conducted with plant employees from various departments, the
inspectors did not identify any reluctance to report safety concerns.

Initial reviews of the CAP for Unit 1 concluded that the licensee had established adequate processes and measures for including Unit 1 into the
CAP at Browns Ferry. Problem identification thresholds were sufficiently low and management was actively involved in implementation of the
program in order to instill consistent expectations and improve program efficiencies. Trending of Unit 1 PERs was well established and recent

data did not indicate any areas of concern with the current Unit 1 recovery activities.

Inspection Report# : 2003008 (pdf)

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a
former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected
activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the
civil penalty. On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Last modified : May 05, 2004
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Browns Ferry 3
2Q/2004 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Oct 03, 2003

Identified By: NRC

Item Type: NCV NonCited Violation

Changes Made to the Fire Protection Program Regarding Compensatory Fire Watch Implementation Without NRC Approval

A Severity Level IV non-cited violation (NCV) of 10 CFR 50.48(a) and the Unit 2 and 3 Operating License Conditions was identified for a change to
the approved fire protection program (FPP) which removed the requirement to implement fire watches for impaired fire protection systems and features.
On October 23, 2002, the licensee inappropriately used the fire protection license change process to revise the FPP to permit the removal of fire
suppression systems and/or fire rated barrier assemblies, necessary to satisfy the separation and suppression requirements of 10 CFR 50, Appendix R,
Section II1.G, from service without compensatory measures being implemented (i.e., fire watches being posted) in the affected plant area. The change
could adversely affect the ability to achieve and maintain safe shutdown (SSD) in the event of a severe fire in the affected area.

This issue was not assessed in accordance with the SDP but instead was assessed in accordance with guidance in Sections IV.A.1 through IV.A.4 and
Section IV.B of the NRC's Enforcement Policy. The issue was significant because the licensee's change process for the FPP allowed this degraded
condition to be accepted without prior NRC approval. The inspectors concluded that this issue had a credible impact on safety because the licensee's
failure to properly evaluate the removal of fire watch posting requirements could adversely affect or degrade the ability for achieving and maintaining
SSD from the main control room, local shutdown stations, or alternate shutdown stations. However, the inspectors determined that this finding was of
very low significance because, based on an assessment of the impacts of the identified fire protection features removed from service, the licensee's
overall SSD capabilities in the affected fire areas and related FPP features (fire brigade) remained adequate to achieve and maintain SSD conditions.
Therefore, this finding is characterized as Green.

Inspection Report# : 2003007 (pdf)

Mitigating Systems

Signiﬁcance:. Dec 27,2003

Identified By: NRC

[tem Type: NCV NonCited Violation

Inadequate Maintenance Procedure for Control Rod Drive Pump 3A

Maintenance on Control Rod Drive pump 3A was conducted using an inadequate maintenance procedure. Work practices were inconsistent with the
vendor manual. Pump seal clearances were improperly set and during the post maintenance test the pump seal rubbed sufficiently to cause sparking and
damage of the new seal.

The inspectors identified a non-cited violation (NCV) (Self-Revealing) of 10 CFR Part 50, Appendix B, Section V, Instructions, Procedures, and
Drawings. The finding is greater than minor in that it affects the mitigating systems cornerstone objective and degrades the attribute of equipment
availability and reliability. The finding is of very low safety significance based on the operation of the standby pump and all other mitigation systems
were available during the activity.

Inspection Report# : 2003005 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety
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Significance:. Mar 27, 2004

Identified By: NRC

[tem Type: NCV NonCited Violation

Failure to Ensure That ARMs Are Periodically Calibrated.

The inspectors identified a Non-Cited Violation of 10 CFR 20.1501(b) for failure to ensure that instruments and equipment used for quantitative
radiation measurements (e.g., area radiation monitors) were calibrated at an adequate periodicity for the radiation measured.

The inspectors determined that the licensee's failure to ensure that area radiation monitors were calibrated at an appropriate periodicity for the radiation
measured was a performance deficiency. This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone
and adversely affects the cornerstone objective attribute to ensure the adequate protection of worker health and safety from exposure to radiation from
radioactive material. The finding is of very low safety significance because there are other instrumentation and means to identify degraded operation
involving a radioactive material release, and no known operational event occurred during this period.

Inspection Report# : 2004002 (pdf)

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Nov 21, 2003

Identified By: NRC

Item Type: FIN Finding

Browns Ferry PI&R Inspection Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. The licensee was effective at
identifying problems at a low threshold to enter into the Corrective Action Program (CAP). In general, the licensee consistently prioritized issues in
accordance with their CAP and routinely performed adequate evaluations that were technically accurate and of sufficient depth. However, minor
problems were identified related to thoroughness of CAP issue documentation and categorization of level D PERs for issues where higher categorization
may have been more consistent with the licensee's CAP requirements. The licensee's CAP tracking program output reports were considered paper
intensive and a contributor to inefficiencies identified in the area of issue documentation and ability to perform efficient CAP trending.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective actions developed for lower level root
and contributing causes were generally timely, effective, and commensurate with the safety-significance of the issue. Although the licensee incorporated
a wide variety of root cause techniques, non-uniform root cause report outputs resulted in a cumbersome process for personnel to ensure all contributing
causes were being adequately considered for broader corrective actions or extent of condition reviews.

The licensee's periodic self-assessments and audits were effective in identifying deficiencies in the CAP and covered all areas of plant performance.
Corrective actions for previous performance examples were being actively monitored within self-assessments and audits of the CAP. Several identified
repetitive deficiencies with the CAP that resulted in the issuance of higher level CAP problem reports to address. Overall, the ability to perform self
critical assessments was considered an effective program attribute, especially when addressing repetitive human factor performance issues where
desired improvements were continuous in nature.

Site management was purposely active and involved in the CAP and focused appropriate attention on significant plant issues. At the Management
Review Committee (MRC) meetings, management made frequent modification of Problem Evaluation Report (PER) priorities, PER descriptions, PER
root cause determination techniques, and other items to ensure CAP expectations were being implemented.

Based on review of the licensee's Concern Resolution Program and discussions conducted with plant employees from various departments, the
inspectors did not identify any reluctance to report safety concerns.

Initial reviews of the CAP for Unit 1 concluded that the licensee had established adequate processes and measures for including Unit 1 into the CAP at
Browns Ferry. Problem identification thresholds were sufficiently low and management was actively involved in implementation of the program in
order to instill consistent expectations and improve program efficiencies. Trending of Unit 1 PERs was well established and recent data did not indicate
any areas of concern with the current Unit 1 recovery activities.

Inspection Report# : 2003008 (pdf)

Significance: SL-II Jun 23, 2001
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Identified By: NRC

[tem Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and involved
employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection,” in that the licensee did not select a former employee to
a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected activities. On January 22,
2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the civil penalty. On June 1, TVA
requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Last modified : September 08, 2004
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Browns Ferry 3
3Q/2004 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Oct 03,2003

Identified By: NRC

Item Type: NCV NonCited Violation

Changes Made to the Fire Protection Program Regarding Compensatory Fire Watch Implementation Without NRC Approval

A Severity Level IV non-cited violation (NCV) of 10 CFR 50.48(a) and the Unit 2 and 3 Operating License Conditions was identified for a
change to the approved fire protection program (FPP) which removed the requirement to implement fire watches for impaired fire protection
systems and features. On October 23, 2002, the licensee inappropriately used the fire protection license change process to revise the FPP to
permit the removal of fire suppression systems and/or fire rated barrier assemblies, necessary to satisfy the separation and suppression
requirements of 10 CFR 50, Appendix R, Section III.G, from service without compensatory measures being implemented (i.e., fire watches
being posted) in the affected plant area. The change could adversely affect the ability to achieve and maintain safe shutdown (SSD) in the event
of a severe fire in the affected area.

This issue was not assessed in accordance with the SDP but instead was assessed in accordance with guidance in Sections I[V.A.1 through
IV.A.4 and Section IV.B of the NRC's Enforcement Policy. The issue was significant because the licensee's change process for the FPP
allowed this degraded condition to be accepted without prior NRC approval. The inspectors concluded that this issue had a credible impact on
safety because the licensee's failure to properly evaluate the removal of fire watch posting requirements could adversely affect or degrade the
ability for achieving and maintaining SSD from the main control room, local shutdown stations, or alternate shutdown stations. However, the
inspectors determined that this finding was of very low significance because, based on an assessment of the impacts of the identified fire
protection features removed from service, the licensee's overall SSD capabilities in the affected fire areas and related FPP features (fire
brigade) remained adequate to achieve and maintain SSD conditions. Therefore, this finding is characterized as Green.

Inspection Report# : 2003007 (pdf)

Mitigating Systems

Significance:. Dec 27,2003

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Maintenance Procedure for Control Rod Drive Pump 3A

Maintenance on Control Rod Drive pump 3A was conducted using an inadequate maintenance procedure. Work practices were inconsistent
with the vendor manual. Pump seal clearances were improperly set and during the post maintenance test the pump seal rubbed sufficiently to
cause sparking and damage of the new seal.

The inspectors identified a non-cited violation (NCV) (Self-Revealing) of 10 CFR Part 50, Appendix B, Section V, Instructions, Procedures,
and Drawings. The finding is greater than minor in that it affects the mitigating systems cornerstone objective and degrades the attribute of
equipment availability and reliability. The finding is of very low safety significance based on the operation of the standby pump and all other
mitigation systems were available during the activity.

Inspection Report# : 2003005 (pdf)

Barrier Integrity

Emergency Preparedness
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Occupational Radiation Safety

Signiﬁcance:. Sep 25, 2004

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Implement Adequate Engineering Controls for Airborne Radioactive Material

A self-revealing NCV of 10 CFR 20.1701 was identified for failure to implement adequate engineering controls to limit airborne radioactivity
stemming from decontamination activities for the 1C Reactor Water Cleanup (RWCU) Regenerative Heat Exchanger. Specifically, the High
Efficiency Particulate Air (HEPA) filtration unit being used during the evolution did not have a HEPA filter cartridge. In addition, the HEPA
filtration unit used during this evolution had been selected from the station's common pool of HEPA units. Consequently, this type of event
could have occurred on Unit 2 or Unit 3 had the unit been selected for use on one of the other two units.

This finding is more than minor because it adversely affects the Occupational Radiation Safety cornerstone objective to ensure the adequate
protection of worker health and safety from exposure to radiation from radioactive materials and the attribute of having adequate programs and
processes for contamination control. The finding is of very low safety significance because the licensee's three-year rolling average for
collective dose is less than 240 person-rem.

Inspection Report# : 2004004 (pdf)

Significance:. Mar 27, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Ensure That ARMs Are Periodically Calibrated.

The inspectors identified a Non-Cited Violation of 10 CFR 20.1501(b) for failure to ensure that instruments and equipment used for
quantitative radiation measurements (e.g., area radiation monitors) were calibrated at an adequate periodicity for the radiation measured.

The inspectors determined that the licensee's failure to ensure that area radiation monitors were calibrated at an appropriate periodicity for the
radiation measured was a performance deficiency. This finding is greater than minor because it is associated with the Occupational Radiation
Safety Cornerstone and adversely affects the cornerstone objective attribute to ensure the adequate protection of worker health and safety from
exposure to radiation from radioactive material. The finding is of very low safety significance because there are other instrumentation and
means to identify degraded operation involving a radioactive material release, and no known operational event occurred during this period.
Inspection Report# : 2004002 (pdf)

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Nov 21, 2003

Identified By: NRC

Item Type: FIN Finding

Browns Ferry PI&R Inspection Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. The licensee was
effective at identifying problems at a low threshold to enter into the Corrective Action Program (CAP). In general, the licensee consistently
prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were technically accurate and of sufficient
depth. However, minor problems were identified related to thoroughness of CAP issue documentation and categorization of level D PERs for
issues where higher categorization may have been more consistent with the licensee's CAP requirements. The licensee's CAP tracking program
output reports were considered paper intensive and a contributor to inefficiencies identified in the area of issue documentation and ability to
perform efficient CAP trending.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective actions developed for lower
level root and contributing causes were generally timely, effective, and commensurate with the safety-significance of the issue. Although the
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licensee incorporated a wide variety of root cause techniques, non-uniform root cause report outputs resulted in a cumbersome process for
personnel to ensure all contributing causes were being adequately considered for broader corrective actions or extent of condition reviews.
The licensee's periodic self-assessments and audits were effective in identifying deficiencies in the CAP and covered all areas of plant
performance. Corrective actions for previous performance examples were being actively monitored within self-assessments and audits of the
CAP. Several identified repetitive deficiencies with the CAP that resulted in the issuance of higher level CAP problem reports to address.
Overall, the ability to perform self critical assessments was considered an effective program attribute, especially when addressing repetitive
human factor performance issues where desired improvements were continuous in nature.

Site management was purposely active and involved in the CAP and focused appropriate attention on significant plant issues. At the
Management Review Committee (MRC) meetings, management made frequent modification of Problem Evaluation Report (PER) priorities,
PER descriptions, PER root cause determination techniques, and other items to ensure CAP expectations were being implemented.

Based on review of the licensee's Concern Resolution Program and discussions conducted with plant employees from various departments, the
inspectors did not identify any reluctance to report safety concerns.

Initial reviews of the CAP for Unit 1 concluded that the licensee had established adequate processes and measures for including Unit 1 into the
CAP at Browns Ferry. Problem identification thresholds were sufficiently low and management was actively involved in implementation of the
program in order to instill consistent expectations and improve program efficiencies. Trending of Unit 1 PERs was well established and recent

data did not indicate any areas of concern with the current Unit 1 recovery activities.

Inspection Report# : 2003008 (pdf)

Significance: SL-II Jun 23, 2001

Identified By: NRC

Item Type: VIO Violation

EMPLOYEE PROTECTED ACTIVITY

On February 7, 2000, a Severity Level II violation with civil penalty was issued to the licensee. The violation was not site-specific and
involved employment discrimination contrary to the requirements of 10 CFR 50.7, "Employee Protection," in that the licensee did not select a
former employee to a competitive position in the corporate chemistry organization in 1996, due, at least in part, to his engagement in protected
activities. On January 22, 2001, the licensee denied the violation and on May 4, an Order was issued sustaining the violation and imposing the
civil penalty. On June 1, TVA requested an enforcement hearing on the Order.

Inspection Report# : 2001002 (pdf)

Last modified : December 29, 2004
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Browns Ferry 3
4Q/2004 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Dec 31, 2004

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Inadequate Procedures and Poor Human Performance Resulted in a Drop of the Reactor Building Crane Trolley.

A self-revealing NCV was identified for the licensee's failure to comply with 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures
and Drawings. As a result of inadequate procedures and poor human performance, a Reactor Building crane trolley was dropped approximately
four feet onto the refuel floor while being rigged.

This finding is greater than minor because it is associated with program and process attributes and affected the objective of the Reactor
Safety/Initiating Event Cornerstone to limit the likelihood of those events that upset plant stability and challenge critical safety functions during
at power operations. In addition, if left uncorrected, this finding would result in a more significant safety concern. This finding was determined
to be a finding of very low safety significance because no initiating event or transient actually occurred, there was no permanent structural
damage to the refuel floor, there was no functional degradation, and mitigating capability was not affected. The cause of the finding is related
to the cross-cutting element of human performance.

Inspection Report# : 2004005(pdf)

Mitigating Systems

Significance:. Dec 31, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Demonstrate that the RMOYV Board 1B Performance Was Effectively Controlled per 10 CFR 50.65 (a)(2).

The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) for failing to demonstrate that the performance of the Reactor Motor-
Operated Valve (RMOV) Board 1B was being effectively controlled through the performance of appropriate preventive maintenance such that
the system remained capable of performing its intended function. As a result, after it exceeded its Maintenance Rule a(2) performance criteria,
the licensee had not established goals nor monitored the performance of the RMOV Board 1B per 10 CFR 50.65a(1).

This finding is more than minor because it affected the reliability objective of the Equipment Performance attribute under the Mitigating
Systems Cornerstone. The finding is of very low safety significance because there was no design deficiency, the equipment affected by the

board failure either failed in a safe manner or had its redundant equipment functional.

Inspection Report# : 2004005 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Significance:. Sep 25, 2004
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Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Implement Adequate Engineering Controls for Airborne Radioactive Material

A self-revealing NCV of 10 CFR 20.1701 was identified for failure to implement adequate engineering controls to limit airborne radioactivity
stemming from decontamination activities for the 1C Reactor Water Cleanup (RWCU) Regenerative Heat Exchanger. Specifically, the High
Efficiency Particulate Air (HEPA) filtration unit being used during the evolution did not have a HEPA filter cartridge. In addition, the HEPA
filtration unit used during this evolution had been selected from the station's common pool of HEPA units. Consequently, this type of event
could have occurred on Unit 2 or Unit 3 had the unit been selected for use on one of the other two units.

This finding is more than minor because it adversely affects the Occupational Radiation Safety cornerstone objective to ensure the adequate
protection of worker health and safety from exposure to radiation from radioactive materials and the attribute of having adequate programs and
processes for contamination control. The finding is of very low safety significance because the licensee's three-year rolling average for
collective dose is less than 240 person-rem.

Inspection Report# : 2004004 (pdf)

Signiﬁcance:. Mar 27, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Ensure That ARMs Are Periodically Calibrated.

The inspectors identified a Non-Cited Violation of 10 CFR 20.1501(b) for failure to ensure that instruments and equipment used for
quantitative radiation measurements (e.g., area radiation monitors) were calibrated at an adequate periodicity for the radiation measured.

The inspectors determined that the licensee's failure to ensure that area radiation monitors were calibrated at an appropriate periodicity for the
radiation measured was a performance deficiency. This finding is greater than minor because it is associated with the Occupational Radiation
Safety Cornerstone and adversely affects the cornerstone objective attribute to ensure the adequate protection of worker health and safety from
exposure to radiation from radioactive material. The finding is of very low safety significance because there are other instrumentation and
means to identify degraded operation involving a radioactive material release, and no known operational event occurred during this period.
Inspection Report# : 2004002 (pdf)

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Last modified : March 09, 2005
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Browns Ferry 3
1Q/2005 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Mar 31, 2005

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Follow Clearance Tag Procedure Results in a Reactor Scram

Green. A self-revealing NCV was identified for the failure to comply with Unit 3 Technical Specification 5.4.1, Procedures, specifically SPP-
10.2, Clearance Program. As a result of failing to correctly implement the procedure during switchyard tagging removal, a Unit 3 reactor scram
occurred.

This finding is greater than minor because it affected the human performance attribute of the Initiating Events Cornerstone to limit the
likelihood of those events that upset plant stability and challenge critical safety functions during at-power operations. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because all plant systems operated as designed
following the scram. This finding involved the cross-cutting aspect of Human Performance.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Dec 31, 2004

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Inadequate Procedures and Poor Human Performance Resulted in a Drop of the Reactor Building Crane Trolley.

A self-revealing NCV was identified for the licensee's failure to comply with 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures
and Drawings. As a result of inadequate procedures and poor human performance, a Reactor Building crane trolley was dropped approximately
four feet onto the refuel floor while being rigged.

This finding is greater than minor because it is associated with program and process attributes and affected the objective of the Reactor
Safety/Initiating Event Cornerstone to limit the likelihood of those events that upset plant stability and challenge critical safety functions during
at power operations. In addition, if left uncorrected, this finding would result in a more significant safety concern. This finding was determined
to be a finding of very low safety significance because no initiating event or transient actually occurred, there was no permanent structural
damage to the refuel floor, there was no functional degradation, and mitigating capability was not affected. The cause of the finding is related
to the cross-cutting element of human performance.

Inspection Report# : 2004005(pdf)

Mitigating Systems

Significance:. Mar 31, 2005

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Adequately Implement the Inservice Testing Program.

Green. A self-revealing NCV was identified for the Failure to Comply with Unit 3 TS 5.5.6, Inservice Testing Program, specifically 3-SI-3.2.3,
Testing ASME Section XI Check Valves. As a result of failing to follow procedures, a common cause failure was not addressed, resulting in
Unit 2 operating with multiple stuck open Service Water inlet check valves to Residual Heat Removal (RHR) Heat Exchangers for a period of
time in excess of one year.

This finding is greater than minor because it affected the equipment performance attribute of the Mitigating Systems Cornerstone to ensure the
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because the accident analysis did not specifically
credit the closure function of these check valves. However, 10 CFR 50.55a required, in part, that both opening and closing functions be
demonstrated even when the close function is not credited. The cause of this finding involved the cross-cutting aspect of Human Performance
due to the failure to properly follow the written guidance of the surveillance instruction.

Inspection Report# : 2005002 (pdf)
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Signiﬁcance:. Dec 31, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Demonstrate that the RMOYV Board 1B Performance Was Effectively Controlled per 10 CFR 50.65 (a)(2).

The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) for failing to demonstrate that the performance of the Reactor Motor-
Operated Valve (RMOV) Board 1B was being effectively controlled through the performance of appropriate preventive maintenance such that
the system remained capable of performing its intended function. As a result, after it exceeded its Maintenance Rule a(2) performance criteria,
the licensee had not established goals nor monitored the performance of the RMOV Board 1B per 10 CFR 50.65a(1).

This finding is more than minor because it affected the reliability objective of the Equipment Performance attribute under the Mitigating
Systems Cornerstone. The finding is of very low safety significance because there was no design deficiency, the equipment affected by the

board failure either failed in a safe manner or had its redundant equipment functional.

Inspection Report# : 2004005 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Signiﬁcance:. Sep 25, 2004

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Implement Adequate Engineering Controls for Airborne Radioactive Material

A self-revealing NCV of 10 CFR 20.1701 was identified for failure to implement adequate engineering controls to limit airborne radioactivity
stemming from decontamination activities for the 1C Reactor Water Cleanup (RWCU) Regenerative Heat Exchanger. Specifically, the High
Efficiency Particulate Air (HEPA) filtration unit being used during the evolution did not have a HEPA filter cartridge. In addition, the HEPA
filtration unit used during this evolution had been selected from the station's common pool of HEPA units. Consequently, this type of event
could have occurred on Unit 2 or Unit 3 had the unit been selected for use on one of the other two units.

This finding is more than minor because it adversely affects the Occupational Radiation Safety cornerstone objective to ensure the adequate
protection of worker health and safety from exposure to radiation from radioactive materials and the attribute of having adequate programs and
processes for contamination control. The finding is of very low safety significance because the licensee's three-year rolling average for
collective dose is less than 240 person-rem.

Inspection Report# : 2004004 (pdf)

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous
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Browns Ferry 3
2Q/2005 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Mar 31, 2005

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Follow Clearance Tag Procedure Results in a Reactor Scram

Green. A self-revealing NCV was identified for the failure to comply with Unit 3 Technical Specification 5.4.1, Procedures, specifically SPP-
10.2, Clearance Program. As a result of failing to correctly implement the procedure during switchyard tagging removal, a Unit 3 reactor scram
occurred.

This finding is greater than minor because it affected the human performance attribute of the Initiating Events Cornerstone to limit the
likelihood of those events that upset plant stability and challenge critical safety functions during at-power operations. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because all plant systems operated as designed
following the scram. This finding involved the cross-cutting aspect of Human Performance.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Dec 31, 2004

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Inadequate Procedures and Poor Human Performance Resulted in a Drop of the Reactor Building Crane Trolley.

A self-revealing NCV was identified for the licensee's failure to comply with 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures
and Drawings. As a result of inadequate procedures and poor human performance, a Reactor Building crane trolley was dropped approximately
four feet onto the refuel floor while being rigged.

This finding is greater than minor because it is associated with program and process attributes and affected the objective of the Reactor
Safety/Initiating Event Cornerstone to limit the likelihood of those events that upset plant stability and challenge critical safety functions during
at power operations. In addition, if left uncorrected, this finding would result in a more significant safety concern. This finding was determined
to be a finding of very low safety significance because no initiating event or transient actually occurred, there was no permanent structural
damage to the refuel floor, there was no functional degradation, and mitigating capability was not affected. The cause of the finding is related
to the cross-cutting element of human performance.

Inspection Report# : 2004005(pdf)

Mitigating Systems

Significance:. Mar 31, 2005

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Adequately Implement the Inservice Testing Program.

Green. A self-revealing NCV was identified for the Failure to Comply with Unit 3 TS 5.5.6, Inservice Testing Program, specifically 3-SI-3.2.3,
Testing ASME Section XI Check Valves. As a result of failing to follow procedures, a common cause failure was not addressed, resulting in
Unit 2 operating with multiple stuck open Service Water inlet check valves to Residual Heat Removal (RHR) Heat Exchangers for a period of
time in excess of one year.

This finding is greater than minor because it affected the equipment performance attribute of the Mitigating Systems Cornerstone to ensure the
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because the accident analysis did not specifically
credit the closure function of these check valves. However, 10 CFR 50.55a required, in part, that both opening and closing functions be
demonstrated even when the close function is not credited. The cause of this finding involved the cross-cutting aspect of Human Performance
due to the failure to properly follow the written guidance of the surveillance instruction.

Inspection Report# : 2005002 (pdf)
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Signiﬁcance:. Dec 31, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Demonstrate that the RMOYV Board 1B Performance Was Effectively Controlled per 10 CFR 50.65 (a)(2).

The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) for failing to demonstrate that the performance of the Reactor Motor-
Operated Valve (RMOV) Board 1B was being effectively controlled through the performance of appropriate preventive maintenance such that
the system remained capable of performing its intended function. As a result, after it exceeded its Maintenance Rule a(2) performance criteria,
the licensee had not established goals nor monitored the performance of the RMOV Board 1B per 10 CFR 50.65a(1).

This finding is more than minor because it affected the reliability objective of the Equipment Performance attribute under the Mitigating
Systems Cornerstone. The finding is of very low safety significance because there was no design deficiency, the equipment affected by the

board failure either failed in a safe manner or had its redundant equipment functional.

Inspection Report# : 2004005 (pdf)

Barrier Integrity

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Untimely and Ineffective Corrective Actions To Ensure RHR Keep Fill Containment Isolation Valves Fulfill Their Safety Function Per
10 CFR 50.65 (a)(1)

The inspectors identified a non-cited violation of 10CFR50.65(a)(1) in which the licensee has failed to implement timely and effective
corrective actions to preclude multiple, repetitive failures of containment isolation valves in the Unit 2 and 3 Residual Heat Removal (RHR)
Keep Fill System. These failures ultimately resulted in the failure of two containment isolation valves simultaneously for the same penetration,
which created an open pathway from containment and a consequential loss of the maintenance rule safety function. Licensee monitoring and
corrective actions per 10 CFR 50.65(a)(1) were ineffective at ensuring that containment isolation valves in the RHR Keep Fill System were
capable of performing their intended safety function.

The finding is greater than minor because if left uncorrected it would become a more significant safety concern and because it affected the
Containment Isolation SSC Reliability objective of the SSC and Barrier Performance attribute under the Barrier Integrity Cornerstone. The
finding was assessed using the SDP, Manual Chapter 0609, Appendix H, Table 4.1. This assessment determined the finding to be of very low
safety significance because, in the case of the most consequential containment isolation valve failures, the associated pathway was a small (i.e.,
2-inch) line and would not have significantly contributed to Large Early Release Frequency (LERF). This finding had cross-cutting aspects
associated with Problem Identification and Resolution.

Inspection Report# : 2005003 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Signiﬁcance:. Jun 30, 2005

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Two Examples of Failure to Comply with Radiation Work Permit Requirements

The inspectors reviewed two examples of a self-revealing, non-cited violation of TS 5.4.1 for the failure of workers to comply with radiation
work permit (RWP) requirements. The first example occurred on March 22, 2004, when an operator entered a posted high radiation area on an
RWP that did not allow entry into high radiation areas. The operator received a electronic dosimeter dose rate alarm. Radiation dose rates in the
area were 600 mrem per hour on contact and 300 mrem per hour at 30 cm from the radiation source. The second example occurred on October
4, 2004, when a craft worker entered an area in the overhead, greater than 6 feet, of the Unit 1 reactor building 593-foot elevation without
contacting radiation protection personnel as required by the RWP. The worker did not review the planned work with radiation protection
personnel prior to entry and did not monitor electronic dosimetry prior to reaching the dose alarm setpoint. A survey of the overhead area
indicated dose rates of 200 mrem per hour on contact, 60 mrem per hour at 30 cm, and 25 mrem per hour general area from overhead piping.
The finding is greater than minor because it was associated with the Occupational Radiation Safety cornerstone attribute of program and
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process and it affected the associated cornerstone objective to ensure adequate protection of worker health and safety from exposure to
radiation. Using the Occupational Radiation Safety Significance Determination Process, the finding was determined to be of very low safety
significance because it did not involve (1) ALARA planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or
(4) an impaired ability to assess dose. In addition, this finding had cross-cutting aspects associated with human performance when personnel
failed to follow radiation work permit instructions.

Inspection Report# : 2005003 (pdf)

Signiﬁcance:. Nov 24, 2004

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Barricade, Conspicuously Post, and Control a High Radiation Area

The inspectors reviewed a self-revealing, non-cited violation of TS 5.7.1 resulting when operations personnel failed to inform radiation
protection personnel of the operation of the waste backwash transfer pump which caused an increase in dose rates to high radiation area levels.
Specifically, on November 24, 2004, a radwaste operator received an electronic dosimeter dose rate alarm when he entered the waste surge and
collector pump room on the 546-foot elevation of the radwaste building. The operator entered an area with dose rates of 159 mrem per hour and
received a dose of 5 mrem from the entry. A survey of the area showed contact dose rates with overhead piping were as high as 2500 mrem per
hour, with general area dose rates of 300 mrem per hour.

The finding is greater than minor because it is associated with the Occupational Radiation Safety cornerstone attribute of exposure control and
it affected the associated cornerstone objective to ensure the adequate protection of worker health and safety from exposure to radiation. Using
the Occupational Radiation Safety Significance Determination Process, the finding was determined to be of very low safety significance
because it did not involve: (1) ALARA planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an
impaired ability to assess dose. The cause of this finding had cross-cutting aspects associated with human performance.

Inspection Report# : 2005003 (pdf)

Signiﬁcance:. Sep 25, 2004

Identified By: Self Disclosing

Item Type: NCV NonCited Violation

Failure to Implement Adequate Engineering Controls for Airborne Radioactive Material

A self-revealing NCV of 10 CFR 20.1701 was identified for failure to implement adequate engineering controls to limit airborne radioactivity
stemming from decontamination activities for the 1C Reactor Water Cleanup (RWCU) Regenerative Heat Exchanger. Specifically, the High
Efficiency Particulate Air (HEPA) filtration unit being used during the evolution did not have a HEPA filter cartridge. In addition, the HEPA
filtration unit used during this evolution had been selected from the station's common pool of HEPA units. Consequently, this type of event
could have occurred on Unit 2 or Unit 3 had the unit been selected for use on one of the other two units.

This finding is more than minor because it adversely affects the Occupational Radiation Safety cornerstone objective to ensure the adequate
protection of worker health and safety from exposure to radiation from radioactive materials and the attribute of having adequate programs and
processes for contamination control. The finding is of very low safety significance because the licensee's three-year rolling average for
collective dose is less than 240 person-rem.

Inspection Report# : 2004004 (pdf)

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Last modified : August 24, 2005
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Browns Ferry 3
3Q/2005 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Mar 31, 2005

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Follow Clearance Tag Procedure Results in a Reactor Scram

Green. A self-revealing NCV was identified for the failure to comply with Unit 3 Technical Specification 5.4.1, Procedures, specifically SPP-
10.2, Clearance Program. As a result of failing to correctly implement the procedure during switchyard tagging removal, a Unit 3 reactor scram
occurred.

This finding is greater than minor because it affected the human performance attribute of the Initiating Events Cornerstone to limit the
likelihood of those events that upset plant stability and challenge critical safety functions during at-power operations. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because all plant systems operated as designed
following the scram. This finding involved the cross-cutting aspect of Human Performance.

Inspection Report# : 2005002 (pdf)

Signiﬁcance:. Dec 31, 2004

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Inadequate Procedures and Poor Human Performance Resulted in a Drop of the Reactor Building Crane Trolley.

A self-revealing NCV was identified for the licensee's failure to comply with 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures
and Drawings. As a result of inadequate procedures and poor human performance, a Reactor Building crane trolley was dropped approximately
four feet onto the refuel floor while being rigged.

This finding is greater than minor because it is associated with program and process attributes and affected the objective of the Reactor
Safety/Initiating Event Cornerstone to limit the likelihood of those events that upset plant stability and challenge critical safety functions during
at power operations. In addition, if left uncorrected, this finding would result in a more significant safety concern. This finding was determined
to be a finding of very low safety significance because no initiating event or transient actually occurred, there was no permanent structural
damage to the refuel floor, there was no functional degradation, and mitigating capability was not affected. The cause of the finding is related
to the cross-cutting element of human performance.

Inspection Report# : 2004005(pdf)

Mitigating Systems

Significance:. Mar 31, 2005

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Adequately Implement the Inservice Testing Program.

Green. A self-revealing NCV was identified for the Failure to Comply with Unit 3 TS 5.5.6, Inservice Testing Program, specifically 3-SI-3.2.3,
Testing ASME Section XI Check Valves. As a result of failing to follow procedures, a common cause failure was not addressed, resulting in
Unit 2 operating with multiple stuck open Service Water inlet check valves to Residual Heat Removal (RHR) Heat Exchangers for a period of
time in excess of one year.

This finding is greater than minor because it affected the equipment performance attribute of the Mitigating Systems Cornerstone to ensure the
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because the accident analysis did not specifically
credit the closure function of these check valves. However, 10 CFR 50.55a required, in part, that both opening and closing functions be
demonstrated even when the close function is not credited. The cause of this finding involved the cross-cutting aspect of Human Performance
due to the failure to properly follow the written guidance of the surveillance instruction.

Inspection Report# : 2005002 (pdf)



3Q/2005 Inspection Findings - Browns Ferry 3 Page 2 of 3

Signiﬁcance:. Dec 31, 2004

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Demonstrate that the RMOYV Board 1B Performance Was Effectively Controlled per 10 CFR 50.65 (a)(2).

The inspectors identified an NCV of 10 CFR 50.65 (Maintenance Rule) for failing to demonstrate that the performance of the Reactor Motor-
Operated Valve (RMOV) Board 1B was being effectively controlled through the performance of appropriate preventive maintenance such that
the system remained capable of performing its intended function. As a result, after it exceeded its Maintenance Rule a(2) performance criteria,
the licensee had not established goals nor monitored the performance of the RMOV Board 1B per 10 CFR 50.65a(1).

This finding is more than minor because it affected the reliability objective of the Equipment Performance attribute under the Mitigating
Systems Cornerstone. The finding is of very low safety significance because there was no design deficiency, the equipment affected by the

board failure either failed in a safe manner or had its redundant equipment functional.

Inspection Report# : 2004005 (pdf)

Barrier Integrity

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Untimely and Ineffective Corrective Actions To Ensure RHR Keep Fill Containment Isolation Valves Fulfill Their Safety Function Per
10 CFR 50.65 (a)(1)

The inspectors identified a non-cited violation of 10CFR50.65(a)(1) in which the licensee has failed to implement timely and effective
corrective actions to preclude multiple, repetitive failures of containment isolation valves in the Unit 2 and 3 Residual Heat Removal (RHR)
Keep Fill System. These failures ultimately resulted in the failure of two containment isolation valves simultaneously for the same penetration,
which created an open pathway from containment and a consequential loss of the maintenance rule safety function. Licensee monitoring and
corrective actions per 10 CFR 50.65(a)(1) were ineffective at ensuring that containment isolation valves in the RHR Keep Fill System were
capable of performing their intended safety function.

The finding is greater than minor because if left uncorrected it would become a more significant safety concern and because it affected the
Containment Isolation SSC Reliability objective of the SSC and Barrier Performance attribute under the Barrier Integrity Cornerstone. The
finding was assessed using the SDP, Manual Chapter 0609, Appendix H, Table 4.1. This assessment determined the finding to be of very low
safety significance because, in the case of the most consequential containment isolation valve failures, the associated pathway was a small (i.e.,
2-inch) line and would not have significantly contributed to Large Early Release Frequency (LERF). This finding had cross-cutting aspects
associated with Problem Identification and Resolution.

Inspection Report# : 2005003 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Signiﬁcance:. Jun 30, 2005

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Two Examples of Failure to Comply with Radiation Work Permit Requirements

The inspectors reviewed two examples of a self-revealing, non-cited violation of TS 5.4.1 for the failure of workers to comply with radiation
work permit (RWP) requirements. The first example occurred on March 22, 2004, when an operator entered a posted high radiation area on an
RWP that did not allow entry into high radiation areas. The operator received a electronic dosimeter dose rate alarm. Radiation dose rates in the
area were 600 mrem per hour on contact and 300 mrem per hour at 30 cm from the radiation source. The second example occurred on October
4, 2004, when a craft worker entered an area in the overhead, greater than 6 feet, of the Unit 1 reactor building 593-foot elevation without
contacting radiation protection personnel as required by the RWP. The worker did not review the planned work with radiation protection
personnel prior to entry and did not monitor electronic dosimetry prior to reaching the dose alarm setpoint. A survey of the overhead area
indicated dose rates of 200 mrem per hour on contact, 60 mrem per hour at 30 cm, and 25 mrem per hour general area from overhead piping.
The finding is greater than minor because it was associated with the Occupational Radiation Safety cornerstone attribute of program and
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process and it affected the associated cornerstone objective to ensure adequate protection of worker health and safety from exposure to
radiation. Using the Occupational Radiation Safety Significance Determination Process, the finding was determined to be of very low safety
significance because it did not involve (1) ALARA planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or
(4) an impaired ability to assess dose. In addition, this finding had cross-cutting aspects associated with human performance when personnel
failed to follow radiation work permit instructions.

Inspection Report# : 2005003 (pdf)

Signiﬁcance:. Nov 24, 2004

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Barricade, Conspicuously Post, and Control a High Radiation Area

The inspectors reviewed a self-revealing, non-cited violation of TS 5.7.1 resulting when operations personnel failed to inform radiation
protection personnel of the operation of the waste backwash transfer pump which caused an increase in dose rates to high radiation area levels.
Specifically, on November 24, 2004, a radwaste operator received an electronic dosimeter dose rate alarm when he entered the waste surge and
collector pump room on the 546-foot elevation of the radwaste building. The operator entered an area with dose rates of 159 mrem per hour and
received a dose of 5 mrem from the entry. A survey of the area showed contact dose rates with overhead piping were as high as 2500 mrem per
hour, with general area dose rates of 300 mrem per hour.

The finding is greater than minor because it is associated with the Occupational Radiation Safety cornerstone attribute of exposure control and
it affected the associated cornerstone objective to ensure the adequate protection of worker health and safety from exposure to radiation. Using
the Occupational Radiation Safety Significance Determination Process, the finding was determined to be of very low safety significance
because it did not involve: (1) ALARA planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or (4) an
impaired ability to assess dose. The cause of this finding had cross-cutting aspects associated with human performance.

Inspection Report# : 2005003 (pdf)

Signiﬁcance:. Feb 04, 2004

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Control a High Radiation Area with Dose Rates Greater than 1.0 Rem Per Hour

The inspectors reviewed a self-revealing, non-cited violation of Technical Specification (TS) 5.7.2 resulting from the licensee's failure to
properly control a high radiation area with dose rates greater than 1.0 rem per hour at 30 centimeters (cm) from the source. Specifically, on
February 5, 2004, an operator entered the waste backwash transfer pump room on the 546-foot elevation of the radwaste building and received
a electronic dosimeter dose rate alarm. A survey of the area identified dose rates of 10,000 millirem (mrem) per hour on contact and 1500
mrem per hour at 30 cm on a section of pipe. The area was immediately controlled as a locked high radiation area.

The finding is greater than minor because it is associated with the Occupational Radiation Safety cornerstone attribute of exposure control and
it affected the associated cornerstone objective to ensure the adequate protection of worker health and safety from exposure to radiation. Using
the Occupational Radiation Safety Significance Determination Process, the finding was determined to be of very low safety significance
because it did not involve: (1) As Low As Reasonably Achievable (ALARA) planning and controls, (2) an overexposure, (3) a substantial
potential for overexposure, or (4) an impaired ability to assess dose.

Inspection Report# : 2005003 (pdf)

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Last modified : November 30, 2005
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Browns Ferry 3
4Q/2005 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

Requalification Program Simulator Exam Grading Error Resulted In Unidentified Individual Failure

Green. The inspectors identified a finding for licensee grading errors which resulted in a failure to identify an individual performance issue that
would have resulted in an operational test failure during a biennial operating test requalification examination.

The finding is more than minor because if left uncorrected, it would allow less-than-competent operators to continue licensed duties and it
affected the human performance attribute of the Initiating Event Cornerstone. The inspectors evaluated the finding using MC 0609,
Significance Determination Process, Appendix I. Using the Operator Requalification Human Performance SDP flow chart, the finding involved
the licensee's grading of an exam, in which the licensee failed to identify an individual performance issue which would have resulted in an
operational test failure. Per the SDP flowchart, this finding is of low safety significance because it is likely that a single operator's potential
error would be prevented or mitigated by the rest of the crew. (Section 1R11)

Inspection Report# : 2005005(pdf)

Signiﬁcance:. Nov 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Three Examples of Inadequate Implementation of Corrective Actions

The inspectors identified a finding involving a non-cited violation (NCV), with three examples, of 10 CFR 50, Appendix B, Criterion XVI, for
inadequate implementation of corrective actions for two previously identified NCVs. The previous NCVs were associated with rigging
deficiencies that resulted in the drop of a Reactor Building crane trolley and with a human performance error that resulted in the loss of a 480-
volt Shutdown Board and inadvertent start of emergency equipment.

The finding was more than minor because it is associated with the Procedure Quality attribute and objective of the Reactor Safety/Initiating
Event Cornerstone. In addition, if left uncorrected, this finding would result in a more significant safety concern because the failure to
implement the corrective actions for the NCVs would result in more significant safety concerns. This finding was determined to be of very low
safety significance because no related examples of significant rigging deficiencies or loss of power to shutdown boards caused by relay
calibrations have occurred as a result of the inadequate implementation of corrective actions. The cause for all three examples were determined
to affect the PI&R crosscutting area.

Inspection Report# : 2005011 (pdf)

Significance:. Mar 31, 2005

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Follow Clearance Tag Procedure Results in a Reactor Scram

Green. A self-revealing NCV was identified for the failure to comply with Unit 3 Technical Specification 5.4.1, Procedures, specifically SPP-
10.2, Clearance Program. As a result of failing to correctly implement the procedure during switchyard tagging removal, a Unit 3 reactor scram
occurred.

This finding is greater than minor because it affected the human performance attribute of the Initiating Events Cornerstone to limit the
likelihood of those events that upset plant stability and challenge critical safety functions during at-power operations. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because all plant systems operated as designed
following the scram. This finding involved the cross-cutting aspect of Human Performance.

Inspection Report# : 2005002 (pdf)

Mitigating Systems
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Signiﬁcance:. Mar 31, 2005

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Adequately Implement the Inservice Testing Program.

Green. A self-revealing NCV was identified for the Failure to Comply with Unit 3 TS 5.5.6, Inservice Testing Program, specifically 3-SI1-3.2.3,
Testing ASME Section XI Check Valves. As a result of failing to follow procedures, a common cause failure was not addressed, resulting in
Unit 2 operating with multiple stuck open Service Water inlet check valves to Residual Heat Removal (RHR) Heat Exchangers for a period of
time in excess of one year.

This finding is greater than minor because it affected the equipment performance attribute of the Mitigating Systems Cornerstone to ensure the
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. This finding was
evaluated using the SDP and was determined to be a finding of very low safety significance because the accident analysis did not specifically
credit the closure function of these check valves. However, 10 CFR 50.55a required, in part, that both opening and closing functions be
demonstrated even when the close function is not credited. The cause of this finding involved the cross-cutting aspect of Human Performance
due to the failure to properly follow the written guidance of the surveillance instruction.

Inspection Report# : 2005002 (pdf)

Barrier Integrity

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Follow Procedure in Response to Automatic Rod Blocks

Green. The inspectors identified a non-cited violation of Technical Specifications 5.4.1.a when reactor operators failed to adequately
implement all required procedural steps of 3-ARP-9-5A for Rod Block Monitor High, and 3-OI-92C, Rod Block Monitor, on numerous
occasions when automatic rod blocks occurred during continuous rod withdrawals for Unit 3 power ascension.

The finding is more than minor because, if left uncorrected, it would result in a more serious safety concern during an actual rod withdrawal
error event, and it affected the human performance attribute for maintaining fuel clad functionality of the Barrier Integrity Cornerstone.
However, this finding is of very low safety significance because the minimum critical power ratio safety limit was not violated or approached,
and the associated control rods were withdrawn per the required sequence and not in error. The operators' failure to recognize and follow their
annunciator response procedures was a cause of the finding and directly involved cross cutting aspects of Human Performance. (Section 1R14)
Inspection Report# : 2005005(pdf)

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Untimely and Ineffective Corrective Actions To Ensure RHR Keep Fill Containment Isolation Valves Fulfill Their Safety Function Per
10 CFR 50.65 (a)(1)

The inspectors identified a non-cited violation of 10CFR50.65(a)(1) in which the licensee has failed to implement timely and effective
corrective actions to preclude multiple, repetitive failures of containment isolation valves in the Unit 2 and 3 Residual Heat Removal (RHR)
Keep Fill System. These failures ultimately resulted in the failure of two containment isolation valves simultaneously for the same penetration,
which created an open pathway from containment and a consequential loss of the maintenance rule safety function. Licensee monitoring and
corrective actions per 10 CFR 50.65(a)(1) were ineffective at ensuring that containment isolation valves in the RHR Keep Fill System were
capable of performing their intended safety function.

The finding is greater than minor because if left uncorrected it would become a more significant safety concern and because it affected the
Containment Isolation SSC Reliability objective of the SSC and Barrier Performance attribute under the Barrier Integrity Cornerstone. The
finding was assessed using the SDP, Manual Chapter 0609, Appendix H, Table 4.1. This assessment determined the finding to be of very low
safety significance because, in the case of the most consequential containment isolation valve failures, the associated pathway was a small (i.e.,
2-inch) line and would not have significantly contributed to Large Early Release Frequency (LERF). This finding had cross-cutting aspects
associated with Problem Identification and Resolution.

Inspection Report# : 2005003 (pdf)

Emergency Preparedness
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Occupational Radiation Safety

Signiﬁcance:. Jun 30, 2005

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Two Examples of Failure to Comply with Radiation Work Permit Requirements

The inspectors reviewed two examples of a self-revealing, non-cited violation of TS 5.4.1 for the failure of workers to comply with radiation
work permit (RWP) requirements. The first example occurred on March 22, 2004, when an operator entered a posted high radiation area on an
RWP that did not allow entry into high radiation areas. The operator received a electronic dosimeter dose rate alarm. Radiation dose rates in the
area were 600 mrem per hour on contact and 300 mrem per hour at 30 cm from the radiation source. The second example occurred on October
4, 2004, when a craft worker entered an area in the overhead, greater than 6 feet, of the Unit 1 reactor building 593-foot elevation without
contacting radiation protection personnel as required by the RWP. The worker did not review the planned work with radiation protection
personnel prior to entry and did not monitor electronic dosimetry prior to reaching the dose alarm setpoint. A survey of the overhead area
indicated dose rates of 200 mrem per hour on contact, 60 mrem per hour at 30 cm, and 25 mrem per hour general area from overhead piping.
The finding is greater than minor because it was associated with the Occupational Radiation Safety cornerstone attribute of program and
process and it affected the associated cornerstone objective to ensure adequate protection of worker health and safety from exposure to
radiation. Using the Occupational Radiation Safety Significance Determination Process, the finding was determined to be of very low safety
significance because it did not involve (1) ALARA planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or
(4) an impaired ability to assess dose. In addition, this finding had cross-cutting aspects associated with human performance when personnel
failed to follow radiation work permit instructions.

Inspection Report# : 2005003 (pdf)

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Nov 18, 2005

Identified By: NRC

Item Type: FIN Finding

Problem Identification and Resolution (PI&R) Inspection - U2/3 Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. Site management
was purposely active and involved in the Corrective Action Program (CAP) and focused appropriate attention on significant plant issues. The
licensee was effective at identifying problems at a low threshold and entering them into the CAP. In general, the licensee consistently
prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were technically accurate and of sufficient
depth. However, several issues were identified related to ineffective implementation of corrective actions for previously identified NRC
violations and other corrective action issues identified by the licensee.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective actions developed for lower
level root and contributing causes were generally timely, effective, and commensurate with the safety-significance of the issue. Improvement
was noted in management oversight to ensure all contributing causes were being adequately considered for broader corrective actions, extent of
condition reviews, and enhanced trending.

Self-assessments, audits performed by the Nuclear Assurance (NA) organization, and Multi-site CAP Self-Assessments, were effective in
identifying issues and entering them into the CAP. These audits and self-assessments were self-critical and identified substantive issues,
numerous lower level problems, and areas that needed improvement. The audits and self-assessments reviewed appeared to be comprehensive
and thorough. However, several identified repeat issues from previous self-assessments and audits in which prior corrective actions had proven
ineffective. Although new Problem Evaluation Reports (PERs) were issued to address each specific repetitive problem, the licensee did not
always clearly delineate the repeat nature of the PER and thereby lost an opportunity to bring additional attention to the problem or take action
to determine why the previous corrective actions were ineffective.

Based on review of the licensee's Concerns Resolution Program (CRP) and discussions conducted with plant employees from various



4Q/2005 Inspection Findings - Browns Ferry 3 Page 4 of 4

departments, the inspectors did not identify any reluctance to report safety concerns. Increased program usage in conjunction with the increase
in Unit 1 recovery activities was being adequately managed. Based on the samples reviewed, the depth of issue evaluations were adequate to
address the identified concerns raised to the CRP. Oversight of contractor CRPs was being implemented in an appropriate manner.

Inspection Report# : 2005011 (pdf)

Last modified : March 03, 2006
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Browns Ferry 3
1Q/2006 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

Requalification Program Simulator Exam Grading Error Resulted In Unidentified Individual Failure

Green. The inspectors identified a finding for licensee grading errors which resulted in a failure to identify an individual performance issue that
would have resulted in an operational test failure during a biennial operating test requalification examination.

The finding is more than minor because if left uncorrected, it would allow less-than-competent operators to continue licensed duties and it
affected the human performance attribute of the Initiating Event Cornerstone. The inspectors evaluated the finding using MC 0609,
Significance Determination Process, Appendix I. Using the Operator Requalification Human Performance SDP flow chart, the finding involved
the licensee's grading of an exam, in which the licensee failed to identify an individual performance issue which would have resulted in an
operational test failure. Per the SDP flowchart, this finding is of low safety significance because it is likely that a single operator's potential
error would be prevented or mitigated by the rest of the crew. (Section 1R11)

Inspection Report# : 2005005(pdf)

Signiﬁcance:. Nov 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Three Examples of Inadequate Implementation of Corrective Actions

The inspectors identified a finding involving a non-cited violation (NCV), with three examples, of 10 CFR 50, Appendix B, Criterion XVI, for
inadequate implementation of corrective actions for two previously identified NCVs. The previous NCVs were associated with rigging
deficiencies that resulted in the drop of a Reactor Building crane trolley and with a human performance error that resulted in the loss of a 480-
volt Shutdown Board and inadvertent start of emergency equipment.

The finding was more than minor because it is associated with the Procedure Quality attribute and objective of the Reactor Safety/Initiating
Event Cornerstone. In addition, if left uncorrected, this finding would result in a more significant safety concern because the failure to
implement the corrective actions for the NCVs would result in more significant safety concerns. This finding was determined to be of very low
safety significance because no related examples of significant rigging deficiencies or loss of power to shutdown boards caused by relay
calibrations have occurred as a result of the inadequate implementation of corrective actions. The cause for all three examples were determined
to affect the PI&R crosscutting area.

Inspection Report# : 2005011 (pdf)

Mitigating Systems

Barrier Integrity

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Follow Procedure in Response to Automatic Rod Blocks

Green. The inspectors identified a non-cited violation of Technical Specifications 5.4.1.a when reactor operators failed to adequately
implement all required procedural steps of 3-ARP-9-5A for Rod Block Monitor High, and 3-OI-92C, Rod Block Monitor, on numerous
occasions when automatic rod blocks occurred during continuous rod withdrawals for Unit 3 power ascension.

The finding is more than minor because, if left uncorrected, it would result in a more serious safety concern during an actual rod withdrawal
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error event, and it affected the human performance attribute for maintaining fuel clad functionality of the Barrier Integrity Cornerstone.
However, this finding is of very low safety significance because the minimum critical power ratio safety limit was not violated or approached,
and the associated control rods were withdrawn per the required sequence and not in error. The operators' failure to recognize and follow their
annunciator response procedures was a cause of the finding and directly involved cross cutting aspects of Human Performance. (Section 1R14)
Inspection Report# : 2005005 (pdf)

Signiﬁcance:. Jun 30, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Untimely and Ineffective Corrective Actions To Ensure RHR Keep Fill Containment Isolation Valves Fulfill Their Safety Function Per
10 CFR 50.65 (a)(1)

The inspectors identified a non-cited violation of 10CFR50.65(a)(1) in which the licensee has failed to implement timely and effective
corrective actions to preclude multiple, repetitive failures of containment isolation valves in the Unit 2 and 3 Residual Heat Removal (RHR)
Keep Fill System. These failures ultimately resulted in the failure of two containment isolation valves simultaneously for the same penetration,
which created an open pathway from containment and a consequential loss of the maintenance rule safety function. Licensee monitoring and
corrective actions per 10 CFR 50.65(a)(1) were ineffective at ensuring that containment isolation valves in the RHR Keep Fill System were
capable of performing their intended safety function.

The finding is greater than minor because if left uncorrected it would become a more significant safety concern and because it affected the
Containment Isolation SSC Reliability objective of the SSC and Barrier Performance attribute under the Barrier Integrity Cornerstone. The
finding was assessed using the SDP, Manual Chapter 0609, Appendix H, Table 4.1. This assessment determined the finding to be of very low
safety significance because, in the case of the most consequential containment isolation valve failures, the associated pathway was a small (i.e.,
2-inch) line and would not have significantly contributed to Large Early Release Frequency (LERF). This finding had cross-cutting aspects
associated with Problem Identification and Resolution.

Inspection Report# : 2005003 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Signiﬁcance:. Jun 30, 2005

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Two Examples of Failure to Comply with Radiation Work Permit Requirements

The inspectors reviewed two examples of a self-revealing, non-cited violation of TS 5.4.1 for the failure of workers to comply with radiation
work permit (RWP) requirements. The first example occurred on March 22, 2004, when an operator entered a posted high radiation area on an
RWP that did not allow entry into high radiation areas. The operator received a electronic dosimeter dose rate alarm. Radiation dose rates in the
area were 600 mrem per hour on contact and 300 mrem per hour at 30 cm from the radiation source. The second example occurred on October
4, 2004, when a craft worker entered an area in the overhead, greater than 6 feet, of the Unit 1 reactor building 593-foot elevation without
contacting radiation protection personnel as required by the RWP. The worker did not review the planned work with radiation protection
personnel prior to entry and did not monitor electronic dosimetry prior to reaching the dose alarm setpoint. A survey of the overhead area
indicated dose rates of 200 mrem per hour on contact, 60 mrem per hour at 30 cm, and 25 mrem per hour general area from overhead piping.
The finding is greater than minor because it was associated with the Occupational Radiation Safety cornerstone attribute of program and
process and it affected the associated cornerstone objective to ensure adequate protection of worker health and safety from exposure to
radiation. Using the Occupational Radiation Safety Significance Determination Process, the finding was determined to be of very low safety
significance because it did not involve (1) ALARA planning and controls, (2) an overexposure, (3) a substantial potential for overexposure, or
(4) an impaired ability to assess dose. In addition, this finding had cross-cutting aspects associated with human performance when personnel
failed to follow radiation work permit instructions.

Inspection Report# : 2005003 (pdf)

Public Radiation Safety
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Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Nov 18, 2005

Identified By: NRC

Item Type: FIN Finding

Problem Identification and Resolution (PI&R) Inspection - U2/3 Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. Site management
was purposely active and involved in the Corrective Action Program (CAP) and focused appropriate attention on significant plant issues. The
licensee was effective at identifying problems at a low threshold and entering them into the CAP. In general, the licensee consistently
prioritized issues in accordance with their CAP and routinely performed adequate evaluations that were technically accurate and of sufficient
depth. However, several issues were identified related to ineffective implementation of corrective actions for previously identified NRC
violations and other corrective action issues identified by the licensee.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective actions developed for lower
level root and contributing causes were generally timely, effective, and commensurate with the safety-significance of the issue. Improvement
was noted in management oversight to ensure all contributing causes were being adequately considered for broader corrective actions, extent of
condition reviews, and enhanced trending.

Self-assessments, audits performed by the Nuclear Assurance (NA) organization, and Multi-site CAP Self-Assessments, were effective in
identifying issues and entering them into the CAP. These audits and self-assessments were self-critical and identified substantive issues,
numerous lower level problems, and areas that needed improvement. The audits and self-assessments reviewed appeared to be comprehensive
and thorough. However, several identified repeat issues from previous self-assessments and audits in which prior corrective actions had proven
ineffective. Although new Problem Evaluation Reports (PERs) were issued to address each specific repetitive problem, the licensee did not
always clearly delineate the repeat nature of the PER and thereby lost an opportunity to bring additional attention to the problem or take action
to determine why the previous corrective actions were ineffective.

Based on review of the licensee's Concerns Resolution Program (CRP) and discussions conducted with plant employees from various
departments, the inspectors did not identify any reluctance to report safety concerns. Increased program usage in conjunction with the increase

in Unit 1 recovery activities was being adequately managed. Based on the samples reviewed, the depth of issue evaluations were adequate to
address the identified concerns raised to the CRP. Oversight of contractor CRPs was being implemented in an appropriate manner.

Inspection Report# : 2005011 (pdf)

Last modified : May 25, 2006
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Browns Ferry 3
2Q/2006 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2006

Identified By: Self-Revealing

Item Type: FIN Finding

Improper Return To Service of 500 KV Trinity Transmission Line Results in Unit 3 Reactor Scram

A Green self-revealing finding was identified for failure to correctly implement an offsite switching order by transmission system personnel that
resulted in a Unit 3 reactor scram. This issue was documented in the licensee’s corrective action program as Problem Evaluation Report 91811.

This finding was greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human Performance and Procedure
Quality, and adversely affected the cornerstone objective to limit the likelihood of those events that upset plant stability and challenge critical safety
functions during at-power operations. The finding was determined to be of very low safety significance because it did not contribute to both the
likelihood of a reactor trip and the likelihood that mitigating equipment or functions were not available.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

Requalification Program Simulator Exam Grading Error Resulted In Unidentified Individual Failure

Green. The inspectors identified a finding for licensee grading errors which resulted in a failure to identify an individual performance issue that
would have resulted in an operational test failure during a biennial operating test requalification examination.

The finding is more than minor because if left uncorrected, it would allow less-than-competent operators to continue licensed duties and it affected
the human performance attribute of the Initiating Event Cornerstone. The inspectors evaluated the finding using MC 0609, Significance
Determination Process, Appendix I. Using the Operator Requalification Human Performance SDP flow chart, the finding involved the licensee's
grading of an exam, in which the licensee failed to identify an individual performance issue which would have resulted in an operational test failure.
Per the SDP flowchart, this finding is of low safety significance because it is likely that a single operator's potential error would be prevented or
mitigated by the rest of the crew. (Section 1R11)

Inspection Report# : 2005005 (pdf)

Signiﬁcance:. Nov 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Three Examples of Inadequate Implementation of Corrective Actions

The inspectors identified a finding involving a non-cited violation (NCV), with three examples, of 10 CFR 50, Appendix B, Criterion X VI, for
inadequate implementation of corrective actions for two previously identified NCVs. The previous NCVs were associated with rigging deficiencies
that resulted in the drop of a Reactor Building crane trolley and with a human performance error that resulted in the loss of a 480-volt Shutdown
Board and inadvertent start of emergency equipment.

The finding was more than minor because it is associated with the Procedure Quality attribute and objective of the Reactor Safety/Initiating Event
Cornerstone. In addition, if left uncorrected, this finding would result in a more significant safety concern because the failure to implement the
corrective actions for the NCVs would result in more significant safety concerns. This finding was determined to be of very low safety significance
because no related examples of significant rigging deficiencies or loss of power to shutdown boards caused by relay calibrations have occurred as a
result of the inadequate implementation of corrective actions. The cause for all three examples were determined to affect the PI&R crosscutting
area.

Inspection Report# : 2005011 (pdf)

Mitigating Systems

Signiﬁcance:. Jun 30, 2006
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Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Implement Required Fire Watches

A Green non-cited violation of TS 5.4.1.d, Fire Protection Program Implementation, was identified by the inspectors for the licensee’s failure to
implement compensatory measures (i.e., roving fire watches) as prescribed by the Browns Ferry Fire Protection Plan for disabled fire detection
systems in multiple Fire Areas in the Control Building. This issue was documented in the licensee’s corrective action program as Problem
Evaluation Report 102745.

This finding was more than minor since it was associated with the Protection Against External Factors attribute of the Reactor Safety Mitigating
Systems cornerstone, and adversely affected the cornerstone objective to ensure the availability, reliability, and capability of systems that respond to
initiating events to prevent undesirable consequences. The finding was of very low safety significance because the capability of other principal
defense-in-depth fire protection features were unaffected, such as the associated fire barriers, control of transient combustibles, manual fire
suppression equipment, and the fire brigade. This finding has a crosscutting element in the area of human performance because the fire protection
impairment permits and Fire Watch/Coverage sheets did not provide instructions for conducting compensatory measures (i.e., roving fire watches)
in all the necessary fire areas.

Inspection Report# : 2006003 (pdf)

Barrier Integrity

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Ineffective Maintenance To Ensure Performance Of Unit 3 Drywell Equipment Hatch 1A To Fulfill Its Maintenance Rule Function

A Green non-cited violation of 10 CFR 50.65(a)(2) was identified by the inspectors due to the licensee’s failure to maintain effective control of the
Unit 3 Drywell Equipment Hatch 1A leak tightness through their preventative maintenance program, and their failure to establish goals and monitor
in accordance with 10 CFR 50.65(a)(1). This issue was documented in the licensee’s corrective action program as Problem Evaluation Report
100822.

This finding was more than minor because it was associated with the System, Structure or Component and Barrier Performance attribute of the
Barrier Integrity Cornerstone, and adversely affected the cornerstone objective of assuring a containment barrier for protecting the public from
radionuclide releases caused by accidents or events. In addition, this finding was consistent with example 7.b of Inspection Manual Chapter 0612,
Appendix E, for issues greater than minor. The finding was determined to be of very low safety significance because the subsequent leakage
associated with the Drywell Equipment Hatch 1A did not significantly contribute to the Large Early Release Frequency. This finding has a cross-
cutting element in the area of problem identification and resolution because the licensee failed to thoroughly evaluate the second consecutive local
leak rate test failure of the Unit 3 Drywell Equipment Hatch 1A to ensure that the cause of the first failure was adequately corrected.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Follow Procedure in Response to Automatic Rod Blocks

Green. The inspectors identified a non-cited violation of Technical Specifications 5.4.1.a when reactor operators failed to adequately implement all
required procedural steps of 3-ARP-9-5A for Rod Block Monitor High, and 3-OI-92C, Rod Block Monitor, on numerous occasions when automatic
rod blocks occurred during continuous rod withdrawals for Unit 3 power ascension.

The finding is more than minor because, if left uncorrected, it would result in a more serious safety concern during an actual rod withdrawal error
event, and it affected the human performance attribute for maintaining fuel clad functionality of the Barrier Integrity Cornerstone. However, this
finding is of very low safety significance because the minimum critical power ratio safety limit was not violated or approached, and the associated
control rods were withdrawn per the required sequence and not in error. The operators' failure to recognize and follow their annunciator response
procedures was a cause of the finding and directly involved cross cutting aspects of Human Performance. (Section 1R14)

Inspection Report# : 2005005 (pdf)

Emergency Preparedness

Occupational Radiation Safety
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Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: N/A Nov 18, 2005

Identified By: NRC

Item Type: FIN Finding

Problem Identification and Resolution (PI&R) Inspection - U2/3 Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality. Site management was
purposely active and involved in the Corrective Action Program (CAP) and focused appropriate attention on significant plant issues. The licensee
was effective at identifying problems at a low threshold and entering them into the CAP. In general, the licensee consistently prioritized issues in
accordance with their CAP and routinely performed adequate evaluations that were technically accurate and of sufficient depth. However, several
issues were identified related to ineffective implementation of corrective actions for previously identified NRC violations and other corrective
action issues identified by the licensee.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective actions developed for lower level
root and contributing causes were generally timely, effective, and commensurate with the safety-significance of the issue. Improvement was noted
in management oversight to ensure all contributing causes were being adequately considered for broader corrective actions, extent of condition
reviews, and enhanced trending.

Self-assessments, audits performed by the Nuclear Assurance (NA) organization, and Multi-site CAP Self-Assessments, were effective in
identifying issues and entering them into the CAP. These audits and self-assessments were self-critical and identified substantive issues, numerous
lower level problems, and areas that needed improvement. The audits and self-assessments reviewed appeared to be comprehensive and thorough.
However, several identified repeat issues from previous self-assessments and audits in which prior corrective actions had proven ineffective.
Although new Problem Evaluation Reports (PERs) were issued to address each specific repetitive problem, the licensee did not always clearly
delineate the repeat nature of the PER and thereby lost an opportunity to bring additional attention to the problem or take action to determine why
the previous corrective actions were ineffective.

Based on review of the licensee's Concerns Resolution Program (CRP) and discussions conducted with plant employees from various departments,
the inspectors did not identify any reluctance to report safety concerns. Increased program usage in conjunction with the increase in Unit 1 recovery

activities was being adequately managed. Based on the samples reviewed, the depth of issue evaluations were adequate to address the identified
concerns raised to the CRP. Oversight of contractor CRPs was being implemented in an appropriate manner.

Inspection Report# : 2005011 (pdf)

Last modified : August 25, 2006
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Browns Ferry 3
3Q/2006 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2006

Identified By: Self-Revealing

Item Type: FIN Finding

Improper Return To Service of S00 KV Trinity Transmission Line Results in Unit 3 Reactor Scram

A Green self-revealing finding was identified for failure to correctly implement an offsite switching order by transmission
system personnel that resulted in a Unit 3 reactor scram. This issue was documented in the licensee’s corrective action
program as Problem Evaluation Report 91811.

This finding was greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human
Performance and Procedure Quality, and adversely affected the cornerstone objective to limit the likelihood of those events
that upset plant stability and challenge critical safety functions during at-power operations. The finding was determined to
be of very low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that
mitigating equipment or functions were not available.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: FIN Finding

Requalification Program Simulator Exam Grading Error Resulted In Unidentified Individual Failure

Green. The inspectors identified a finding for licensee grading errors which resulted in a failure to identify an individual
performance issue that would have resulted in an operational test failure during a biennial operating test requalification
examination.

The finding is more than minor because if left uncorrected, it would allow less-than-competent operators to continue
licensed duties and it affected the human performance attribute of the Initiating Event Cornerstone. The inspectors
evaluated the finding using MC 0609, Significance Determination Process, Appendix I. Using the Operator Requalification
Human Performance SDP flow chart, the finding involved the licensee's grading of an exam, in which the licensee failed to
identify an individual performance issue which would have resulted in an operational test failure. Per the SDP flowchart,
this finding is of low safety significance because it is likely that a single operator's potential error would be prevented or
mitigated by the rest of the crew. (Section 1R11)

Inspection Report# : 2005005 (pdf)

Signiﬁcance:. Nov 18, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Three Examples of Inadequate Implementation of Corrective Actions

The inspectors identified a finding involving a non-cited violation (NCV), with three examples, of 10 CFR 50, Appendix B,
Criterion XVI, for inadequate implementation of corrective actions for two previously identified NCVs. The previous
NCVs were associated with rigging deficiencies that resulted in the drop of a Reactor Building crane trolley and with a
human performance error that resulted in the loss of a 480-volt Shutdown Board and inadvertent start of emergency
equipment.

The finding was more than minor because it is associated with the Procedure Quality attribute and objective of the Reactor
Safety/Initiating Event Cornerstone. In addition, if left uncorrected, this finding would result in a more significant safety
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concern because the failure to implement the corrective actions for the NCVs would result in more significant safety
concerns. This finding was determined to be of very low safety significance because no related examples of significant
rigging deficiencies or loss of power to shutdown boards caused by relay calibrations have occurred as a result of the
inadequate implementation of corrective actions. The cause for all three examples were determined to affect the PI&R
crosscutting area.

Inspection Report# : 2005011 (pdf)

Mitigating Systems

Significance:. Sep 15, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Cellular Phone Communications Unreliable for Alternate Shutdown in FA16

The team identified a non-cited violation (NCV) of Unit 2 Operating License Condition 2.C.14 and Unit 3 Operating
License Condition 2.C.7 for failure to have adequate communications to implement alternate shutdown for a fire in fire area
(FA) 16 using procedure 2/3-SSI-16.

This issue is a performance deficiency because the cell phone system was unreliable and the F4 portable radio system was
not credited for a fire in FA 16. The finding is greater than minor because it affected the ability of the licensee to maintain
communications for a fire in FA 16 and is associated with the mitigating systems cornerstone and respective attribute of
protection against external factors, i.e., fire in that degraded communications would impact the ability to achieve SSD
following a fire. This finding was determined to be a finding of very low safety significance (Green) because it only
affected the ability to reach and maintain cold shutdown conditions due to the availability of alternate communications
measures (F4 radios) for a time period sufficient to achieve hot shutdown conditions.

Inspection Report# : 2006014 (pdf)

Significance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Implement Required Fire Watches

A Green non-cited violation of TS 5.4.1.d, Fire Protection Program Implementation, was identified by the inspectors for the
licensee’s failure to implement compensatory measures (i.e., roving fire watches) as prescribed by the Browns Ferry Fire
Protection Plan for disabled fire detection systems in multiple Fire Areas in the Control Building. This issue was
documented in the licensee’s corrective action program as Problem Evaluation Report 102745.

This finding was more than minor since it was associated with the Protection Against External Factors attribute of the
Reactor Safety Mitigating Systems cornerstone, and adversely affected the cornerstone objective to ensure the availability,
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The finding was
of very low safety significance because the capability of other principal defense-in-depth fire protection features were
unaffected, such as the associated fire barriers, control of transient combustibles, manual fire suppression equipment, and
the fire brigade. This finding has a crosscutting element in the area of human performance because the fire protection
impairment permits and Fire Watch/Coverage sheets did not provide instructions for conducting compensatory measures
(i.e., roving fire watches) in all the necessary fire areas.

Inspection Report# : 2006003 (pdf)

Barrier Integrity

Signiﬁcance:. Jun 30, 2006
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Identified By: NRC

Item Type: NCV NonCited Violation

Ineffective Maintenance To Ensure Performance Of Unit 3 Drywell Equipment Hatch 1A To Fulfill Its Maintenance
Rule Function

A Green non-cited violation of 10 CFR 50.65(a)(2) was identified by the inspectors due to the licensee’s failure to maintain
effective control of the Unit 3 Drywell Equipment Hatch 1A leak tightness through their preventative maintenance
program, and their failure to establish goals and monitor in accordance with 10 CFR 50.65(a)(1). This issue was
documented in the licensee’s corrective action program as Problem Evaluation Report 100822.

This finding was more than minor because it was associated with the System, Structure or Component and Barrier
Performance attribute of the Barrier Integrity Cornerstone, and adversely affected the cornerstone objective of assuring a
containment barrier for protecting the public from radionuclide releases caused by accidents or events. In addition, this
finding was consistent with example 7.b of Inspection Manual Chapter 0612, Appendix E, for issues greater than minor.
The finding was determined to be of very low safety significance because the subsequent leakage associated with the
Drywell Equipment Hatch 1A did not significantly contribute to the Large Early Release Frequency. This finding has a
cross-cutting element in the area of problem identification and resolution because the licensee failed to thoroughly evaluate
the second consecutive local leak rate test failure of the Unit 3 Drywell Equipment Hatch 1A to ensure that the cause of the
first failure was adequately corrected.

Inspection Report# : 2006003 (pdf)

Signiﬁcance:. Dec 31, 2005

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Follow Procedure in Response to Automatic Rod Blocks

Green. The inspectors identified a non-cited violation of Technical Specifications 5.4.1.a when reactor operators failed to
adequately implement all required procedural steps of 3-ARP-9-5A for Rod Block Monitor High, and 3-OI-92C, Rod Block
Monitor, on numerous occasions when automatic rod blocks occurred during continuous rod withdrawals for Unit 3 power
ascension.

The finding is more than minor because, if left uncorrected, it would result in a more serious safety concern during an
actual rod withdrawal error event, and it affected the human performance attribute for maintaining fuel clad functionality of
the Barrier Integrity Cornerstone. However, this finding is of very low safety significance because the minimum critical
power ratio safety limit was not violated or approached, and the associated control rods were withdrawn per the required
sequence and not in error. The operators' failure to recognize and follow their annunciator response procedures was a cause
of the finding and directly involved cross cutting aspects of Human Performance. (Section 1R14)

Inspection Report# : 2005005 (pdf)

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.
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Miscellaneous

Significance: N/A Nov 18, 2005

Identified By: NRC

Item Type: FIN Finding

Problem Identification and Resolution (PI&R) Inspection - U2/3 Results

Overall, the licensee maintained an effective program for the identification and correction of conditions adverse to quality.
Site management was purposely active and involved in the Corrective Action Program (CAP) and focused appropriate
attention on significant plant issues. The licensee was effective at identifying problems at a low threshold and entering
them into the CAP. In general, the licensee consistently prioritized issues in accordance with their CAP and routinely
performed adequate evaluations that were technically accurate and of sufficient depth. However, several issues were
identified related to ineffective implementation of corrective actions for previously identified NRC violations and other
corrective action issues identified by the licensee.

Formal root cause evaluations for significant conditions adverse to quality were thorough and detailed. Corrective actions
developed for lower level root and contributing causes were generally timely, effective, and commensurate with the safety-
significance of the issue. Improvement was noted in management oversight to ensure all contributing causes were being
adequately considered for broader corrective actions, extent of condition reviews, and enhanced trending.

Self-assessments, audits performed by the Nuclear Assurance (NA) organization, and Multi-site CAP Self-Assessments,
were effective in identifying issues and entering them into the CAP. These audits and self-assessments were self-critical
and identified substantive issues, numerous lower level problems, and areas that needed improvement. The audits and self-
assessments reviewed appeared to be comprehensive and thorough. However, several identified repeat issues from previous
self-assessments and audits in which prior corrective actions had proven ineffective. Although new Problem Evaluation
Reports (PERs) were issued to address each specific repetitive problem, the licensee did not always clearly delineate the
repeat nature of the PER and thereby lost an opportunity to bring additional attention to the problem or take action to
determine why the previous corrective actions were ineffective.

Based on review of the licensee's Concerns Resolution Program (CRP) and discussions conducted with plant employees
from various departments, the inspectors did not identify any reluctance to report safety concerns. Increased program usage
in conjunction with the increase in Unit 1 recovery activities was being adequately managed. Based on the samples
reviewed, the depth of issue evaluations were adequate to address the identified concerns raised to the CRP. Oversight of
contractor CRPs was being implemented in an appropriate manner.

Inspection Report# : 2005011 (pdf)

Last modified : December 21, 2006
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Browns Ferry 3
4Q/2006 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2006

Identified By: Self-Revealing

Item Type: FIN Finding

Improper Return To Service of S00 KV Trinity Transmission Line Results in Unit 3 Reactor Scram

A Green self-revealing finding was identified for failure to correctly implement an offsite switching order by transmission
system personnel that resulted in a Unit 3 reactor scram. This issue was documented in the licensee’s corrective action
program as Problem Evaluation Report 91811.

This finding was greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human
Performance and Procedure Quality, and adversely affected the cornerstone objective to limit the likelihood of those events
that upset plant stability and challenge critical safety functions during at-power operations. The finding was determined to
be of very low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood that
mitigating equipment or functions were not available.

Inspection Report# : 2006003 (pdf)

Mitigating Systems

Significance:. Dec 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Lack of Assured Cooling Water for Emergency Diesel Generators During SBO Conditions

The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control, that
affected Units 2 and 3. The licensee’s calculations and procedures did not adequately implement the plant’s licensing basis
for Station Blackout (SBO), in that, they did not ensure the operating emergency diesel generators (EDGs) would have an
adequate cooling water supply during a SBO with certain plant equipment configurations.

This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems
Cornerstone. It affected the availability and reliability of systems that mitigate initiating events to prevent undesirable
consequences. The finding has very low safety significance due to the few very specific combinations of EDG failures that
could lead to a loss of cooling water flow to all of the running EDGs. The licensee took prompt corrective action by
revising procedures to add immediate operator actions to ensure adequate cooling water supply to the EDGs.

Inspection Report# : 2006005 (pdf)

Significance:. Sep 15, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Cellular Phone Communications Unreliable for Alternate Shutdown in FA16

The team identified a non-cited violation (NCV) of Unit 2 Operating License Condition 2.C.14 and Unit 3 Operating
License Condition 2.C.7 for failure to have adequate communications to implement alternate shutdown for a fire in fire area
(FA) 16 using procedure 2/3-SSI-16.

This issue is a performance deficiency because the cell phone system was unreliable and the F4 portable radio system was
not credited for a fire in FA 16. The finding is greater than minor because it affected the ability of the licensee to maintain
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communications for a fire in FA 16 and is associated with the mitigating systems cornerstone and respective attribute of
protection against external factors, i.e., fire in that degraded communications would impact the ability to achieve SSD
following a fire. This finding was determined to be a finding of very low safety significance (Green) because it only
affected the ability to reach and maintain cold shutdown conditions due to the availability of alternate communications
measures (F4 radios) for a time period sufficient to achieve hot shutdown conditions.

Inspection Report# : 2006014 (pdf)

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Implement Required Fire Watches

A Green non-cited violation of TS 5.4.1.d, Fire Protection Program Implementation, was identified by the inspectors for the
licensee’s failure to implement compensatory measures (i.e., roving fire watches) as prescribed by the Browns Ferry Fire
Protection Plan for disabled fire detection systems in multiple Fire Areas in the Control Building. This issue was
documented in the licensee’s corrective action program as Problem Evaluation Report 102745.

This finding was more than minor since it was associated with the Protection Against External Factors attribute of the
Reactor Safety Mitigating Systems cornerstone, and adversely affected the cornerstone objective to ensure the availability,
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The finding was
of very low safety significance because the capability of other principal defense-in-depth fire protection features were
unaffected, such as the associated fire barriers, control of transient combustibles, manual fire suppression equipment, and
the fire brigade. This finding has a crosscutting element in the area of human performance because the fire protection
impairment permits and Fire Watch/Coverage sheets did not provide instructions for conducting compensatory measures
(i.e., roving fire watches) in all the necessary fire areas.

Inspection Report# : 2006003 (pdf)

Barrier Integrity

Significance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Ineffective Maintenance To Ensure Performance Of Unit 3 Drywell Equipment Hatch 1A To Fulfill Its Maintenance
Rule Function

A Green non-cited violation of 10 CFR 50.65(a)(2) was identified by the inspectors due to the licensee’s failure to maintain
effective control of the Unit 3 Drywell Equipment Hatch 1A leak tightness through their preventative maintenance
program, and their failure to establish goals and monitor in accordance with 10 CFR 50.65(a)(1). This issue was
documented in the licensee’s corrective action program as Problem Evaluation Report 100822.

This finding was more than minor because it was associated with the System, Structure or Component and Barrier
Performance attribute of the Barrier Integrity Cornerstone, and adversely affected the cornerstone objective of assuring a
containment barrier for protecting the public from radionuclide releases caused by accidents or events. In addition, this
finding was consistent with example 7.b of Inspection Manual Chapter 0612, Appendix E, for issues greater than minor.
The finding was determined to be of very low safety significance because the subsequent leakage associated with the
Drywell Equipment Hatch 1A did not significantly contribute to the Large Early Release Frequency. This finding has a
cross-cutting element in the area of problem identification and resolution because the licensee failed to thoroughly evaluate
the second consecutive local leak rate test failure of the Unit 3 Drywell Equipment Hatch 1A to ensure that the cause of the
first failure was adequately corrected.

Inspection Report# : 2006003 (pdf)

Emergency Preparedness



4Q/2006 Inspection Findings - Browns Ferry 3
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Occupational Radiation Safety

Public Radiation Safety

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Last modified : March 01, 2007



Browns Ferry 3
1Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2006

Identified By: Selt-Revealing

Item Type: FIN Finding

Improper Return To Service of S00 KV Trinity Transmission Line Results in Unit 3 Reactor Scram

A Green self-revealing finding was identified for failure to correctly implement an offsite switching order by transmission
system personnel that resulted in a Unit 3 reactor scram. This issue was documented in the licensee’s corrective action
program as Problem Evaluation Report 91811.

This finding was greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human
Performance and Procedure Quality, and adversely affected the cornerstone objective to limit the likelihood of those events
that upset plant stability and challenge critical safety functions during at-power operations. The finding was determined to
be of very low safety significance because it did not contribute to both the likelihood of a reactor trip and the likelihood
that mitigating equipment or functions were not available.

Inspection Report# : 2006003 (pdf)

Mitigating Systems

Signiﬁcance:. Dec 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Lack of Assured Cooling Water for Emergency Diesel Generators During SBO Conditions

The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control, that
affected Units 2 and 3. The licensee’s calculations and procedures did not adequately implement the plant’s licensing basis
for Station Blackout (SBO), in that, they did not ensure the operating emergency diesel generators (EDGs) would have an
adequate cooling water supply during a SBO with certain plant equipment configurations.

This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems
Cornerstone. It affected the availability and reliability of systems that mitigate initiating events to prevent undesirable
consequences. The finding has very low safety significance due to the few very specific combinations of EDG failures that
could lead to a loss of cooling water flow to all of the running EDGs. The licensee took prompt corrective action by
revising procedures to add immediate operator actions to ensure adequate cooling water supply to the EDGs.

Inspection Report# : 2006005 (pdf)

Significance:. Sep 15, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Cellular Phone Communications Unreliable for Alternate Shutdown in FA16

The team identified a non-cited violation (NCV) of Unit 2 Operating License Condition 2.C.14 and Unit 3 Operating
License Condition 2.C.7 for failure to have adequate communications to implement alternate shutdown for a fire in fire
area (FA) 16 using procedure 2/3-SSI-16.

This issue is a performance deficiency because the cell phone system was unreliable and the F4 portable radio system was
not credited for a fire in FA 16. The finding is greater than minor because it affected the ability of the licensee to maintain
communications for a fire in FA 16 and is associated with the mitigating systems cornerstone and respective attribute of



protection against external factors, i.e., fire in that degraded communications would impact the ability to achieve SSD
following a fire. This finding was determined to be a finding of very low safety significance (Green) because it only
affected the ability to reach and maintain cold shutdown conditions due to the availability of alternate communications
measures (F4 radios) for a time period sufficient to achieve hot shutdown conditions.

Inspection Report# : 2006014 (pdf)

Signiﬁcance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Implement Required Fire Watches

A Green non-cited violation of TS 5.4.1.d, Fire Protection Program Implementation, was identified by the inspectors for the
licensee’s failure to implement compensatory measures (i.e., roving fire watches) as prescribed by the Browns Ferry Fire
Protection Plan for disabled fire detection systems in multiple Fire Areas in the Control Building. This issue was
documented in the licensee’s corrective action program as Problem Evaluation Report 102745.

This finding was more than minor since it was associated with the Protection Against External Factors attribute of the
Reactor Safety Mitigating Systems cornerstone, and adversely affected the cornerstone objective to ensure the availability,
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. The finding was
of very low safety significance because the capability of other principal defense-in-depth fire protection features were
unaffected, such as the associated fire barriers, control of transient combustibles, manual fire suppression equipment, and
the fire brigade. This finding has a crosscutting element in the area of human performance because the fire protection
impairment permits and Fire Watch/Coverage sheets did not provide instructions for conducting compensatory measures
(i.e., roving fire watches) in all the necessary fire areas.

Inspection Report# : 2006003 (pdf)

Barrier Integrity

Significance:. Jun 30, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Ineffective Maintenance To Ensure Performance Of Unit 3 Drywell Equipment Hatch 1A To Fulfill Its Maintenance
Rule Function

A Green non-cited violation of 10 CFR 50.65(a)(2) was identified by the inspectors due to the licensee’s failure to maintain
effective control of the Unit 3 Drywell Equipment Hatch 1A leak tightness through their preventative maintenance
program, and their failure to establish goals and monitor in accordance with 10 CFR 50.65(a)(1). This issue was
documented in the licensee’s corrective action program as Problem Evaluation Report 100822.

This finding was more than minor because it was associated with the System, Structure or Component and Barrier
Performance attribute of the Barrier Integrity Cornerstone, and adversely affected the cornerstone objective of assuring a
containment barrier for protecting the public from radionuclide releases caused by accidents or events. In addition, this
finding was consistent with example 7.b of Inspection Manual Chapter 0612, Appendix E, for issues greater than minor.
The finding was determined to be of very low safety significance because the subsequent leakage associated with the
Drywell Equipment Hatch 1A did not significantly contribute to the Large Early Release Frequency. This finding has a
cross-cutting element in the area of problem identification and resolution because the licensee failed to thoroughly evaluate
the second consecutive local leak rate test failure of the Unit 3 Drywell Equipment Hatch 1A to ensure that the cause of the
first failure was adequately corrected.

Inspection Report# : 2006003 (pdf)

Emergency Preparedness




Occupational Radiation Safety

Public Radiation Safety

Signiﬁcance:. Mar 31, 2007

Identified By: Selt-Revealing

Item Type: NCV NonCited Violation

Failure to Properly Prepare a Radioactive Materials Package for Shipment

A Green self-revealing non-cited violation of 10 CFR 71.5 was identified for failure to properly package radiological
material such that, under conditions normally incident to transportation, the radiation levels at the external surface of the
package would not exceed applicable Department of Transportation (DOT) limits. When the two shipments arrived at a
processing facility on April 21, 2005, the radiation dose rates measured on portions of the external surface of the packages
were as high as 300 mrem/hr, which was in excess of the 200 mrem/hr limit specified by the regulation. The licensee
established additional supervisory review and approval prior to shipping packages approaching DOT limits. This finding
was entered into the licensee’s corrective action program as PER 81364.

This finding is more than minor because it is associated with the Plant Facilities/ Equipment and Instrument attribute of the
Public Radiation Safety cornerstone and adversely affected the cornerstone objective, in that, the improper transportation
packaging resulted in a shipping container with external dose levels exceeding regulatory requirements. Using the Public
Radiation Significance Determination Process, the finding was determined to be of very low safety significance because
the areas on the packages with elevated radiation levels were inaccessible to the public and the radiation levels were less
than two times the DOT limit.

Inspection Report# : 2007002 (pdf)

Physical Protection

Physical Protection information not publicly available.

Miscellaneous

Significance: . Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Work Hours for I&C Mechanics Exceeded Overtime Limits Without Prior Authorization

The inspectors identified a Green non-cited violation of Technical Specification 5.2.2.d due to inadequate management
oversight and awareness of the administrative requirements for controlling overtime which resulted in multiple instances of
Instrumentation and Control personnel exceeding overtime limits without prior authorization and documentation.
Management immediately changed work schedules to comply with the Technical Specification requirements and entered
the issue into their corrective action program as PER 119016.

This finding was greater than minor because if left uncorrected it could become a more significant safety concern due to
excessive fatigue by key maintenance personnel performing safety-related activities. An NRC management review
determined that the finding was of very low safety significance because no specific performance deficiencies were
identified for the individuals during the time they exceeded the established overtime limits

Inspection Report# : 2007002 (pdf)

Last modified : June 01, 2007



Browns Ferry 3
2Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2007

Identified By: Selt-Revealing

Item Type: FIN Finding

Inadequate Work Instructions For Isolating Condensate Demineralizer System Causes a Unit 3 Reactor Scram
(Section 40A3.5)

Green. A Green self-revealing finding was identified for use of an inadequate work order instructions during an online
modification of the Unit 3 Condensate Demineralizer System control logic that caused an inadvertent isolation of
condensate flow which directly resulted in a reactor scram. Condensate Demineralizer System operating procedures
were subsequently revised to clarify manual operation of system controllers. This finding was entered into the
licensee’s corrective action program as PER 119490.

This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human
Performance and Procedure Quality, and adversely affected the cornerstone objective to limit the likelihood of those
events that upset plant stability and challenge critical safety functions during at-power operations. The finding was
determined to be of very low safety significance because it did not contribute to both the likelihood of a reactor trip
and the likelihood that mitigating equipment or functions were not available. The cause of this finding was directly
related to the aspect of “complete and accurate work packages” in the area of Human Performance (Resources
component) because the necessary work order instructions for ensuring the condensate demineralizer system
controllers remained in manual were inaccurate and/or incomplete. (Section 40A3.5)

Inspection Report# : 2007003 (pdf)

Mitigating Systems

Significance:. Dec 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Lack of Assured Cooling Water for Emergency Diesel Generators During SBO Conditions

The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control, that
affected Units 2 and 3. The licensee’s calculations and procedures did not adequately implement the plant’s licensing
basis for Station Blackout (SBO), in that, they did not ensure the operating emergency diesel generators (EDGs)
would have an adequate cooling water supply during a SBO with certain plant equipment configurations.

This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems
Cornerstone. It affected the availability and reliability of systems that mitigate initiating events to prevent undesirable
consequences. The finding has very low safety significance due to the few very specific combinations of EDG failures
that could lead to a loss of cooling water flow to all of the running EDGs. The licensee took prompt corrective action
by revising procedures to add immediate operator actions to ensure adequate cooling water supply to the EDGs.
Inspection Report# : 2006005 (pdf)

Signiﬁcance:. Sep 15, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Cellular Phone Communications Unreliable for Alternate Shutdown in FA16



The team identified a non-cited violation (NCV) of Unit 2 Operating License Condition 2.C.14 and Unit 3 Operating
License Condition 2.C.7 for failure to have adequate communications to implement alternate shutdown for a fire in
fire area (FA) 16 using procedure 2/3-SSI-16.

This issue is a performance deficiency because the cell phone system was unreliable and the F4 portable radio system
was not credited for a fire in FA 16. The finding is greater than minor because it affected the ability of the licensee to
maintain communications for a fire in FA 16 and is associated with the mitigating systems cornerstone and respective
attribute of protection against external factors, i.e., fire in that degraded communications would impact the ability to
achieve SSD following a fire. This finding was determined to be a finding of very low safety significance (Green)
because it only affected the ability to reach and maintain cold shutdown conditions due to the availability of alternate
communications measures (F4 radios) for a time period sufficient to achieve hot shutdown conditions.

Inspection Report# : 2006014 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Signiﬁcance:. Mar 31, 2007

Identified By: Selt-Revealing

Item Type: NCV NonCited Violation

Failure to Properly Prepare a Radioactive Materials Package for Shipment

A Green self-revealing non-cited violation of 10 CFR 71.5 was identified for failure to properly package radiological
material such that, under conditions normally incident to transportation, the radiation levels at the external surface of
the package would not exceed applicable Department of Transportation (DOT) limits. When the two shipments
arrived at a processing facility on April 21, 2005, the radiation dose rates measured on portions of the external surface
of the packages were as high as 300 mrem/hr, which was in excess of the 200 mrem/hr limit specified by the
regulation. The licensee established additional supervisory review and approval prior to shipping packages
approaching DOT limits. This finding was entered into the licensee’s corrective action program as PER 81364.

This finding is more than minor because it is associated with the Plant Facilities/ Equipment and Instrument attribute
of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective, in that, the improper
transportation packaging resulted in a shipping container with external dose levels exceeding regulatory requirements.
Using the Public Radiation Significance Determination Process, the finding was determined to be of very low safety
significance because the areas on the packages with elevated radiation levels were inaccessible to the public and the
radiation levels were less than two times the DOT limit.

Inspection Report# : 2007002 (pdf)

Physical Protection

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings



pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.

Miscellaneous

Significance: . Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Work Hours for I&C Mechanics Exceeded Overtime Limits Without Prior Authorization

The inspectors identified a Green non-cited violation of Technical Specification 5.2.2.d due to inadequate
management oversight and awareness of the administrative requirements for controlling overtime which resulted in
multiple instances of Instrumentation and Control personnel exceeding overtime limits without prior authorization and
documentation. Management immediately changed work schedules to comply with the Technical Specification
requirements and entered the issue into their corrective action program as PER 119016.

This finding was greater than minor because if left uncorrected it could become a more significant safety concern due
to excessive fatigue by key maintenance personnel performing safety-related activities. An NRC management review
determined that the finding was of very low safety significance because no specific performance deficiencies were
identified for the individuals during the time they exceeded the established overtime limits

Inspection Report# : 2007002 (pdf)

Last modified : August 24, 2007



Browns Ferry 3
3Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2007

Identified By: Selt-Revealing

Item Type: FIN Finding

Inadequate Work Instructions For Isolating Condensate Demineralizer System Causes a Unit 3 Reactor Scram
(Section 40A3.5)

Green. A Green self-revealing finding was identified for use of an inadequate work order instructions during an online
modification of the Unit 3 Condensate Demineralizer System control logic that caused an inadvertent isolation of
condensate flow which directly resulted in a reactor scram. Condensate Demineralizer System operating procedures
were subsequently revised to clarify manual operation of system controllers. This finding was entered into the
licensee’s corrective action program as PER 119490.

This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human
Performance and Procedure Quality, and adversely affected the cornerstone objective to limit the likelihood of those
events that upset plant stability and challenge critical safety functions during at-power operations. The finding was
determined to be of very low safety significance because it did not contribute to both the likelihood of a reactor trip
and the likelihood that mitigating equipment or functions were not available. The cause of this finding was directly
related to the aspect of “complete and accurate work packages” in the area of Human Performance (Resources
component) because the necessary work order instructions for ensuring the condensate demineralizer system
controllers remained in manual were inaccurate and/or incomplete. (Section 40A3.5)

Inspection Report# : 2007003 (pdf)

Mitigating Systems

Significance:. Dec 31, 2006

Identified By: NRC

Item Type: NCV NonCited Violation

Lack of Assured Cooling Water for Emergency Diesel Generators During SBO Conditions

The inspectors identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control, that
affected Units 2 and 3. The licensee’s calculations and procedures did not adequately implement the plant’s licensing
basis for Station Blackout (SBO), in that, they did not ensure the operating emergency diesel generators (EDGs)
would have an adequate cooling water supply during a SBO with certain plant equipment configurations.

This finding is of greater than minor safety significance because it affected the objectives of the Mitigating Systems
Cornerstone. It affected the availability and reliability of systems that mitigate initiating events to prevent undesirable
consequences. The finding has very low safety significance due to the few very specific combinations of EDG failures
that could lead to a loss of cooling water flow to all of the running EDGs. The licensee took prompt corrective action
by revising procedures to add immediate operator actions to ensure adequate cooling water supply to the EDGs.
Inspection Report# : 2006005 (pdf)

Barrier Integrity



Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Signiﬁcance:. Mar 31, 2007

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Properly Prepare a Radioactive Materials Package for Shipment

A Green self-revealing non-cited violation of 10 CFR 71.5 was identified for failure to properly package radiological
material such that, under conditions normally incident to transportation, the radiation levels at the external surface of
the package would not exceed applicable Department of Transportation (DOT) limits. When the two shipments
arrived at a processing facility on April 21, 2005, the radiation dose rates measured on portions of the external surface
of the packages were as high as 300 mrem/hr, which was in excess of the 200 mrem/hr limit specified by the
regulation. The licensee established additional supervisory review and approval prior to shipping packages
approaching DOT limits. This finding was entered into the licensee’s corrective action program as PER 81364.

This finding is more than minor because it is associated with the Plant Facilities/ Equipment and Instrument attribute
of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective, in that, the improper
transportation packaging resulted in a shipping container with external dose levels exceeding regulatory requirements.
Using the Public Radiation Significance Determination Process, the finding was determined to be of very low safety
significance because the areas on the packages with elevated radiation levels were inaccessible to the public and the
radiation levels were less than two times the DOT limit.

Inspection Report# : 2007002 (pdf)

Physical Protection

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.

Miscellaneous

Significance: . Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Work Hours for I&C Mechanics Exceeded Overtime Limits Without Prior Authorization

The inspectors identified a Green non-cited violation of Technical Specification 5.2.2.d due to inadequate
management oversight and awareness of the administrative requirements for controlling overtime which resulted in
multiple instances of Instrumentation and Control personnel exceeding overtime limits without prior authorization and
documentation. Management immediately changed work schedules to comply with the Technical Specification
requirements and entered the issue into their corrective action program as PER 119016.



This finding was greater than minor because if left uncorrected it could become a more significant safety concern due
to excessive fatigue by key maintenance personnel performing safety-related activities. An NRC management review
determined that the finding was of very low safety significance because no specific performance deficiencies were
identified for the individuals during the time they exceeded the established overtime limits

Inspection Report# : 2007002 (pdf)

Last modified : December 07, 2007



Browns Ferry 3
4Q/2007 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2007

Identified By: Selt-Revealing

Item Type: FIN Finding

Inadequate Work Instructions For Isolating Condensate Demineralizer System Causes a Unit 3 Reactor Scram
(Section 40A3.5)

Green. A Green self-revealing finding was identified for use of an inadequate work order instructions during an online
modification of the Unit 3 Condensate Demineralizer System control logic that caused an inadvertent isolation of
condensate flow which directly resulted in a reactor scram. Condensate Demineralizer System operating procedures
were subsequently revised to clarify manual operation of system controllers. This finding was entered into the
licensee’s corrective action program as PER 119490.

This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human
Performance and Procedure Quality, and adversely affected the cornerstone objective to limit the likelihood of those
events that upset plant stability and challenge critical safety functions during at-power operations. The finding was
determined to be of very low safety significance because it did not contribute to both the likelihood of a reactor trip
and the likelihood that mitigating equipment or functions were not available. The cause of this finding was directly
related to the aspect of “complete and accurate work packages” in the area of Human Performance (Resources
component) because the necessary work order instructions for ensuring the condensate demineralizer system
controllers remained in manual were inaccurate and/or incomplete. (Section 40A3.5)

Inspection Report# : 2007003 (pdf)

Mitigating Systems

Significance:. Dec 14, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Perform ASME Inspections of Safety-Related Piping.

The inspectors identified a Green non-cited violation of 10 CFR 50.55a(g)4 Codes and Standards. Specifically, the
licensee failed to perform required code inspections of accessible portions of safety-related piping. The licensee
entered this issue into their corrective action program.

This finding is more than minor because if left uncorrected it would become a more significant safety concern. The
failure to perform required inspections of safetyrelated piping could have allowed undetected through-wall flaws to
remain in-service. These undetected flaws could grow in size until leakage from the piping degrades

system operation, or if sufficient general corrosion occurs, a gross rupture or collapse of the piping could occur. The
finding is of very low safety significance because the finding did not represent a loss of safety function. The cause of
the finding is related to the cross-cutting element of problem identification and resolution

under the operating experience aspect of the corrective action component [P.2(b)].

[Section 1R21.4]

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Dec 14, 2007
Identified By: NRC



Item Type: NCV NonCited Violation

Corrective Actions for Cable Submersion Were Not Effective.

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion X VI, Corrective Action.
Specifically, the licensee failed to correct a cable submergence issue which resulted in the failure of a safety-related
cable.

This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and
capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low
safety significance because the finding was not a design or qualification deficiency, and did not represent a loss of
safety function because the redundant train was available. The cause of the finding is related to the cross-cutting
element of problem identification and resolution under the licensee thoroughly

evaluates problems aspect of the corrective action component [P.1(¢c)].

Inspection Report# : 2007007 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Signiﬁcance:. Mar 31, 2007

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Properly Prepare a Radioactive Materials Package for Shipment

A Green self-revealing non-cited violation of 10 CFR 71.5 was identified for failure to properly package radiological
material such that, under conditions normally incident to transportation, the radiation levels at the external surface of
the package would not exceed applicable Department of Transportation (DOT) limits. When the two shipments
arrived at a processing facility on April 21, 2005, the radiation dose rates measured on portions of the external surface
of the packages were as high as 300 mrem/hr, which was in excess of the 200 mrem/hr limit specified by the
regulation. The licensee established additional supervisory review and approval prior to shipping packages
approaching DOT limits. This finding was entered into the licensee’s corrective action program as PER 81364.

This finding is more than minor because it is associated with the Plant Facilities/ Equipment and Instrument attribute
of the Public Radiation Safety cornerstone and adversely affected the cornerstone objective, in that, the improper
transportation packaging resulted in a shipping container with external dose levels exceeding regulatory requirements.
Using the Public Radiation Significance Determination Process, the finding was determined to be of very low safety
significance because the areas on the packages with elevated radiation levels were inaccessible to the public and the
radiation levels were less than two times the DOT limit.

Inspection Report# : 2007002 (pdf)

Physical Protection



Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.

Miscellaneous

Significance: N/A Aug 24, 2007

Identified By: NRC

Item Type: FIN Finding

Problem Identification and Resolution

The licensee was effective in identifying problems at a low threshold and entering them into the CAP. Issues were
typically properly characterized and evaluations such as root causes were sufficiently thorough and detailed. Strong
management oversight of the CAP was evident. Initial prioritization of issues and corrective actions appeared to be
appropriate to risk and program guidance; however, numerous delays in completion of corrective actions had led to
increased backlogs in closure of Problem Evaluation Reports (PERs). Recent management attention had resulted in
the backlogs beginning to decrease at the time of this inspection. In

addition, the inspectors concluded that the licensee had been slow to effect significant improvement in equipment
reliability based on the number of equipment problems and timeliness of corrective actions. Also, some repeat
problems, such as, adequacy of corrective action implementation were noted; however, these problems were improved
from previous inspections.

The licensee was effective in evaluating internal and external industry operating experience items for applicability and
taking appropriate action.

Based on review of the licensee’s Concerns Resolution Program (CRP), discussions conducted with plant employees
from various departments, and review of many PERs, the inspectors did not identify any reluctance to report safety
concerns. The inspectors concluded that licensee

management routinely emphasized the need for all employees to identify and report problems using the appropriate
methods established within the administrative programs.

Inspection Report# : 2007008 (pdf)

Significance: . Mar 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Work Hours for I&C Mechanics Exceeded Overtime Limits Without Prior Authorization

The inspectors identified a Green non-cited violation of Technical Specification 5.2.2.d due to inadequate
management oversight and awareness of the administrative requirements for controlling overtime which resulted in
multiple instances of Instrumentation and Control personnel exceeding overtime limits without prior authorization and
documentation. Management immediately changed work schedules to comply with the Technical Specification
requirements and entered the issue into their corrective action program as PER 119016.

This finding was greater than minor because if left uncorrected it could become a more significant safety concern due
to excessive fatigue by key maintenance personnel performing safety-related activities. An NRC management review
determined that the finding was of very low safety significance because no specific performance deficiencies were
identified for the individuals during the time they exceeded the established overtime limits

Inspection Report# : 2007002 (pdf)

Last modified : February 04, 2008



Browns Ferry 3
1Q/2008 Plant Inspection Findings

Initiating Events

Signiﬁcance:. Jun 30, 2007

Identified By: Self-Revealing

[tem Type: FIN Finding

Inadequate Work Instructions For Isolating Condensate Demineralizer System Causes a Unit 3 Reactor Scram
(Section 40A3.5)

Green. A Green self-revealing finding was identified for use of an inadequate work order instructions during an online
modification of the Unit 3 Condensate Demineralizer System control logic that caused an inadvertent isolation of
condensate flow which directly resulted in a reactor scram. Condensate Demineralizer System operating procedures
were subsequently revised to clarify manual operation of system controllers. This finding was entered into the
licensee’s corrective action program as PER 119490.

This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human
Performance and Procedure Quality, and adversely affected the cornerstone objective to limit the likelihood of those
events that upset plant stability and challenge critical safety functions during at-power operations. The finding was
determined to be of very low safety significance because it did not contribute to both the likelihood of a reactor trip
and the likelihood that mitigating equipment or functions were not available. The cause of this finding was directly
related to the aspect of “complete and accurate work packages” in the area of Human Performance (Resources
component) because the necessary work order instructions for ensuring the condensate demineralizer system
controllers remained in manual were inaccurate and/or incomplete. (Section 40A3.5)

Inspection Report# : 2007003 (pdf)

Mitigating Systems

Signiﬁcance:. Dec 31, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Inadequate Corrective Actions To Ensure Sufficient Alternate Shutdown Cooling Flow During Appendix R
Events

The inspectors identified a Green noncited violation of Unit 2 License Condition 2.C (14), and Unit 3 License
Condition 2.C (7), Fire Protection Report, Appendix R Safe Shutdown Program, for failing to establish the required
compensatory measures to provide equivalent safe shutdown capability in lieu of the incorrect operating pressure band
specified by the Safe Shutdown Instructions for Alternate Shutdown Cooling. A Priority 1 Operator Work Around
was initiated and the station’s Safe Shutdown Instructions were subsequently revised to incorporate the correct
pressure band. This finding was entered into the licensee’s corrective action program as Problem Evaluation Reports
109829 and 133483.

This finding was considered more than minor because if left uncorrected it could result in a more significant safety
concern regarding the operator’s ability to safely shutdown the plant and maintain adequate shutdown cooling during
an Appendix R fire. This finding is also associated with the Protection Against External Factors attribute of the
Reactor Safety/ Mitigating Systems cornerstone. According to IMC 0609, Appendix F, Fire Protection SDP, Phase 1
this finding was determined to be of very low safety significance because the assigned Degradation Rating was
considered to be Low since Alternate Shutdown Cooling flow was minimally impacted even with an inaccurate
operating pressure band due to the inherent plant design. The cause of this finding was directly related to the aspect of
appropriate and timely corrective action in the cross-cutting area of Problem Identification and Resolution (Corrective
Action component) because the licensee did not take appropriate corrective actions to address a safety issue by failing



to incorporate the required interim actions into an Operator Work Around (P.1(d)).
Inspection Report# : 2007005 (pdf)

Significance:. Dec 14, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Failure to Perform ASME Inspections of Safety-Related Piping.

The inspectors identified a Green non-cited violation of 10 CFR 50.55a(g)4 Codes and Standards. Specifically, the
licensee failed to perform required code inspections of accessible portions of safety-related piping. The licensee
entered this issue into their corrective action program.

This finding is more than minor because if left uncorrected it would become a more significant safety concern. The
failure to perform required inspections of safetyrelated piping could have allowed undetected through-wall flaws to
remain in-service. These undetected flaws could grow in size until leakage from the piping degrades

system operation, or if sufficient general corrosion occurs, a gross rupture or collapse of the piping could occur. The
finding is of very low safety significance because the finding did not represent a loss of safety function. The cause of
the finding is related to the cross-cutting element of problem identification and resolution

under the operating experience aspect of the corrective action component [P.2(b)].

[Section 1R21.4]

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Dec 14, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Corrective Actions for Cable Submersion Were Not Effective.

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action.
Specifically, the licensee failed to correct a cable submergence issue which resulted in the failure of a safety-related
cable.

This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and
capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low
safety significance because the finding was not a design or qualification deficiency, and did not represent a loss of
safety function because the redundant train was available. The cause of the finding is related to the cross-cutting
element of problem identification and resolution under the licensee thoroughly

evaluates problems aspect of the corrective action component [P.1(c)].

Inspection Report# : 2007007 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety




Physical Protection

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.

Miscellaneous

Significance: N/A Aug 24, 2007

Identified By: NRC

[tem Type: FIN Finding

Problem Identification and Resolution

The licensee was effective in identifying problems at a low threshold and entering them into the CAP. Issues were
typically properly characterized and evaluations such as root causes were sufficiently thorough and detailed. Strong
management oversight of the CAP was evident. Initial prioritization of issues and corrective actions appeared to be
appropriate to risk and program guidance; however, numerous delays in completion of corrective actions had led to
increased backlogs in closure of Problem Evaluation Reports (PERs). Recent management attention had resulted in
the backlogs beginning to decrease at the time of this inspection. In

addition, the inspectors concluded that the licensee had been slow to effect significant improvement in equipment
reliability based on the number of equipment problems and timeliness of corrective actions. Also, some repeat
problems, such as, adequacy of corrective action implementation were noted; however, these problems were improved
from previous inspections.

The licensee was effective in evaluating internal and external industry operating experience items for applicability and
taking appropriate action.

Based on review of the licensee’s Concerns Resolution Program (CRP), discussions conducted with plant employees
from various departments, and review of many PERs, the inspectors did not identify any reluctance to report safety
concerns. The inspectors concluded that licensee

management routinely emphasized the need for all employees to identify and report problems using the appropriate
methods established within the administrative programs.

Inspection Report# : 2007008 (pdf)

Last modified : June 05, 2008



Browns Ferry 3
2Q/2008 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Jun 30, 2008

Identified By: NRC

[tem Type: NCV NonCited Violation

Failure to Identify and Correct Deficiencies in Degraded Flood Protection Doors

The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the
licensee’s failure to identify and correct deficiencies in watertight doors that protect the safety-related Residual Heat
Removal Service Water pumps and Emergency Equipment Cooling Water pumps from external flooding. The

licensee issued work orders to correct the conditions and entered the issue into their corrective action program as
Problem Evaluation Reports 133891 and 134346.

This finding was more than minor because it affects the External Factors (Flood Hazard) attribute of the Mitigating
Systems Cornerstone. It impacted the cornerstone objective of ensuring the availability, reliability, and operability of
safety-related pumps to perform their intended safety function during a design basis flooding event. A Significance
Determination Process Phase 3 analysis determined that the finding was of very low safety significance because of the
low likelihood of the design basis flood. The finding was directly related to the cross-cutting aspect of procedural
compliance of the work control component of the cross-cutting area of Human Performance. Mechanics were not
complying with quarterly work orders and maintenance procedure to assure functionally of the watertight doors (H.4

(b)).

Inspection Report# : 2008003 (pdf)

Signiﬁcance:. Dec 31, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Inadequate Corrective Actions To Ensure Sufficient Alternate Shutdown Cooling Flow During Appendix R
Events

The inspectors identified a Green noncited violation of Unit 2 License Condition 2.C (14), and Unit 3 License
Condition 2.C (7), Fire Protection Report, Appendix R Safe Shutdown Program, for failing to establish the required
compensatory measures to provide equivalent safe shutdown capability in lieu of the incorrect operating pressure band
specified by the Safe Shutdown Instructions for Alternate Shutdown Cooling. A Priority 1 Operator Work Around
was initiated and the station’s Safe Shutdown Instructions were subsequently revised to incorporate the correct
pressure band. This finding was entered into the licensee’s corrective action program as Problem Evaluation Reports
109829 and 133483.

This finding was considered more than minor because if left uncorrected it could result in a more significant safety
concern regarding the operator’s ability to safely shutdown the plant and maintain adequate shutdown cooling during
an Appendix R fire. This finding is also associated with the Protection Against External Factors attribute of the
Reactor Safety/ Mitigating Systems cornerstone. According to IMC 0609, Appendix F, Fire Protection SDP, Phase 1
this finding was determined to be of very low safety significance because the assigned Degradation Rating was
considered to be Low since Alternate Shutdown Cooling flow was minimally impacted even with an inaccurate
operating pressure band due to the inherent plant design. The cause of this finding was directly related to the aspect of
appropriate and timely corrective action in the cross-cutting area of Problem Identification and Resolution (Corrective
Action component) because the licensee did not take appropriate corrective actions to address a safety issue by failing
to incorporate the required interim actions into an Operator Work Around (P.1(d)).



Inspection Report# : 2007005 (pdf)

Signiﬁcance:. Dec 14, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Failure to Perform ASME Inspections of Safety-Related Piping.

The inspectors identified a Green non-cited violation of 10 CFR 50.55a(g)4 Codes and Standards. Specifically, the
licensee failed to perform required code inspections of accessible portions of safety-related piping. The licensee
entered this issue into their corrective action program.

This finding is more than minor because if left uncorrected it would become a more significant safety concern. The
failure to perform required inspections of safetyrelated piping could have allowed undetected through-wall flaws to
remain in-service. These undetected flaws could grow in size until leakage from the piping degrades

system operation, or if sufficient general corrosion occurs, a gross rupture or collapse of the piping could occur. The
finding is of very low safety significance because the finding did not represent a loss of safety function. The cause of
the finding is related to the cross-cutting element of problem identification and resolution

under the operating experience aspect of the corrective action component [P.2(b)].

[Section 1R21.4]

Inspection Report# : 2007007 (pdf)

Significance:. Dec 14, 2007

Identified By: NRC

[tem Type: NCV NonCited Violation

Corrective Actions for Cable Submersion Were Not Effective.

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action.
Specifically, the licensee failed to correct a cable submergence issue which resulted in the failure of a safety-related
cable.

This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating
Systems cornerstone and adversely affected the cornerstone objective of ensuring the availability, reliability, and
capability of systems that respond to initiating events to prevent undesirable consequences. The finding is of very low
safety significance because the finding was not a design or qualification deficiency, and did not represent a loss of
safety function because the redundant train was available. The cause of the finding is related to the cross-cutting
element of problem identification and resolution under the licensee thoroughly

evaluates problems aspect of the corrective action component [P.1(c)].

Inspection Report# : 2007007 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Signiﬁcance:. Jun 30, 2008




Identified By: Self-Revealing

[tem Type: NCV NonCited Violation

Failure to Secure Stored Radioactive Material from Unauthorized Removal

A Green, self-revealing non-cited violation of 10 CFR 20.1801 was identified for the licensee’s failure to secure
stored radioactive material from unauthorized removal. On August 14, 2007, a shipment of “clean” scrap metal from
Browns Ferry alarmed the truck monitor at a vendor recycling facility. Using a hand-held survey instrument, the
vendor identified the contaminated item to be a small (4 ounces) metal can containing pipe threading compound.
Subsequently, upon arrival at the site, licensee personnel retrieved the item and performed radiation surveys as
necessary. The finding was entered into the licensee’s corrective action program as Problem Evaluation Report
128870.

This finding was more than minor because it was associated with the Public Radiation Safety cornerstone attribute of
program and process and it affected the associated cornerstone objective because the failure to secure stored
radioactive material from removal did not ensure the adequate protection of public health and safety from exposure to
radiation. The finding was evaluated using the Public Radiation Safety Significance Determination Process and was
determined to be of very low safety significance because the failure to secure radioactive material from removal was a
finding in the radioactive material control program that did not result in a public exposure exceeding 5 mrem. The
cause of this finding was related to the evaluation of identified problems cross-cutting aspect in the corrective action
component of the Problem Identification and Resolution cross-cutting area because evaluations performed by the
licensee subsequent to previous radioactive material control events had failed to thoroughly evaluate and identify the
weaknesses in the radioactive material control program (P.1(c)).

Inspection Report# : 2008003 (pdf)

Physical Protection

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings
pertaining to security cornerstone will not be publicly available to ensure that potentially useful information is not
provided to a possible adversary. Therefore, the cover letters to security inspection reports may be viewed.

Miscellaneous

Significance: N/A Aug 24, 2007

Identified By: NRC

[tem Type: FIN Finding

Problem Identification and Resolution

The licensee was effective in identifying problems at a low threshold and entering them into the CAP. Issues were
typically properly characterized and evaluations such as root causes were sufficiently thorough and detailed. Strong
management oversight of the CAP was evident. Initial prioritization of issues and corrective actions appeared to be
appropriate to risk and program guidance; however, numerous delays in completion of corrective actions had led to
increased backlogs in closure of Problem Evaluation Reports (PERs). Recent management attention had resulted in
the backlogs beginning to decrease at the time of this inspection. In

addition, the inspectors concluded that the licensee had been slow to effect significant improvement in equipment
reliability based on the number of equipment problems and timeliness of corrective actions. Also, some repeat
problems, such as, adequacy of corrective action implementation were noted; however, these problems were improved
from previous inspections.

The licensee was effective in evaluating internal and external industry operating experience items for applicability and
taking appropriate action.

Based on review of the licensee’s Concerns Resolution Program (CRP), discussions conducted with plant employees
from various departments, and review of many PERs, the inspectors did not identify any reluctance to report safety
concerns. The inspectors concluded that licensee

management routinely emphasized the need for all employees to identify and report problems using the appropriate



methods established within the administrative programs.
Inspection Report# : 2007008 (pdf)

Last modified : August 29, 2008



Browns Ferry 3
3Q/2008 Plant Inspection Findings

Initiating Events

Mitigating Systems

Signiﬁcancez. Jun 30, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Identify and Correct Deficiencies in Degraded Flood Protection Doors

The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the licensee’s failure to
identify and correct deficiencies in watertight doors that protect the safety-related Residual Heat Removal Service Water pumps and
Emergency Equipment Cooling Water pumps from external flooding. The licensee issued work orders to correct the conditions and entered
the issue into their corrective action program as Problem Evaluation Reports 133891 and 134346.

This finding was more than minor because it affects the External Factors (Flood Hazard) attribute of the Mitigating Systems Cornerstone. It
impacted the cornerstone objective of ensuring the availability, reliability, and operability of safety-related pumps to perform their intended
safety function during a design basis flooding event. A Significance Determination Process Phase 3 analysis determined that the finding was
of very low safety significance because of the low likelihood of the design basis flood. The finding was directly related to the cross-cutting
aspect of procedural compliance of the work control component of the cross-cutting area of Human Performance. Mechanics were not
complying with quarterly work orders and maintenance procedure to assure functionally of the watertight doors (H.4(b)).

Inspection Report# : 2008003 (pdf)

Signiﬁcance:. Dec 31, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Inadequate Corrective Actions To Ensure Sufficient Alternate Shutdown Cooling Flow During Appendix R Events

The inspectors identified a Green noncited violation of Unit 2 License Condition 2.C (14), and Unit 3 License Condition 2.C (7), Fire
Protection Report, Appendix R Safe Shutdown Program, for failing to establish the required compensatory measures to provide equivalent
safe shutdown capability in lieu of the incorrect operating pressure band specified by the Safe Shutdown Instructions for Alternate Shutdown
Cooling. A Priority 1 Operator Work Around was initiated and the station’s Safe Shutdown Instructions were subsequently revised to
incorporate the correct pressure band. This finding was entered into the licensee’s corrective action program as Problem Evaluation Reports
109829 and 133483.

This finding was considered more than minor because if left uncorrected it could result in a more significant safety concern regarding the
operator’s ability to safely shutdown the plant and maintain adequate shutdown cooling during an Appendix R fire. This finding is also
associated with the Protection Against External Factors attribute of the Reactor Safety/ Mitigating Systems cornerstone. According to IMC
0609, Appendix F, Fire Protection SDP, Phase 1 this finding was determined to be of very low safety significance because the assigned
Degradation Rating was considered to be Low since Alternate Shutdown Cooling flow was minimally impacted even with an inaccurate
operating pressure band due to the inherent plant design. The cause of this finding was directly related to the aspect of appropriate and timely
corrective action in the cross-cutting area of Problem Identification and Resolution (Corrective Action component) because the licensee did
not take appropriate corrective actions to address a safety issue by failing to incorporate the required interim actions into an Operator Work
Around (P.1(d)).

Inspection Report# : 2007005 (pdf)

Signiﬁcance:. Dec 14, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Perform ASME Inspections of Safety-Related Piping.

The inspectors identified a Green non-cited violation of 10 CFR 50.55a(g)4 Codes and Standards. Specifically, the licensee failed to perform
required code inspections of accessible portions of safety-related piping. The licensee entered this issue into their corrective action program.

This finding is more than minor because if left uncorrected it would become a more significant safety concern. The failure to perform



required inspections of safetyrelated piping could have allowed undetected through-wall flaws to remain in-service. These undetected flaws
could grow in size until leakage from the piping degrades

system operation, or if sufficient general corrosion occurs, a gross rupture or collapse of the piping could occur. The finding is of very low
safety significance because the finding did not represent a loss of safety function. The cause of the finding is related to the cross-cutting
element of problem identification and resolution

under the operating experience aspect of the corrective action component [P.2(b)].

[Section 1R21.4]

Inspection Report# : 2007007 (pdf)

Signiﬁcance:. Dec 14, 2007

Identified By: NRC

Item Type: NCV NonCited Violation

Corrective Actions for Cable Submersion Were Not Effective.

The inspectors identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action. Specifically, the licensee
failed to correct a cable submergence issue which resulted in the failure of a safety-related cable.

This finding is more than minor because it is associated with the equipment performance attribute of the Mitigating Systems cornerstone and
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that respond to initiating events
to prevent undesirable consequences. The finding is of very low safety significance because the finding was not a design or qualification
deficiency, and did not represent a loss of safety function because the redundant train was available. The cause of the finding is related to the
cross-cutting element of problem identification and resolution under the licensee thoroughly

evaluates problems aspect of the corrective action component [P.1(c)].

Inspection Report# : 2007007 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Signiﬁcance:. Jun 30, 2008

Identified By: Self-Revealing

Item Type: NCV NonCited Violation

Failure to Secure Stored Radioactive Material from Unauthorized Removal

A Green, self-revealing non-cited violation of 10 CFR 20.1801 was identified for the licensee’s failure to secure stored radioactive material
from unauthorized removal. On August 14, 2007, a shipment of “clean” scrap metal from Browns Ferry alarmed the truck monitor at a vendor
recycling facility. Using a hand-held survey instrument, the vendor identified the contaminated item to be a small (4 ounces) metal can
containing pipe threading compound. Subsequently, upon arrival at the site, licensee personnel retrieved the item and performed radiation
surveys as necessary. The finding was entered into the licensee’s corrective action program as Problem Evaluation Report 128870.

This finding was more than minor because it was associated with the Public Radiation Safety cornerstone attribute of program and process
and it affected the associated cornerstone objective because the failure to secure stored radioactive material from removal did not ensure the
adequate protection of public health and safety from exposure to radiation. The finding was evaluated using the Public Radiation Safety
Significance Determination Process and was determined to be of very low safety significance because the failure to secure radioactive
material from removal was a finding in the radioactive material control program that did not result in a public exposure exceeding 5 mrem.
The cause of this finding was related to the evaluation of identified problems cross-cutting aspect in the corrective action component of the
Problem Identification and Resolution cross-cutting area because evaluations performed by the licensee subsequent to previous radioactive
material control events had failed to thoroughly evaluate and identify the weaknesses in the radioactive material control program (P.1(c)).

Inspection Report# : 2008003 (pdf)



Physical Protection

Although the NRC is actively overseeing the Security cornerstone, the Commission has decided that certain findings pertaining to security
cornerstone will not be publicly available to ensure that potentially useful information is not provided to a possible adversary. Therefore, the
cover letters to security inspection reports may be viewed.

Miscellaneous

Last modified : November 26, 2008



Browns Ferry 3
4Q/2008 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:. Dec 31, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Maintain Requalification Examination Integrity

The inspectors identified a non-cited violation of 10 CFR 55.49 for engaging in an activity that compromised, or
would have compromised but for detection by the inspectors, the integrity of examinations required by 10 CFR 55.59
that were administered in 2007 and that were planned to be administered in 2008. The examination compromise
would have affected the equitable and consistent administration of the operational portion of the requalification annual
examination. The inspectors identified that three job performance measures (JPM) sets administered in 2007
contained an unacceptable number of JPMs that had previously been administered during that same examination
cycle. The inspectors also identified that the JPMs scheduled to be performed in the last three weeks of the 2008
requalification examination had all been previously administered in the first three weeks of the 2008 requalification
examination. When notified of the examination schedule overlap issue, the licensee changed the examination schedule
to prevent the overlap issue in 2008 and entered the problem into their corrective action program as problem
evaluation report 158635.

This finding is more than minor because if left uncorrected, it could become a more significant safety concern, in that,
licensed operators would not be adequately tested to ensure an acceptable knowledge level for performing licensed
duties. Using the Licensed Operator Requalification Significance Determination Process, this finding was determined
to be of very low safety significance (Green) because the performance deficiency was immediately corrected upon
discovery. The cause of the finding was that the licensee did not comply with requirements of TRN-11.10, Annual
Requalification Examination Development and Implementation. The finding was related to the cross-cutting aspect of
procedural compliance of the work control component of the cross-cutting area of Human Performance (H.4(b)).

Inspection Report# : 2008005 (pdf)

Signiﬁcance:. Oct 24, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Identify an Adverse Trend for Vibration-induced, Failed or Degraded Unit 2 and 3 RHR Hx SW
Outlet FCVs

An NRC-identified, Green, non-cited violation of 10 CFR 50, Appendix B, Criterion II, “Quality Assurance
Program,” was identified for the licensee’s failure, between April 2000 and January 2008, to carry out the Nuclear
Quality Assurance Plan policy in that trend analysis performed on adverse conditions did not result in trend results
which identified vibration-induced, failed or degraded residual heat removal (RHR) heat exchanger (Hx) service water
(SW) outlet flow control valves (FCVs) as an adverse trend that needed increased management attention. Between
April 2000 and January 2008, there were 17 instances of failed or degraded Unit 2 and 3 RHR Hx SW outlet FCVs
due to vibration-induced damage entered into the licensee’s corrective action program (CAP). This issue has been
identified in the licensee’s CAP as Problem Evaluation report 159606. Corrective actions associated with the
vibration-induced damage included actions to replace Units 2 and 3 RHR Hx SW outlet FCVs with the same valves
used on Unit 1 and to reconfigure all three units with a smaller bypass valve around the RHR Hx SW outlet FCVs.



This finding was more than minor because it affected the Mitigating System cornerstone objective of ensuring the
reliability of systems that respond to initiating events to prevent undesirable consequences and the cornerstone’s
attribute of equipment performance. Using the Significance Determination Process, the finding was determined to be
of very low safety significance due to the RHR Hx SW outlet FCV occurrences, in which the RHR Hx SW outlet
FCVs would not perform their safety function, did not represent an actual loss of a safety function of a single RHR
SW train for greater than its Technical Specification allowed outage time. The cause of this finding was directly
related to the Trend Performance in the CAP cross-cutting aspect of the Problem Identification and Resolution cross-
cutting area, in that, the licensee failed to properly assess information in their CAP to identify the common cause
problem of vibration-induced degraded and inoperable RHR Hx SW outlet FCVs.(P.1(b)).

Inspection Report# : 2008007 (pdf)

Signiﬁcance:. Jun 30, 2008

Identified By: NRC

Item Type: NCV NonCited Violation

Failure to Identify and Correct Deficiencies in Degraded Flood Protection Doors

The NRC identified a Green non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for the
licensee’s failure to identify and correct deficiencies in watertight doors that protect the safety-related Residual Heat
Removal Service Water pumps and Emergency Equipment Cooling Water pumps from external flooding. The
licensee issued work orders to correct the conditions and entered the issue into their corrective action program as

Problem Evaluation Reports 133891 and 134346.

This finding was more than minor because it affects the External Factors (Flood Hazard) attribute of the Mitigating
Systems Cornerstone. It impacted the cornerstone objective of ensuring the availability, reliability, and operability of
safety-related pumps to perform their intended safety function during a design basis flooding event. A Significance
Determination Process Phase 3 analysis determined that the finding was of very low safety significance because of the
low likelihood of the design basis flood. The finding was directly related to the cross-cutting aspect of procedural
compliance of the work control component of the cross-cutting area of Human Performance. Mechanics were not
complying with quarterly work orders and maintenance 